Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435, Subpart J and Subpart M

Eligibility Process

The state meets all the requirements of 42 CFR 435, Subpart J for processing applications, determining and verifying eligibility, and

furnishing Medicaid.

Application Processing

Indicate which application the agency uses for individuals applying for coverage who may be eligible based on the applicable
modified adjusted gross income standard.

O The single, streamlined application for all insurance affordability programs, developed by the Secretary in accordance with
section 1413(b){1)(A) of the Affordable Care Act

An alternative single, streamlined application developed by the state in accordance with section 1413(b)(1){B) of the
[ Affordable Care Act and approved by the Secretary, which may be no more burdensome than the streamlined application

developed by the Secretary.

An alternative application used to apply for multiple human service programs approved by the Secretary, provided that the
[] agency makes readily available the single or alternative application used only for insurance affordability programs to
individuals seeking assistance only through such programs.

Indicate which application the agency uses for individuals applying for coverage who may be eligible on a basis other than the
applicable modified adjusted gross income standard:

The single, streamnlined application developed by the Secretary or one of the alternate forms developed by the state and
[] approved by the Secretary, and supplemental forms to collect additional information needed to determine eligibility on such

other basis, submitted to the Secretary.

% An application designed specifically to determine eligibility on a basis other than the applicable MAGI standard which
minimizes the burden on applicants, submitted to the Secretary.

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via the
internet website described in 42 CFR 435.1200(f), by telephone, via mail, and in person.,

The agency also accepts applications by other electronic means:

o Yes (O No

Page 1 of 2

TN 13-018 Approved: 03/11/2014 Effective: 10/01/2013

Rhode island




Medicaid Eligibility

Indicate the other electronic means below:

Name of Method Description

Web Portal Internet access to electronic application

The agency has procedures to take applications, assist applicants and perform initia! processing of applications for the eligibility
groups listed below at locations other than those used for the receipt and processing of applications for the title IV-A program,
including Federally-qualified health centers and disproportionate share hospitals.

Parents and Other Caretaker Relatives
Pregnant Women
Infants and Children under Age 19

Redetermination Processing

Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross
income standard are performed as follows, consistent with 42 CFR 435,916
{H] Once every 12 months

0 Without requiring information from the individual if able to do so based on reliable information contained in the individual's
account or other more current information available to the agency

If the agency cannot determine eligibility solely on the basis of the information available to it, or otherwise needs additional
[W] information to complete the redetermination, it provides the individual with a pre-populated renewal form containing the
information already available.

] Redeterminations of eligibility for individuals whose financial eligibility is not based on the applicable modified adjusted gross
income standard are performed, consistent with 42 CFR 435.916 (check all that apply):

< Once every 12 months

[] Once every 6 months

[J Other, more often than once evety 12 months
Coordination of Eligibility and Enrollment

The state meets all the requirements of 42 CFR 4335, Subpart M relative to coordination of eligibility and enrollment between
Medicaid, CHIP, Exchanges and other insurance affordability programs. The single state agency has entered into agreements
with the Exchange and with other agencies administering insurance affordability programs,

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to & collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time reguired to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. [f you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Officer, Mail Stop C4-26-03, Baltimore, Maryland 21244-1850.
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION

XIPaper Application UOnline Application

TRANSMITTAL NUMBER: STATE:

13-0019 MM2 Rhode Island

Through December 31, 2014, the state is using an interim alternative single streamlined application. After
December 31, 2014, the state will use a revised alternative single streamlined application. The revised
application will address the issues outlined in the CMS letter, which was issued with the approval of this state

plan amendment, concerning the state’s application. The revised application will be incorporated by reference
into the state plan.




USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION

3 Paper Application X Online Application

TRANSMITTAL NUMBER: STATE:

13-0019 MM2 Rhode Island

Through December 31, 2014, the stale is using an interim alternative single streamlined application. Afier
December 31, 2014 the state will use a revised alternative single streamlined application. The revised application
will address the issues outlined in the CMS letter, which was issued with the approval of this state plan
amendment, concerning the state’s application, The revised application will be incorporated by reference into
the state plan.
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’: HealthSourcenri

FXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES

APPLICATION FOR e s

Healthcare Goverage

(and to find out if you can get help with costs)

s Free healthcare coverage from Rhode !sland Medicaid or Rite Care
» Tax credits to help you pay your monthly health insurance bill
* Private Health Plans

Apply faster online at www.healthsourceri.com,
www.dhs.ri.gov or www.echhs.ri.gov

This application has all of the questions that you will see online at our web-
site. There are many pages that repeat, to accommodate larger families.
Look for notes at the top of the sections, to see if you can skip the section.

« Social Security numbers

¢ Birth dates

« Passpart, alien, or other immigration numbers for any
legal immigrants who need healthcare coverage

* Previous tax returns, income information for all adults and all
minors under age 19 who are required to file a tax return

+ |nformation about health coverage available to your family
s W-2 Forms
* 1099 Forms

» Employer heaith insurance information, even if you are
not covered by your employer’s insurance plan

We need the following information to determine what healthcare
coverage you are qualified for. We will keep the information
you provide private as required by law.

HealthSource Rl

HZD Mailroom

74 West Road, Suite 800

Cranston, Rl 02920-8413

« Online: www.healthsourceri.com, www.dhs.ri.gov or www.eohhs.ri.gov
« Phone: Call the Customer Support Center at 1-855-

609-3304 or 1-888-657-3173 (TTY)

¢ |n person: To find in-person application assistance visit
www.healthsourceri.com, www.dhs.ri.qov or www.eohhs.ri.gov
or visit 70 Royal Little Drive, Providence Rl {(Monday through
Saturday 8:00 AM to 9:00 PM, Sundays 12:00 noon to 6:00 PM)

MEED HELP WTH YOUR APPLICATION? Visit haalihsourcer!,com, dhs.ri.gov or sohhs.ri.gov or call us at 1-855-609-3304. Para obtener una cepia de este formularlo en 1
Espafiol, flame 1-855-609-3304, If you need help In & ianguage other than English, call 1-855-608-3304 and telf the customer servica representative the language you
nged. We'll get yout ielp at no cost, TTY users should calt 1-888-657-3173.




Definitions

HealthSource RI: HealthSource Rl is a unique resource that connects Rhode Islanders to a range of health in-
surance options. It provides tools, resources, and information you need to stay informed and healthy. Whether you
need insurance for yourself, your family, or your employees, you'll find everything you need to weigh your options
and choose the right plan. Our website lets you compare your coverage options side-by-side—in simple language.
And our experts are available during extended hours to help you with any questions, concerns, or issues.

Whichever plan you choose, you'll get essential health benefits, including doctor visits, hospitalizations,
maternity care, ER visits, and prescriptions. You may also qualify for a tax credit to help pay for insurance.
HealthSource R! can also provide information about and assistance with applications for public programs such
as Rhode Island Medicaid.

Premium: Your monthly premium is the amount that you pay each month for your health insurance. You
must pay your monthly premium on time each month in order to keep your health insurance active. On
HealthSource RI, you can have your premium taken right out of your bank account every month. You can also
pay with a check or a money order.

Deductible: Your deductible is the amount you owe for certain healthcare services before your health insurance
begins to pay. For example, if your deductible is $1,000, your plan won't pay anything until you've met your $1,000
deductible for covered health care services subject to the deductible. The deductible may not apply to all services.

Advance Premium Tax Credit (APTC); HealthSource Rl offers tax credits to help Rhode Islanders pay for
their monthly health insurance costs. These tax credits are based on how much you earn — if you're single,
you can make up to $46,680, white a family of four people can make up to $95,400. An Advance Premium Tax
Credit is paid directly to your insurance provider.

Cost-Sharing Reductions: Cost Sharing Reductions lower the amount of money you spend on your medical
care. You will pay fess for co-pays, deductibles, and co-insurance when you see the doctor, go to the hospital,
or get a prescription. These Cost Sharing Reduction discounts are only available on Silver plans.

Minimum Essential Goverage: This is the type of coverage an individual needs to have to meet the
individual responsibility requirement under the Affordable Care Act. This includes individual market policies,
job-based coverage, Medicare, Medicaid, Children’s Health Insurance Plan (CHIP), TRICARE and other cover-
age that covers Essential Health Benefits.

Minimum Value Standard: A health plan meets the “minimum value standard” if the plan’s share of the total
benefit costs covered is no less than 60 percent of such costs. If you do not have access to any health coverage
that meets the minimum value standard, you may be eligible for tax credits to help cover the cost of insurance.

Individual Responsibility Requirement: Starting in 2014, the individual shared responsibility requirement
calls for each individual fo have minimum essential health coverage (known as minimum essential coverage)
for each month, qualify for an exemption, or make a payment when filing his or her federal income tax return.

Rhode Island Medicaid Program: Public health coverage programs for eligible Rhode Island residents,
funded through Medicaid and the Children’s Health Insurance Program. The Rhode Island Medicaid program
delivers health care through its Rite Care managed care plans for families with children, Rhody Health
Partners and Connect Care health care options for adults and eiders, and an array of institutional and com-
munity-based programs that deliver long-term services and supports.

2 NEED HELP WITH YOUR APPLICATION? Vislt healthsources!,com, dhs.ri.gov or echhs.ii.gov of call us at 1-855-603-3304. Para obtener una coplz da este formulario en
Espafiol, llame 1-855-600-3304. If you need help in a language other than English, call 1-855-609-3304 and tell the customer service representative the language you
need. We'll get you help at no cost. TTY users should call 1-888-657-3173.




Healthcare Coverage
Rights and Responsibilities

Your rights for all health coverage
programs. HealthSource RI and the
Rhode Island Executive Office of
Health and Human Services (EOHHS)
(the State Medicaid Agency) must:

Help you fill out all requested forms: You can
contact HealthSource Rl or EOHHS for assistance.

Provide interpreter or transiator services at no
cost to you when communicating with Health-
Source Rl or EOHHS,

In accordance with federal and state law and U.S. De-
partment of Health and Human Services (HHS) policy,
this institution is prohibited from discrimination
on the hasis of race, color, national origin (limited
English proficiency persons), age, sex, disability,
religion, gender identity or political beliefs. To file
a complaint of discrimination, contact HHS. Write HHS,
Director, Office for Givil Rights, Room 506-F, 200 Inde-
pendence Avenue, S.W., Washington D.C. 20201 or call
(202) 619-0403 (voice) or {202) 619-3257 (TDD). HHS
is an equal opportunity provider and employer.

Your responsibilities for all health
coverage programs. You must:

SSN Disclosure. You must provide the Social Security
number (SSN) for anyone in your household, includ-
ing yourself, who applies far health coverage, including
Rhode Island Medicaid, Advance Premium Tax Credits
(APTC} and Cost Sharing Reductions {GSR), under Fed-
eral Law (45 CFR 155.305 and 42 CFR 435.910).

SSNs are used to check identity, citizenship,
immigration status and income, as well as to prevent
fraud and verify healthcare claims. We also use SSN
information with other federal and state agencies,
including the Internal Revenue Service, to manage
our programs and follow the [aw.

If requested by the agency, provide any information
or proof needed to decide if you are eligible.

Report changes in income, family size or oth-
er application information as soon as possihle.

Things you should know for all
health coverage programs:

There are certain state and federal laws that gov-
ern the operation of HealthSource Rl and EQHHS, your
rights and responsibilities as a user of HeafthSource
Rl and the coverage obtained through HealthSource Rl
or EOHHS. By filling out this application, you agree to
comply with these laws and coverage obiained herehy.

The National Veter Registration Act of 1973 re-
quires all states to provide voter registration assistance
through their public assistance offices. Applying to reg-
ister or declining fo register to vote will not affect the
services or benefits that you will be provided by this
agency. You can register to vote af http://www.elections.
ti.gov/votina/registration.php.

You may ask for an appeal. If you disagree with a
decision that was made by HealthSource Ri regarding
your eligibility, you have a right to appeal that deci-
sion. Pursuant to EOHHS Ruie #0110, “Complaints and
Hearings,” you may file an appeal of an eligibility de-
termination and the matter will be heard by a hearing
officer. You must file an appeal within the 30 day period
that begins five days after the date your notice was sent
via email (transmittal date) or by U.S. Mail (postmark
date) by HealthSource RI. Once you have received the
notice, you can request an appeal. The notice contains
information about how to request an appeal. Please call
HealthSource Ri at (855)712-9158 with any questions.

if the appeal is for a decision on Rhode Island Medi-
care coverage, which is unresolved by a case review,
you will be scheduled for an Administrative Hearing.

WEED HELP WITH YOUR APPLICATION? Visit heafthsotrcerl.com, dhs.fi.gov or eohhs.ri gov or call us at 1-855-609-3304, Para obtener una copls de ests formulario an 3
Espafiol, lame 1-855-609-3304. If you read help in a language other than Engllsh, call 1-855-609-3304 and tell the customer service repfesentative the language you

need. We'll get you help at no cost. TTY users should cail 1-888-657-3173,




You may apply for support enforcement services
through the Office of Child Support Services. To
get an application for these services, go to hitp://www,
¢se.ri.gov/ or visit your local Office of Child Support Ser-
vices office at 77 Dorrance St, Providence Rl 02903,

Health Insurance Portability and Accountability
Act (HIPAA) restrictions prevent us from discussing
the health information of you or any member of your
household with anyone, including an authorized repre-
sentative, unless that individual has power of attorney
or you have signed a consent form authorizing the dis-
closure of this information. This includes disclosure of
mental health information, HIV, AIDS, STD test results,
or treatment and chemical dependency services.

The information that you give HealthSource Rl or
EOHHS is subject to verification by federal and state
sources. In order to review your Application and to de-
termine whether you qualify for help paying for your
health care coverage, HealthSource Rl and EOHHS must
obtain confidential financial and other information from
state and federal agencies. This process may also in-
clude follow-up contacts from agency staff.

Your wage and employment data will also be ver-
ified by HealthSource Ri and EOHHS with the Rhode
Island Department of Labor and Training. Granting this
consent will help to simplify the application and deter-
mination process.

Your personal information will be protected as
described in the HealthSource Rl Privacy Poli-
cy which may he made available to you upon
request. You may contact HealthSource Rl to re-
quest a copy.

HealthSource RI is not responsible for adminis-
tering your commercial health insurance plan.
Your health insurance carrier can provide you more in-
formation about your benefits.

If you have questions about the terms of your
health insurance plan, including what benefits
you are eligible for, out of pocket expenses under
your plan, and making a benefit claim or appeal-
ing a denial of benefits, you should contact your
health insurance carrier. If you are eligible for CO-
BRA following the termination of any health insurance
coverage, administering COBRA and providing you the
required COBRA notices and election periods is your
former employer’s or issuer’s responsibility.

Do not cancel any current insurance coverage or de-
cline any COBRA benefits until you receive an approval
letter and insurance policy, also known as insurance
contract or certificate, from the insurance carrier you
select. Make sure you understand and agree with the
terms of the policy, pay special attention to the effec-
tive date, waiting periods, premium amount, benefits,
limitations, exclusions, and riders.

Your rights for Rhode Island Medicaid

only. EOHHS and HealthSource Rl must:
Give you 10 days fo provide the information we need.
The ten days begins five days after the date the request
for additional information was sent via email (fransmittal
date) or U.S. mail (postmark date). If you don’t give us
the information or ask for more time we may deny, ter-
minate, suspend, or change your health care coverage.

Notify you, in most cases, at least 10 days before
we stop your healthcare coverage.

Give you a written decision, in most cases, within
30 days. Healthcare coverage requiring a determina-
tion of disability or level of care may take up to 90 days.

Continue Rhode Island Medicaid coverage while
we decide if you are eligible for another program.

Your responsibilities for Rhode

Island Medicaid only. You must:
Report any changes to what you have report-
ed on the application within 10 days of the change.

Cooperate with the Office of Child Support Ser-
vices if you receive Rhode Island Medicaid
coverage. You must help establish, modify, or enforce
child support for the child(ren) in your care, and estab-
lish paternity (if necessary). If you can show that you
hiave a good reason to believe that cooperating with
the Office of Child Support Services puts you, your chil-
dren, or the children in your care at risk of harm from
the noncustodial parent, you may claim good cause
not to cooperate,

Cooperate with Quality Assurance staff when asked.

Apply for and make a reasonable effort to get po-
tential income from other sources when you ask for or
receive Rhode Isiand Medicaid coverage.

4

NEED HELP WITH YOUR APPLICATION? Visit healthsourcerl.com, dhs.ri.gov or eohhs.ri.gov or call us at 1-855-608-3304, Para obtener una copla de este formulario en

Espatiol, llame 1-855-608-3304, If you need help in a languags other than Engfish, call 1-855-608-3304 and tell the customer service representative the language you

need, We'll get you kelp at no cost. TTY usars shouid call 1-888-657-3173.




Things you should know for Rhode
Island Medicaid only:

By asking for and receiving Rhode Island Med-
icaid, you give the state of Rhode Island all rights to
any medical support and to any third party payments
for health care, including third party casualty insurance.
When you receive Rhode Island Medicaid, you assign
your medical support rights to the Office of Child Sup-
port Services.

If you stop getting Rhode Island Medicaid, you
must tell Office of Child Support Services about any
changes that affect medical support, such as if your
child has moved or your address has changed.

By law (Rl Gen Laws 40-8-15), if you are age 55
or older AND receive Rhode Island Medicaid ser-
vices, Medicaid may recover from your estate (assets
you own at the time of death) to repay Medicaid for the
costs of health care assistance. This is called ESTATE
REGCOVERY. Tribal lands and certain properties belong-
ing to American Indians and Alaskan Natives may be
exempt from recovery. If you have dependent heirs,
estate recovery may not apply or may be delayed for
some hardship reasons.

Estate Recovery does not occur until after your
death. Medicaid may recover the costs for state-on-
ly funded long-term care services received at any age.

You may be restricted to one health care provider,
pharmacy, and/or hospital if you seek out unnecessary
health care seryices from providers.

Cantinuation or Reinstatment of Health Goverage
also known as “aid pending” may be available if you
appeal a determination affecting your eligibility or the
scope of your health coverage and services. You must
request aid pending during the 10 day advance notice
period that begins on the fifth day after the notice of
gligibility or change in health coverage is sent by EO-
HHS via email or the U.S. Mail,

Things you should know for qualified

health plans only:

If you enroll in a qualified health plan through
HealthSource Rl and you do not provide enough
information for HealthSource Ri to verify your el-
igibility to purchase a plan or receive a reduced-cost

plan, or if any information you provide is not verifiable,
you will have 90 days to provide further information to
satisfy HealthSource Rl's eligihility requirements. During
this time, you should work with HealthSource Rl staff to
fry to provide any missing information or resolve any in-
consistencies so that you may obtain coverage as soon
as possible, or, if you are provided conditional eligibili-
1y, you may avoid a disruption in coverage.

If you enroll in a qualified health plan through
HealthSource Rl and you have a change in in-
come, you must notify HealthSource Rl within thirty
(30) days of that change. A change in income could
change the tax credits or cost-sharing reductions for
which you are eligible to help you pay for insurance.
We base your tax credit on the income you put on this
application. If your income goes up, you will qualify for
less of a tax credit on your health coverage. If you don’t
tell us about your income changing, we will continue
to offer the same discount every menth but may have
to pay that money back at tax time.

For example, when Susan buys health insurance, she
earns about $30,000 a year. She qualifies for a tax credit
of $2,000. She decides to use it to reduce the month-
ly cost of her health insurance. She gets $166 off her
hill every month. Six months later, she gets a new job
and earns too much money to get a tax credit. If she
doesn’f tell anyone, she will continue to get $166 off
her health insurance. At tax time, she will owe $166 for
every month she didn’t qualify for the credit.

Premium rates are subject to change based on
the health insurance carrier’s underwriting practices
and your selection of available optionaf benefits, if any.
Final rates are always determined hy the heakth insur-
ance carrier.

Premium rates are for your requested effective
date ONLY. If the actual effective date of your policy
is different from your requested effective date, the ac-
tual cost of your policy may differ from the rates listed
on healthsourceri.com, due to rate increases or poli-
¢y changes from the insurance company and/or one
or more family members having a birthday. (Rates are
highly dependent on age.) The carrier you selected may
not guarantee their rates for any period of time until a
contract is signed.

NEED HELP WITH YOUR APPLICATION? Visit healthsourcerl.com, dhs.ri gov or sohhs ri.gov or call us at 1-855-609-3304. Para obtener una copla de este formularlo en 5
Espaiiol, Hlame 1-855-609-3304, f you neett help in 2 fanguage other than English, call 1-855-609-3304 and tell the customer service representative the tanguage you

need, We'll get you halp at no cost. TTY users should call 1-888-657-3173.




’: HealthSourcer|

EXECUTIVE OFFICE OF REACTH AND HUMAN SERACES

DEPARTIAENT OF HUMAN SERVICES

Pleasa include yourself; other family members; anyone who is included on your fedaral tax return, if you file one; Only include your unmartied part-
ner (your boyfriend or girlfriend) i you live together AND you have a child together. if you do not have a child together, do not include your unmar-
ried partner. Also, do not include your roommate. You can complete an application for other people in your family even if you don't need coverage
or are not eligible for coverage. You do not need to provide SSNs for family members who are not applying for coverage.

1. First Name Middle Name Last Name Suffix (Sr., Jr., 1, ILILIV)
2. Gender Owm  [OF |3.Date of Bith  Month: Day: Year:

4, Are you applying for Medical coverage? [1Yes [INo l 5. Are you applying for Dental coverage? []Yes [INo

6. Do you have a Social Security number? [ Yes [TIMo 7. My Name is ditferent on my Social Security card: [TYes [INo
If you have an SSN, enter it here, 7a. If YES, Name on Card:

6a. Social Security number (SSN);

8.FirstName Middle Name Last Name Suffix (S, Jr., 1, 1, IV)

9. Gender Om  OF ] 10. Date of Bith ~ Month: Day:; Year:
11. Is this person applying for Medical coverage?{_1¥es [_INo | 12, 1s this person applying for Dental coverage? [1Yes [INo

If this person has an SSN, enter it here. {dves [ONo
13a. Social Security number (SSN): 14a. If YES, Name on Card:

ions 1
A i i

Middle Name Last Name ' Suffix (Sr., Jr. I, I 1 V)

5. First Name

16. Gender CIm OOF ] 17. Date of Birth ~ Menth: Day: Year:
18. Is this person applying for Medica! coverage?[1Yes [No | 19, Is this person applying for Dental coverage? [ Yes [No

TYes [No
21a. If YES, Name on Card

If this person has an SSN, enter it here.
20a. Social Security number (S5N):

22. First Name Middle Name Last Name Suffix {Sr., Jr, [ I 11 W)

23. Gender COm Ok ] 24, Date of Birth  Month: Day: Year:
25, |s this person applying for Medical coverage?[ 1¥es [ INo 1 26. Is this person applying for Dental coverage? [1Yes [ No

27. Does this person have a Social Security number? [] Yes [ No | 28. s this person’s name different on his or her Social Security card:

If this person has an SSH, enter it here. Clves [nNo
27a. Social Security number (S5N): 28a. If YES, Name on Card:

B Photocopy this sheet to add additional family members.




1. First Name Middle Name Last Name " ~Suffix (Sr oL IL L)

1a. Primary Phone Number 1b. Secondary Phone Number 1e. Email Address (required)
Ocell [Home [1Work Ceel [ Home [JWork

( ) ()

2. HealthSource Rl may need to contact you regarding the status of your application and/or request additional information. What is your preferred
method of contact? [ Email [ Paper Mail

3. What is your preferred time of contact for calls? [JMorning [ Afternoon ] Evening [ Weekend []Anytime

4, Preferred spoken language (lengua hablada preferida)

[ English [ Espariol [ Portugués
4a. Preferred written fanguage {lenguaje escrito preferido)

[ English [ Espafial [ Portugués
5. Home Address Apt/Unit # Gity State Zip Code
6. Mailing Address (if different) Apt/Unit # City State Zip Code

6a. | currently do not have a parmanent home |
If you do not have a permanent home you may enter the address of a person you stay with, a homeless she]ter or the nearest DHS oﬁme

Ethn|c|ty (Op’uona]) El Mexman EI Puerto Rlcan |:| Cuban I:I other H|span I D noen- H|span|c

8. Race (Optional) I white [ Biack or African American [ American Indian or Alaska Native [ Asian Indian [ Chinese
Criipino O Japanese [ Korean [Vietnamese [ 0ther Asian [ Native Hawaiian [ Guzmanian
O chamorro [3Samoan [ Other Pacific Istander [ Other

9. Are you pregnant? Cves [“INo 9a. If YES: Pregnancy Due Date: Month: Day: Year:
9h. Number of babies expected:

10. Are you currertly Incarcerated?  [JYes [No
10a. If YES: Expected Release Date; Month: Day: Year:

NEED HELP WITH YOUR APPLICATION? Visit heglthsourceri com, dhs.ii.gov or sohhs.ri.gov or call us at 1-865-608-3304. Para obtener una copia de sste formutario en 7
Espaiiol, llame 1-855-603-3304. If you need help In a language other than English, call 1-855-608-3304 and tell the customer service representative the language you
need. We'li get you help at no cost, TTY users should call 1-868-857-3173,




You don’t need ‘ta answer questions 11- 15 n‘ yau re nat applymg or coverage
11, Are you a US citizen or national? [Jves [INo
12. If a non-citizen, have you lived in the U.S, for any length of tlme prlor to 08/22/1 9967 []Yes I:} No
If you have an ehg.'ble rmm.lgratmn status, please provide mfrmatmn on your documenttmn belaw
Pocument Type Document Number Expiration(MM/DD/YY}
13a. Cerificate of Citizenship: Alien #: ] | Citizenship Mumber Not applicable
13h. Naturalization Certificate: Alien #: [ | Naturalization Number Mot applicable
13c. Reentry Permit (1-327): Alien #: [
134d. Permanent Resident Card ("Green Card,” I-651): [T [1-551 Card Mumber:
Alien #:
13e. Refugee Travel Document (1-571) O
Alien #:
13f. Employment Authorization Card (I-766} [ [1-776 Card Number:
Alien #:
13y. Machine Readable Immigrant Visa {with temporary I-551 language). [ | Passport Number:
Visa Number:
Country of fssuance:
Alien Numbe:
13h. Temporary I-551 Stamp (on passport or -84, i-94A) [ | Passpori Numbet:
Country of Issuance:
Alien Number:
13i. Arrival/Departure Record {I-94, 1-944) issued by U.S. Citizenship and [ | 1-24 Number:
Immigration Services
Sevis 1D:
13j. Arrival/Departure Record in unexpired foreign passport (-94) [ | Passport Number:
Country of Issuance:
Sevis ID: 194 Number:
Visa Number:
13k. Unexpired foreign passport [ | Passport Number:
Country of Issuance:
Sevis 1D; [-34 Number;
13L. Certificate of Eligibifity for Nonimmigrant (F-1) Student Status (1-20) [] | Passport Number:
Sevis ID:
Country of lssuance: 1-94 Number:
13m. Certificate of Eligibility for Exchange Visitor (J-1) Status (DS2019) [ | Passport Number:
Sevis [D:
Country of Issuance: 1-94 Number:
13n. Other documents or siatus types 1 | Passport Number:
Document Description:
Alien Number; [-24 Number:
Sevis |D:
Country of Issuance:
14. If your name is different on your immigration document, please provide the name on the document:
First Name Middle Name Last Name
8 NEED HELP WITH YOUR APPLICATION? Wislt healthsourcari.com, dha.ri.gev or eohhs ri,gov or calt Us at 1-855-609-3304. Para obienar una copia da este formulario en

Espafiol, llams 1-855-609-3304. If you need help in a language other than English, call 1-855-609-3304 and tell the customer service representative the language you
need, We'll get you help at no cost. TTY users should call 1-888-657-3173.




Amencan Ind|an and Alaskan Natives may be eligible for spemal Rhade lsland Medmald pmtectmns and for special benefits through HealthSource Rl.

16. Are you American indian or an Alaskan Native?  [lves [INo I NO, skip to question 18,

If YES: 17. Are you a member of a Federally Recognized Tribe? O Yes T Mo

If YES: 17a. Tribe Name 17h. State

17c. Have you ever gotien service from the Indian Health Service, Tribal Health Program or Urban Indian Heaith Program? Oves Elno

17d. Are you efigible to gel services from the Indian Health Service, Tribal Health Program or Urban Indian Health Programs through a referral
from ane of these programs? O Yes [ nNo

18 Are you physmally itl, mcapaclta’(ed bllnci or disabled? [ Yes O o

18a. Will this disability prevent you from working at lsast 12 months, or result in death? | [ ves 1 no
18h. Are you active with the Office of Rehabilitation Services or Services for the Blind? | [ ves O no
18c. Have you applied for 58I or Social Security Benefits (RSDI)? 1 Yes 1 No
18d. Do you need heIp with the activities 01‘ daity Iiving? [ Yes [ no
19. Were you in i“he Rhode Island foster care system on your 18th birthday? You may be | [ Yes O no
eligible for low-cost insurance or Medicaid. Call the Contact Genter for details.

20. If you are under 19 years old, are you a full ime student? [ ves O Ne
If YES. Expected Graduatlon Date Month Day: Year:

21. Do you receive employmentlncome (wages/salar[es/tzps) ' ' Yes

1 no
if ND, skip to question 22.
21a. Do you currently work as an employee for a business or an organization®? [ Yes  No
I NO, skip to question 22.
If you are currently employed, please compiete the following information about your employer and income.
21h. Employer 1 Name: | 21¢. Or Employer [dentification Number:
21d. Empioyer Address: City State Zip Code
21e. Wages/Tips before Taxes: 21f, Wages/Tips Frequency;

O Hourly T patly T3 weekly [ Every 2 Weeks [0 Monthly T Yeary
If you have another employer, piease complete the following information on that employer and income.

21g. Employer 1 Name: |21]1. Emplayer Identification Number
21i. Employer Address City State Zip Code
21j. Wages/Tips before Taxes: 21k. Wages/Tips Frequency:

1 Hourly [ Daily EJ wWeekly L1 Every 2 Weeks [T Monthly T3 Yearly
22. Do you receive self-employment income? 22h. Seif-Empioyment Net Income:
If YES, type of work This is the net income you earn from your own trade of business. For example, any

net income (profit) you earn from goods you sell or services you provide to others
Cprofit  [Loss counts as self-employment income, Self-empioyment income could also come

: from a distributive share from a partnership.

Photocopy this sheet fo add additional employers for the primary applicant

NEED HELP WHTH YOUR APPLICATION? Misit haalthsourcert.com, dhs.ri.gov or eohhe.ri.gov or calf us at 1-855-609-3304. Para obtener una copia de este formulario en 9
Espariol, llame 1-855-609-3304, If you need heip In 2 language other thar: English, call 1-855-608-3304 and tell the customer service represenlative the language you
need. We'l: get you help at no cost, TTY users should call 1-888-657-3173,




Note: Do not count the following as income: child support, gifts, Supplemental Security Income (SSI}, Veterans' disability payments, workers
compensation, Rhode Istand Works cash assistance, Supplemental Nutrition Assistance Program {SNAP) benefits, proceeds from loans (such as
student loans, hame equity loans, or bank loans), ar schelarships for classes (do list the portion of scholarships, awards or fellowship grants used
for living expenses as income),

23. Rental or Rovalty Income? Rental incorne Js the amount someone pays you to use your property minus the amount you have spent on
maintaining your property. Royalty income includes any payments you get from a patent, copyright, or some other natural resource you own. Be
sure not to include any rental or royalty income that you have already included in your Seif Employment income. [ Yes [ No

If YES, amount of Rent or Royalty Income:

23a. Status: [J Profit O] Loss  23c. Frequency: CJ Weekly [0 Every 2 Weeks [ Monthly [ Yearly
24, Capital Gains/Investment Income (or losses) [ Yes £ No

if YES, provide more information about your dividend payments, interest payments, capital gains or losses, income from partnership corporations
or trusts that was not included in your self-employment income.

24a. Inferest (inchsding fax-exempt interest): Frequency: [ Weekly [ Every 2 Weeks [J Monthly L1 Yearly
24b. Net Capital Gains (profit after subtracting capital losses):
Frequency: [ weekly [3 Every 2 Weeks [1 Monthly [T Yearly Status: (3 Profit [ Loss
24c. Dividends: Frequency: [ Weekly [T Every 2 Weeks [ Monthly O Yearly

24d. Income from Partnerships Corporations and Trusts:
Frequency: L3 Weekly [ Every 2Weeks L1 Monthty [ Yearly

25, Farming/Fishing Income Frequency: [ Weekly [ Every 2 Weeks [T Monthly [ Yearly
Status: (1 Profit [ Loss
26. Unemployment Frequency: O weekly [ Every 2 Weeks [3 Monthly [ Yeary

27. Soctal Security Disability Income (SSDI) Do niof include Suppiemental Securfty Income (SSI) Income or any Veterans' disability benefits.
Frequency: L1 Weekly [ Every 2 Weeks [ Monthly [ VYearly

28, Retirement Income {such as 401K, Social Security Retirement income, taxable [RA distributions, pensions, military retirement or annuities)
Fraquency: L1 Weekly T Every 2 Weeks [ Monthly £ Yearly
29. Alimony/Spousal Suppart Frequency: [ Weekly [ Every 2 Weeks [ Monthly [ Vearly

30, Other Income (such as canceled debis, court awards, jury duty pay not given fo an employer, cash stppart, gambling, prizes, or forelgn
garned incoeme. Flease include taxable refunas, credits or offsets of local or stafe incame taxes below).

Frequency: T1 Weekly [3 Every 2 Weeks [ Monthty [ Yearly

10 NEED HELP WITH YOUR APPLICATION? Visit healthsourceri.com, dhs.rl.gov or echhs.ri.gov or call us at 1-855-609-3304. Para oblener una copla de este formulario en
Fspafiol, llame 1-855-609-3304. If you need help In & language other than English, call 1-855-603-3304 and tell the customer service representative the language you
need. We'll get you heip at no cost. TTY users should call 1-888-657-3173.




Deauction: The purpose of a tax deduction is to reduce your taxable income. For HealthSource Rl's purposes, if you pay for any of {hese expenses;
that means your income is lower and you might be able to receive a larger tax credit to help lower your insurance costs. Some items that you pay
for can be deducted on your income tax return. If you choose 1o tell us aboui these deductions, it may lower the cost of your heafth insurance.

31. Fill out the information below far any expenses that may ba claimed as deductions (if filing taxes). Allowable deductions include:

Alimony Paid Health Savings Account (HSA) Confributions Self-employment Tax Deductions
Interest Paid on Siudent Loans IRA/A01K Deductions Self-employment Retirement Plans and
Self-employment Health Insurance
Educator Expenses Penalties paid for early withdrawal from Business Expenses of performing artists,
savings reservists, and fee-basls government officials

Tuition and Schoo! Fees Moving Costs related to a job change Damestic Product Activities

Deductions How much ($) Frequency

Type: [ weekly [T Every 2 Weeks 1 Monthly [ Yearly

Type: [0 weekly [ Every 2 Weeks T Monthly [ Yearly

Type: 1 weekly [ Every 2 Weeks [ Monthly [ Yearly

Type: [ Every 2Weeks [ Monthly [J Yearly

T

=

NEED BELP WITH YOUR APPLICATION? Vistt healthsourceri.com, dhs..gov or echhs, gy or call us at 1-855-809-3304. Para obtener una copla de sste formulario en 11
Espaiic, Hlame 1-855-609-3304. If yout need help in a language other than English, call 1-855-609-3304 and 18ll the customer service representalive the language you
need. We'll get you help at no cost. TTY Users should call 1-868-657-3173,




1. First Name M.l Last Name ' Suffix (SR, Jr,, |, I, I, V)

3. If NO, this person’s Home Address Apt/Unit # City State | Zip Code

1 Brother/sister [T Husband/Wife [1Son/daughter I Parent

[ uncleaunt [] Demestic Partner [ stepson/stepdaughter  [[J Stepparent

1 First cousin [1 Former spouse 1 Nephew/niece [ Guardian

O Son-in-law/daughter-in-law 1 Child of domestic partner [ Father-in-law/

[ Brother-in-law/sister-in-law [ Grandehild mother-in-law

[ rustee [1Adopted son/daughter [ Grandparent

Clward 1 Foster child [] Parent’s domestic partner
I Non-relative caretaker [ Sponsored dependent

5. If Family Member 2 is under 18 years old, who is his or her primary caretaker? [You (Primary Applicant)
I Family Member 3 (Name: ) T Family Member 4 (Name: )
L other person not listed on this application

6. Ethnicity (Optional) [ Mexican [ Puerto Rican [ Cuban [Jother Hispanic []non-Hispanic

7. Race (Optional) Owhite  [IBlack or African American [ American Indian or Alaska Native [J Asian indian [ Chinese
OdFilipine [ Japanese ClKorean [Vietnamese [ 0ther Asian []Native Hawaiian [ Guamanian
O chamorro [l Samoan [ 0ther Pacific Islander T Other

8. Is this person pregnant? [ 1Yes [INo 9, If YES: Pregnancy Due Date: Month: Day: Year:
9a. Number of bables expected:

10. Is this person currently incarcerated? Oves [CINo
10a. If YES: Expected Release Date: Month: Day: Year:
12 MEED HELP YWITH YOUR ARPLICATION? Visit healthsourcerl.com, dhs.if.gov or aohhs.ri gov or call us af 1-855-600-3304. Para obtener una copia de este formulario en

Espaiiol, llame 1-855-609-3304. If you need help In a language other than English, call $-855-808-3304 and teil the cuslomer service representative the language you
need. We'll gat you help at no cost. TTY users should call 1-888-657-3173.



CYes [OMNo

11. Is this person a US citizen or national?

AR

You dan T need to answer questions 1 1-15 if this person is not applymg for coverage.

12. If a non-citizen, has this person lived in the U.S, for any length of time prior to 08/22/1 998?

If this person has an eligible immigration status, please provide mformatm on ms/her documentatan elaw

ElYes

ElNo

bocument Type

Document Number

Expiration{MM/DD/YY)

13a. Certificate of Gitizenship: Allen #:

Citizenship Number

Not applicahle

13b. Naturalization Certificate: Alien #: [ | Naturaiization Number Mot applicable
13c. Reentry Permit (-327): Alien #: [l
13d. Permanent Resident Card ("Green Card,” I-551): [ {I-551 Card Number:
Alien #:

13e. Refuges Travel Document {I-571) O
Alien #:
13f. Employment Authorization Gard (I-766) ] [1-776 Card Number:
Alien #:
13g. Machine Readable Immigrant Visa {with temporary I-551 language). [T | Passport Mumbet:
Visa Number:
Country of Issuance:
Alien Number:
13h. Temporary 1-551 Stamp {on passport or 1-94, }-94A) 1 | Passport Number:
Country of issuance:
Alien Number:
13i. Arrival/Departure Record {1-84, 1-944) issued by U.S. Citizenship and [ [1-94 Number:
Immigration Services
Sevis ID:
13j. Arrival/Departure Record in unexpired foreign passport (-94) [T | Passport Number:
Country of Issuance:
Sevis ID: [-94 Number:
Visa Number:
13k. Unexpired foreign passport 1 | Passport Number:
Country of Issuance:
Sevis ID: [-94 Number:
13L. Certificate of Eligibility for Nonimmigrant (F-1) Student Status (-2} [ | Passport Number:
Sevis [D;

Country of [ssuance: [-94 Number:
13m. Certificate of Eligibility for Exchange Visiter (J-1) Status (DS2019) [ | Passport Number:
Sevis D
Country of Issuance: 1-94 Number:

13n. Other documents or status types 1 | Passport Number:
Document Desctiption:;

Alien Number: 1-94 Number:

Sevis ID:

Country of Issuance:

14. If this person’s name is different on his or her immlgratlon document, please provide the name on the document:
First Name Middle Name Last Name

NEED HELP WITH YOUR APPLICATION? Vst healthsourceri.com, dhs.r.gov or eobhs.r.gov or call us at 1-855-602-3304. Para cbiener una copla de ests formutario en 13

Espafiol, llame 1-855-600-3304. If you need help In a kanguage other than English, cafl 1-855-600-3304 and el the customar servica represantative the languags you

need. We’ll get you help at no cost. TTY users should call 1-888-657-3173,




R

15. |5 this person an hanorably discharged veteran or an active duty member in the U.S. military? Oves O No )

! - ! " 10T

16, Is this person American Indian or an Alaskan Native? Clves Ono 1 N0, skip to question 18.

If YES: 17, Is this person & member of a Federally Recagnized Tribe? 7 Yes O no

If YES: 17a. Tribe Name 17h. State

17c. Has this person ever gotten service from the Indian Health Service, Tribal Health Program or Urban Indian Health Program? [ Yes [ No
17d. Is this person eligible to get services from the Indian Health Service, Tribal Health Program or Urban Indian Health Programs through a

referral from one of these programs? 1 Yes I No

%ﬁ; Sehat o ke st

18. s this person physically ill, incapacitated, blind, or disabled? [ Yes O no

18a. Will this disability prevent this persen from working at least 12 monihs, 7 Yes 1 no

or result in death?

18h. Is this person active with the Office of Rehabilitation Services ar Services 1 Yes 1 no

for the Blind?

18c. Has this person applied for $SI or Social Security Benefits (RSDH)? 1 ves O Mo

18d. Does this person need help with the activities of daily living? 1 Yes O No

14, If over 18 years of age, was this person in the Rhede Island Foster Care system on his or her 18th [ Yes O no

birthday? You may be efigible for low-cost insurance or Medicaid. Call the Contact Center for details.

240. If this person is under 19 years old, is this person a full time student? ] Yes 1 no
If YES: Expected Graduation Date: Month: Day: Year:
Parent Outside the Home [nformation (Optional); This question only applies to applicants under the age of 18. O Yes M nNo

21. Does this chiid have a parent living outside the horne?

If YES, | know I'll be asked to cooperate with the Office of Child Support Services that collects medical suppaort from a non-custodial parant.
If | think that cooperating to cellect medical support will harm me or my children, 1 can tell the agency and E may not have to cooperate.

Photocapy this sheet to add additional employers Tor the primary applicant

i4 NEED HELP WITH YOUR APPLICATION? Vislt heatthsoutcerl.com, dhs.rt.gov or eohhs.ri.gov or call us at 1-855-608-3304. Para obtenar una copla de este formulario en
Espafiol, Hame 1-855-609-3304. If you need help in a language other than English, call 1-855-608-3304 and tell the customer service representative the language you
need. We'll get you help at no cost, TTY users should call 1-888-6567-3173,




]

22, Does this person receiv
If NO, skip to question 23.

22a. Does this person currently work as an emplayee for a business or an organization? | [ Yes ] no
If NO, skip to question 23.

If this person is currently employed, please complete the following information about his/her employer and income.

e

e employment income (wages/salaries/ips)? O Yes

1 No

22h. Employer 1 Name: 22c¢. Or Employer Identification Number:
22e. Employer Address; City State Zip Code
22f, Wages/Tips before Taxes: 22g. Wages/Tips Frequency:

I Hourly T3 pally T3 weekly [0 Every 2 Weeks £ Monthly [ Yearly
If this person has another employer, please complste the following information on that empleyer and income.

22h. Empleyer 1 Name: |22i. Employer Identification Number
22j. Employer Address City State Zip Code
22K. Wages/Tips before Taxes: 221, Wages/Tips Frequency:
O Hourty [ Daily [ Weekly [ Every 2 weeks [ Monthly [3 Yearly
23. Does this person receive seif-employment income? 23b, Seli-Employment Net income:
This is the net income you earn from your own trade or business. For example, any
Status: L1 Profit 3 Loss net income (profit) you earn from goods you sell or services you provide o others
counts as seff-employment income., Self-employment income could also come
from a distributive share from a partnership.

Nate: Do not count the following as income: child support, gifts, Supplemental Security Income (SSI), Veterans’ disability payments, workers compensation,
Rhode Island Works cash assistance, Supplemental Nutrition Assistance Program (SNAP) benefits, proceeds from loans (such as studant loans, home equity
loans, or hank loans), or scholarships for classes (do list the portion of scholarships, awards or fellowship granis used for living expenses as income).
24, Rental or Rovalty Income? Rental income is the amount soimeone pays you to use your properly minus the amount you have spent on
maintaining your properly. Royaily income includes any payments you get from a patent, copyright, or some other natural resource your own.

Be sure not fo include any rental or royalty income that you have already included in your Self Employment income. O Yes [ No

If YES, amount of Rent or Royalty Income:
24a. Status: TJ Profit [J Loss  24e. Frequency: [ Weekly [ Every 2 Weeks [ Monthly [ Yearly

25, Capital Gaing/Investment Income (or losses) [ Yes T No

If YES, provide more information aboul this person’s dividend payments, interest payments, capital gains or losses, income from partnership
corporations or trusts that was not included in this person’s self-employment income.

25a. Interest (including tax-exempt interast): Frequency: T Weekly [ Every 2 Weeks T Monthly [ Yearly
25h. Net Capital Gains {profit after subtracting capital losses):
Frequency: [ Weekly 3 Every 2 Weeks L Monthly 3 Yearly Status; £ Profit £1 Loss
25¢. Dividends: Frequency: L1 Weekly [ Every 2 Weeks [ Monthly [ Yearly
25d. Income from Partnerships GCorporations and Trusts: Frequency: O Weekly £ Every 2 Weeks O Monthly 1 Yearly
26, Farming/Fishing Income Frequency: I Weekly [ Every 2 Weeks [ Monthily ] Yearly
Status: [ Profit [J Loss
27. Unemployment Frequency: L1 Weekly [J Every 2 Weeks [ Monthiy £ Yearly

28. Social Security Disability Income (SSDI} Do not include Supplemental Security Income (S5I) income or any Veterans® disability benefits).
Frequency: £ Weekly [J Every 2 Weeks [ Monthly [ Yearly

28. Retirement Income {such as 401K, Social Security Retirement Income, taxable IRA distributions, pensions, military retirement or annuities)
Frequency: T Weekly [ Every 2 Weeks [1 Monthly [J Yearly
30. Alimany/Spousal Support Frequency: [ Weekly [ Every 2 Weeks [J Monthly O Yearly

31. Other Income (such as canceled debts, court awards, jury duty pay nof given fo an employer; cash support, gambling, prizes, or foreign
earned income. Please include taxable refunds, credits or offsets of local or state income taxes befow).

Frequency: [ Weekly ] Every 2Weeks LI Monthly [ Yearly

MEED HELP WITH YOUR APPLICATION? Visit healthsourcerl.cam, dhs.ri.gov or sohhs.rl.gov or call us at 1-855-609-3304. Para obtener una copla de esté formulario en 15
Espafiol, llame 1-855-600-3304, If you need help in a languags other than English, call 1-855-609-3304 and tell the customer sefvice represantativa the language you
need. We'll get you help at no cost, TTY users should call 1-888-857-3173.



55 o .
Deduction: The purpose of a tax deduction is to reduce your taxable income. For HealthSource Rl's purposes, if you pay for any of these expenses,
that means your income is lower and you might be able to receive a larger tax credit to help lower your insurance costs. Some items that you pay
for can be deducted on your income tax return. i you choose to teli us about these deductions, it may lower the cost of your health insurance,

32. Fill out the information below far any expensas that may be claimed as deductions {if filing taxes). Allowabla decustions include:

Alimony Paid Health Savings Account {HSA) Contributions | Self-employment Tax Deductions
interest Paid on Student Loans IRA/401K Deductions Self-employment Retirement Plans and
Self-employment Heafth Insurance
Educator Expenses Penalties paid for early withdrawal from Business Expenses of performing artists,
savings reservists, and fae-basis government officials

Tuition and School Fees Moving Costs related to a job change Domestic Product Activities

Deductions How much {$) Frequency

Type: (3 weekly 1 Every 2Weeks [T Monthly [ Yearly

Type: [ weekly [T Every 2 Weeks £ Monthly [ Yearly

Type: O Weekly [ Every 2 Weeks [J Monthly [ Yearly

33. |f this person’s income is not fixed month te month, how much do

16 MEED HELP WITH YOUR APPLICATION? Visit healthsourceri.com, dhs.ri.gov or sohhs.ri.gov or call us at 1-855-809-3304, Para obtener una copia de este formutaric en
Espaiiol, llame 1-855-609-3304. If you nead help in a language ether than Engiish, call 1-855-609-3304 and tell the customsr service representative the language you
naed. We'll get you help at no cest. TTY users should call 1-888-657-3173.




R

Last Name

(SR, dre, BN V)Y

[ Brether/sister [ Husband/Wife []Son/daughter Ol Parent

1 Unclefaunt 1 Domestic Partner [_]1Stepson/siepdaughter ] Stepparent

1 First cousin [1Former spouse 1 Nephew/niece [ Guardian

£ Son-in-taw/daughter-in-law 1 &hild of domestic partner - [ Father-in-law/

] Brother-in-law/sister-in-law [ Grandchild mother-in-law

[ rustee [ Adopted son/daughter [ Grandparent

O ward [ Foster child [ ] Parent’s domestic partner
O Non-relative caretaker [ Sponsored dependent

State | Zip Code

5. If Family Member 2 is under 18 years old, wha is his or her primary caretaker? ElYou (Primary Applicant)

y L Family Member 4 (Name:

1 Family Member 3 {Name:
[T other person not listed on this application

6. Ethnicity (Optional) [ Mexican [ Puerto Rican [JCuban [ other Hispanic [non-Hispanic
7. Race (Optional) Cwhite  EJBlack or African American [ American Indian or Alaska Native [ Astan Indian [ Chinese

Cdriipine O Japanese [JKorean [vieinamese [ Other Asian [1Native Hawaiian [] Guamanan

O chamorre [JSamoan [ Other Pacific Istander [ Other
8. Is this person pregnant? [IYes [JNo 9, i YES: Pregnancy Due Date: Month: Day: Year:

9a, Number of babies expected:
10. Is this person currently incarcerated? Oves CiNo
10a. If YES: Expected Reiease Date: Month; Day: Year:
NEED HELP WITH YOUR APPLICATION? Visit healthsourcerl.com, dhs.ri.gov or eohhs.ri.gov or call us at 1-855-609-3304, Para obtener una copla de este formulario en 17

Espafiol, llame 1-855-608-3304. If you need help in & fanguage other than Engllsh, call 1-855-609-3304 and t2ll the customer service repressntative the languags you
need. We'll get you help at no cost, TTY users should calf 1-888-657-3173.




You don ’i‘ need to answer questions 11-15 if this person is not applying for coverage.
11. Is this person & US citizen or national? [JYes [INo

12. if a non-cifizen, has this person fived in the U.S. for any Iength of time prlor to 08/22/1996‘? Ei Yes i:l No

ff this person has an eligible immigration status, please prowde mfarmatmn on hrs/her dacumentatmn be!ow

Country of Issuance:

Document Type Document Number Expiration(MM/DD/YY)
13a. Certificate of Citizanship: Alien #: [ | Citizenship Number Not applicable
13hb. Naturalization Certificate: Alien #: [ | Naturalization Number Not appiicable
13c. Reentry Permit {1-327): Alien #: |
134. Permanent Resident Card {“Green Card,” [-551): 1 [I-651 Card Number:
Alien #:

13e. Refugee Travel Document {I-571) ]
Alien #:

13f. Employment Authorization Card (|-766} O [1-776 Card Number:
Alien #:

13g. Machine Readable Immigrant Visa (with temporary |-551 language). [ [ Passport Number:
Visa Number:
Country of Issuance:
Alien Number:
13h. Temporary I-551 Stamp (on passport or [-94, [-944) L] | Passport Number:
Gountry of Issuance:
Alien Number:
131 Arrival/Departure Record (194, 1-944) issued by U.S. Gitizenship and 1 | 1-94 Number:
Immigration Services
Sevis ID:

13j. Arrival/Departure Record in unexpired foreign passport (-94) [1 | Passport Number:
Country of Issuance:

Sevis ID: [-94 Number:
Visa Nutmber:

13k. Unexpired foreign passport [ | Passport Number:
Country of Issuance:
Sevis ID: [-94 Number:

13L. Certificate of Eligibility for Nonimmigrant (F-1) Student Status (I-20} 3 | Passport Number:
Sevis [D:

Country of Issuance: 1-94 Number:

13m. Certificate of Eligibility for Exchange Visitor (J-1) Status (D52019) [] | Passport Number:
Sevis [k

Country of Issuance: 1-94 Numbet,

13n. Other documents or status types 1 | Passport Number;
Document Description:

Alien Number: I-94 Number:

Sevis iD:

14. If this person’s name is different on his or her immigration document, please provide the name on the document:

First Name Middle Name Last Name

18 MEED HELP WITH YOUR APPLICATION? Vish healthsourceri.com, dhs.ri.gov or sohhs.ri.gov or call us at 1-855-608-3304. Para obtener una copla de esta formulario en
Espafiol, llame 1-855-609-3304. If you need Telp in a language other than English, call 1-855-808-3304 and tell the customar service representative the language you

need, We'll get you help at no cost. TTY users shouid call 1-888-657-3173



16. Is this person American Indian or an Alaskan Native? Clves [CIdo  1FND, skip lo question 18.

If YES: 17. Is this person a member of a Federally Recognized Tribe? [dves B No
I YES: 17a. Tribe Name 17h, State
17¢. Has this person ever gotten service from the Indian Health Service, Tribal Health Program or Urban indian Health Program? 1 ves [ No

174. Is this person eligible to get services from the Indian Health Service, Tribal Healih Pregram or Urban [ndian Health Programs through a
referral from one of these programs? O ves 0 N

18. Isthis person physically ill, mcapacltated b%md or disabled? 1 Yes 0 no
18a. Will this disability prevent this person from working at least 12 months, ] Yes O Mo
or result in death?

18h. Is this person active with the Office of Rehabilitation Services or Services [1 Yes 1 ne
for the Blind?

18c. Has this person applied for SS| or Social Security Benefits (RSDI)? ] ves O wo
18d. Does this person need help with the activities of dally living? I Yes O No

19. If over 18 years of age was thls person |ntheRh0de Islanci Foster Care system on his or her 18th 1 Yes
birthday? You may be eligible for lovr-cost insurance or Medicaid. Call the Corrtact Center for detalls.

20. If this person is under 19 years old, is this person a full ime student? O ves ] No
kf YES: Expected Graduaticn Date: Menth: Day: Year;
Parent Quiside the Home Infermation (Optional): This guestion only applies to applicants under the age of 18. 3 Yes O mo

21. Does this child have a parent living cutside the home?

If YES, | know 'l be asked to cooparate with the Office of Child Support Services that collects medical support from a nan-custodial parent.
If | think that cooperating to collect medical support will harm me or my children, | can tell the agency and | may not have to cooperate,

Photocopy this sheet to add additional employers for the primary applicant

NEED HELP WITH YOUR APPLICATION? Visit healthsourceri.com, dhs.ri.gov or echhs.r.gov or call us at 1-855-608-3304. Para oblener una copia ds este formulanio en 19
Espariol, llame 1-855-608-3304, If you need help In & languaga other than English, call 1-855-809-3304 and tell the customer service representative the language you
need. We'll get vou help &t no cost, TTY users should call 1-888-857-3173.




22. Does this person receive embloyment income {wages/salaries/tips)? O Yes O] wo
If NO, skip to question 23.

22a, Does this person currently work as an empioyee for a business or an organization? | [ Yes J o
If NO, skip To question 23.

If this person is currently employed, please complete the following information about his/her employer and income,

22b. Emplayer 1 Name: 22¢. Or Employer identification Number:
22e. Employer Address: City State Zip Code
22f. Wages/Tips before Taxes: 22g. Wages/Tips Frequency:

1 Hourly O3 paily [ weekly CF Every 2 Weeks E1 Monthly 3 Vearly
if this person has another employer, please complete the following information on that empfoyer and income.

22h. Employer 1 Name: | 22i. Employer Identification Number
22j. Employer Address City State Zip Code
22k. Wages/Tips before Taxes: 221, Wages/Tips Frequency:
[T Howrty 3 paity [ weekly [ Every 2Weeks [ Monthly [ Yearly
23. Does this person receive self-employment income? 23h. Self-Empioyment Net Income:
This Is the net income you earn from your own frade or business. For example, any
Status: 11 Profit ] Loss net income {profif) you earn from goods vou sell or services you provide to others
counts as seff-employment income. Self-employment income could also come
from a distributive share from a partnership.

_
Note: Do nat count the following as Income: chifd support, gifts, Supplemental Security Income (381, Veterans' disability payments, workers compensation,
Rhode Isfand Works cash assistarice, Supplemental Nutrition Assistance Program (SNAP) benefits, proceeds from loans (such as student loans, home equity
loans, or bank loans), or schalarships for classes (do list the portion of schelarships, awards or fellowship grants usad for living expenses as income).

24. Renial or Royalty Income? Rental Income Is the amount someone pays you to use your property minus the amount you have spent on
maintaining your properly. Royalty income includes any payments you get from a pafent, copyright, or some other natural resource yoLr own.
Be sure not to Include any rental or royalty income that you have already included in your Self Employment income. O ves O No

If YES, amount of Rent or Royaity Income:

24a, Status: [ profit O Loss  24e. Freguency: [ Weekly £ Every 2 Weeks [1 Monthly [ Yearly

25. Capital Gains/Investment Income {07 logses) O ves 01 No

If YES, provide more information about this person’s dividend payments, interest payments, capital gains or losses, income from partnership
corporations or trusts that was not included in this person’s seif-employment income.

25a. Interest (inciuding tax-exempt interest): Frequency: 1T Weekly [ Every 2 Weeks O Monthiy O Yearly
25h. Net Gapital Gains (profit after subtracting capital fossas):
Frequency: 11 Weekly T Every 2Weeks [ Monthly [ Yearly Status: L1 Profit [ Loss
25¢. Dividends: Frequency: 1 Weekly [ Every 2Weeks L1 Monthly [3 Yearty
254, Income from Partnerships Corporations and Trusts: Frequency: £ Weekly [ Every 2 Weeks [ Monthyy [ Yearly
26. Farming/Fishing Income Frequency: [ Weekly [ Every 2 Weeks [ Monthly ] Yearly
status: [ Profit CJ Loss
27. Unemployment Frequency: 11 Weekly [J Every 2 Weeks [ Monthly [ Yearly

28. Social Security Disability lncome (SSBY) Do not include Supplemental Securliy Income (850 Income or any Veterans’ disability benefits).
Frequency: L] Weekly [ Every 2 Weeks [ Monthly [ Yearly

28, Retirernent Income {such as 401K, Social Securily Retirement Income, taxable IRA distributions, pensions, military retirement or annuities)
Frequency: 1 Weekly [ Every 2 Weeks [J Monthly [ Yearly

30. Alimony/Spousal Support Frequency: J Weekly | Every 2 Weeks E1 monthiy O Yearly

31. Other Income (such as canceled debts, court awards, jury duty pay not given to an employer, cash support, gambiing, prizes, or foreign
earmned income. Please include taxable refunds, credits or offsets of local or stafe income taxes below).

Frequency: 1 Weekly TJ Every 2 Weeks E1 Monthly [ Yearly

20 MEED HELP WITH YCUR APPLICATION? Visit healthsourcer!.com, dhs.t.gov or echhs.ri.gov or call us at 1-855-608-3304. Para oblener una copia de este formulario en
Espafiol, llame 1-855-608-3304. If you need help In a Janguage other than Engfish, call 1-855-603-3304 and tell the customer service repressnfative the language you
need. We'll get you heip at no cost, TTY users should call 1-888-857-3173.




1] 6
ol

ion is to reduce your taxable income, For HealthSource RI's purposes, if you pay for any of these expenses,

that means your income is lower and you might be able to receive a larger tax credit to help lower your insurance costs. Some items that you pay
far can be deducted on your income tax return. If you choose to tell us about these deductions, it may lower the cost of your health insurance.

32. Fill out the information befow for any expenses that may be claimed as deductions (if filing taxes). Allowable deductions include:

Alimony Paid

Health Savings Account (HSA) Contributions

Self-employment Tax Deductions

Interest Paid on Student Loans

IRA/401K Deductions

Self-employment Retirement Plans and
Self~employment Heaith Insurance

Educator Expenses

Penaliies paid for early withdrawal from
savings

Business Expenses of performing artists,
reservists, and fee-basis government cfficials

Tuition and School Fees

Moving Costs related to a job change

Domestic Product Activities

Deductions How much (§) Frequency

Type: O weekly 1 Every 2 Weeks [1 Monthly [ Yearly

Type: 1 weekly [J Every 2 Weeks L1 Montnly 1 Yearly

Type: O weekly [ Every 2 weeks L1 Monthly [ Yearly

Type: [ weekly [ Every 2 Weeks O Monthly £ Yearly
A S T

S S

o i

NEED HELP WTH YOUR APPLICATION? Visit healthsourcer!.com, dhs.ri.gov or eohhs.r.gov o call us at 1-855-603-3304. Para obtensr una copia de este formulario en

Eaparial, liame 1-856-609-3304. It you need help In & Tanguage other than English, cal! 1-855-609-3304 and tell the customer service representative the language you
need. We'll get you help at no cost, TTY users should calt 1-888-657-3173.
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1. First Name M., Last Name ‘ Sulfix (SR, Jr., LI 1, IV )

2. Does this person live with You, the Primary Appticant? Cves Tlno

Siate | Zip Code

3. If NO, this person’s Home Address

o S : e
L1 Brother/sister ] Husband/Wife 1 Son/daughter [ parent
[ uncle/aunt ] Domestic Partner {1 Stepson/stepdaughter L] Stepparent
3 First cousin {1 Former spouse [ Nephew/niece O Guardian
{1 son-in-law/daughter-in-law [ child of domestic partner [ Father-in-law/
C Brother-in-law/sister-in-faw [ &randchile mother-in-iaw
O Trustee [l Adopted son/daughter [ Grandparent
Oward [ Foster child [ Parent's domestic partner
] Non-relative caretaker [ Sponsored dependent

5. If Family Member 2 is under 18 years old, who is his or her primary caretaker? O vou Primary Applicant)
[ Farmily Member 3 (Name: y T Family Member 4 (Name: )
[ Other person not lisied on this application

6. Ethnicity (Optional) [ Mexican [JPuerto Rican [] Cuban [ other Hispanic [ non-Hispanic

7. Race (Optional) Clwhite  [1Black or African American [] American Indian or Alaska Native [ Asian Indian [ Chinese
Clriipine O Japanese I Korean [l vietnamese [ other Asian [ Native Hawailan [ Guamanian
O chamorro [ Samoan [ Other Pacific Islander L] Other

8. Is this person pregnant? [JYes [JMNo 9. If YES: Pregnancy Due Date: Month: Day: Year:
9a. Number of habies expected:

10. Is this persen currently incarcerated? Oves [CNo
10a. 1 YES: Expected Release Date: Month: Day: Year:
29 NEED HELP WITH YOUR APPLICATION? Visit healthsourcer].cont, dhs.H.gov or eohhs.ri.gev or call us ai 1-855-608-3304. Para obtener una copia de gste formulario en

Espafiol, llame 1-855-608-3304. If you need help In & language other than Engéish, call 1-855-808-3304 and tell the customer servlce representative the language you
need, We'll gat you help at no cost, TTY users should call 1-888-657-3173.
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You don’t ned to answer quéﬁons 11-15 if this person is not applying for coverage.
11. Is this person a US citizen or national? [JYes [INo
il il f
If this person has an eligible immigration status, please provide in
Document Type Document Number Expiration(MM/BD/YY)
13a. Certificate of Cilizenship: Alien #: [ | Gitizenship Number Not applicable
13h. Naturalizatian Certificate: Alien #: {1 [ Naturalzation Number Not applicable
13c. Reentry Permit {I-327): Alien #: O
13d. Permanent Resident Card (“Green Card," 1-551): [] 1-551 Card Number:
Alien #:
13e. Refugee Travel Document (I-571) I:!
Alien #:
13f. Employment Authorization Card (-766) ] |1-776 Card Number:
Alien #:
13g. Machine Readable Immigrant Visa (with temporary |-551 language). 1 | Passport Number:
Visa Number:
" | Gountry of Issuance:
Alien Number:
13h. Temporary [-557 Stamp {on passport or [-94, 1-94A) 1 | Passport Number:
Country of Issuance:
Alien Numbet:
13i. Arrival/Departure Record (1-94, 1-944) issued by U.S. Citizenship and [ 11-84 Number:
Immigration Services
Sevis ID:
13j. Arrival/Departure Record in unexpired foreign passport (1-94) [ i Passport Number:
Country of Issuance:
Sevis ID: 1-94 Number:
Visa Number:
13k. Unexpired foreign passport ] | Passport Number:
Country of Issuance:
Sevis ID: [-94 Number:
13L. Certificate of Eligibility for Nonimmigrant (F-1) Student Status {-20) O] | Passport Number:
Sevis 1D:
Couniry of Issuance: [-94 Number:
13m. Cartificate of Eligibility for Exchange Visitor {J-1) Status {DS2013} ] | Passport Number:
Sevis 1D:
Country of tssuance: -94 Number:
13n. Other documents or staius types 1 | Passport Number:
Document Description:
Allen Number: I-94 Number:
Sevis ID:
Couniry of Issuance:
14. If this person’s name is different on his or her immigration document, please provide the name on the document:
First Name Middle Name Last Name
NEED HELP WITH YOUR APPLICATION? Visit healthsourcerl.com, dhs.r.gov or eohhs.f.gov o call us at 1-855-608-3304, Para obtener Una copla de este formulario en 23

Espafiol, llame 1-855-608-3304. If you need help In a languags other then Engfish, call 1-855-608-3304 and tel the customer service representalive the tanguage you
need. We'll et you help at no cost. TTY users should call 1-886-657-3173.



American Indlan and Alaskan Natives may be ellglble for specual Rhods Island Mediicaid protectmns and for special bensfits through HealthSource Fllk

16. [5 this person Ametican Indian or an Alaskan Native? Odves [INo 1 NO, skip to question 18.

If YES: 17. Is this person a member of a Federally Recognized Tribe? [dves [InNe
If YES: 17a. Tribe Name 17h, State
17¢. Has this person ever gotten service from the Indian Health Service, Tribal Health Pregram or Urban Indian Health Program? O ves [ No

17d. Is this persen eligible to get services from the indian Health Service, Tribal Health Program or Urban Indian Health Programs through a
referral from one of these programs? [ Yes [J No

18. Is this person physically Ill, incapacitated, blind, or disabled? [ Yes [ no

18a. Will this disahility prevent this person from working at least 12 months, O Yes O no

or result in death?

18h. Is this person active with the Office of Rehabilitation Services or Services [T Yes 1 No

for the Blind?

18¢. Has this person applied for SSI or Social Security Benefits (RSDI)? ] Yes O no

18d Does this person need help with the actlvmes of daily living? [ ves O o

19 If over 18 years of age, was thls person in the ﬂhode island Foster Care system on h|s or her 18th 1 ves 3 no
birthday? You may be eligible for low-cost insurance or Medicaid. Call the Contact Center for details.

240. if this person is under 19 years old, is this person a full time student? O Yes 1 No
If YES: Expected Graduation Date: Monih: Day: Year:

Parent Outside the Home Information (Optional): This question only applies to applicants under the age of 18. M Yes O neo
21. Does this child have a parent living outside the home?

If YES, | know F'll be asked to cooperate with the Cffice of Child Support Services that collects medical support from a non-custodial parent,
If | think that cooperating to collect medical support will harm me or my childrery, | can tell the agency and | may not have to cooperate.

Photocopy this shest to add additional employers for the primary applicant

24 NEED HELP WITH YOUR APPLICATION? Vislt healthsourcer].com, dis.ri.gov or eohhs.fi.gov or call us at 1-855-609-3304. Para obtenar Una copla de este formulario en
Espafic!, lame 1-855-800-3304. If you need help In a language other than English, call 1-855-608-3304 and tell the customer service representative the language you
nead. We'll get you help at no cost, TTY users should call 1-888-657-3173.




22, Does this person recelve employment income (wages/salaries/tips)? [ Yes 0 No
K N©, skip to question 23.

22a, Does this persen currently work as an employee for a business or an organization? | [ ves 1 Mo
If NO, skip to question 23.

If this person is currently employed, please complete the following information about his/her employer and income.

22h. Employer 1 Name: 22¢. Or Employer |dentification Number:
22e. Employer Address: City State Zip Code
22F, Wages/Tips before Taxes: 22y. Wages/Tips Frequency:

[ Hourty [ patly [ Weekly [ Every 2 Weeks [ Monthly L1 Yearly
If this person has anather employer, piease complete the following information on that employer and income.

22h. Employer 1 Name: | 22i. Employer Identification Number
22j. Employer Address City State Zip Code
22Kk, Wages/Tips before Taxes: 221, Wages/Tips Frequency:
O Hourly O paily [0 weekly [ Every 2 Weeks [ Monthly T Yearly
23. Does this person receive self-employment income? 23h. Self-Employment Net Income:
This is the net income you earn from your own trade or business. For example, any
Status: [ Profit TJ Loss net income (profit) you earn from goods you sell or services you provide to others
counts as seff-employment income. Self-employment income could also come
from a distributive share from a partnership.

Note: Do nat count the following as income: child support, gifts, Supplementat Security Income (SS1), Veterans’® disability payments, warkers compensation,

Rhade lstand Works cash assistance, Supplemental Nutrition Assistance Pragram (SNAP) benefits, proceeds fram loans (such as student foans, home equity
loans, or bank loans), or scholarships for classes (do list the poriion of scholarships, awards or fellowship grants used for living expenses as incorie).
24, Rental or Royalty Income? Rental income is the amount someone pays you to use your properly minus the amount you have spent on
maintaining your property. Royafty income inciudes any payments you get from a patent, copyright, or some other natural resource you own.

Be sure not to include any rental or royafly income that you have aiready included in your Seif Employment Income. Yes OJ No

if YES, amount of Rent or Royaity Income:
24a. Status: [ Profit [ Loss 24, Frequency: [ Weekly [ Every 2 Weeks £ Monthly [J Yearly
25, Capital Gains/investment income (or losses) [ Yes T1 No

if YES, provide more information about this person’s dividend payments, interest payments, capital gains or losses, income from partnership
corporations or trusts that was not included in this person’s self-employment income.

25a. Interest (including tax-exempt interest): Frequency: T3 Weekly 1 Every 2 Weeks [J Monthly [ Yearly
25h. Net Capital Gains (profit after subtracting capital losses):
Frequency: [1 Weekly [ Every 2 Weeks [ Monthly [ Yearly Status: (3 Profit [ Loss
25¢. Dividends: Frequency: [ Weekly [l Every 2 Weeks [1 Monthiy [T Yearly
25d. Income from Partnerships Corporations and Trusts: Frequency: [1 Weekly 1 Every 2 Weeks [1 Monthly [ vearly
26. Farming/Fishing Income Frequency: L1 Weekly [ Every 2 Weeks 1 Monthly [ Vearly
Status: [ Profit [1 Loss
27. Unemployment Frequency; [ Weekly [J Every 2 Weeks [1 Monthly [ Yearly

28. Social Security Disabllity Income (SSDY) Do not include Supplemental Security Income {SSI) Income or any Vetgrans’ disahility benefits).
Frequency; L1 Weekly L1 Every 2 Weeks [[] Monthly [ Vearly

28. Relirement Inceme (such as 401K, Social Security Retirement Income, taxakle IRA distributions, pensions, military retirement or annuities)
Frequency: L1 Weskly T Every 2 Weeks [ Monthly [ Yearly
30. Alimony/Spousal Suppart Frequency: [1 Weekly [ Every 2 Weeks L1 Monthly O3 Yearly

31. Other Income (such as canceled debts, court awards, jury duty pay not given to an employer, cash support, gambling, prizes, or foreign
earned income. Please include taxable refunds, credits or offsets of local or state income taxes below).

Frequency: LI Weekly [ Every 2 Weeks [ Monthly [ Yearly

NEED HELP WITH YOUR APPLICATION? Visit healthsourceri.com, dhs,ri.gov or echhs.ri.gov or call us at 1-855-609-3304. Para obtenar una copla de este formularlo en 25
Espafiol, llame 1-855-609-3304. f you need help in a language other than English, call 1-855-609-3304 and tefl the customer service repressnlative the language you
need. We'll get you help at no cest, TTY users should call 1-888-857-3173.




Deduction: The purpose of a ta;c éeducﬁon is'to reduce Sfourtaxable income. For HealthSource RI's purposes, if you pay for any of these expenses,
that means your income s lower and you might be able to receive a larger tax credit to help lowsr your instrance costs. Seme items that you pay
for can be deducted on your inceme tax returr, If you choose to tell us about these deductions, it may lower the cost of your health Insurance.

32. Fill out the information below for any axpenses that may be claimad as deductions (if filing taxes). Allowable deductions Includs:

Alimony Paid

Health Savings Account (HSA) Contributions

Self-employment Tax Deductions

Interest Paid on Student Loans

IRA/401K Deductions

Self-employment Retirement Plans and
Self-employment Healih Insurance

Educator Expenses

Penalties paid for early withdrawal from
savings

Business Expenses of performing artists,
reservists, and fee-basis government officials

Tuition and School Fees

Moving Costs related to a job change

Domestic Product Activities

Deductions How much {$) Frequency

Type: O weekly [T Every 2weeks [ Monthty [ Yearty
Type: [T weekly [T Every 2 Weeks [ Monthly [ Yearly
Type: [T weekly [ Every 2 Weeks LI Monthly T Yearly
Type: O weekly [ Every 2Weeks [ Monthly [ Yearly

S

33. If this person’s income is not fixed manth to month, haw much do you think this person will make next year? §

)

28 EED HELP WITH YOUR APPLICATION? Visit heathsourcerl.com, dhs.i.gov or eohhs.ri.gov ar call us at 1-855-609-3304. Para oblenar una copla dé aste formulario en
Espafiol, lame 1-855-609-3304. If you rieed help in a language cther than English, call 1-855-609-3304 and tell the customer service representalive the language yout
need, We'll get you help at no cost, TTY users should call 1-888-657-3173,




1. Does anyone in the household plan to file a Federai tax return next year? [ Yes O No
If YES, please answer the following questions about taxes for family members on this appiication. i NO, go to page 28.

2. Please indicate who will be filing taxes next year

3. Expected Tax Filing Status for Next Year O Single fling taxes 1 Married fiing taxes separately O warried filing jointly

3a. Name of Tax Filer 3b. If Filing Jointly — Please indicate the other joint tax payer
if you are married, you have to file jointly to qualify for a tax credit

4, Will any of the Tax Filers listed on the application claim any dependents on their tax return? O Yes O no
If YES, Identify tax filar and list depandents.

A dependent can be claimed by only one tax filer. For joint filers, you need to list dependents far the tax filer who wil
sign the tax form.

4a. Name of Tax Filer 4b. Name of Dependents

You don’t need to complete the table beiow if the dependent is already listed above.

5. Wili anyone in the household be a dependent on someone else’s return
{somecne not already on the application)? Oves [OHNo

IF YES, Please ideniily ail of the dependents that will be on someone glse’s return.

5a. Name of Dependent 5b. Name of Tax Filer

5¢. Relationship of Dependent to Tax Filer:

[ Husband/wife O Brother/sister O Guardian
[ Domestic partner [ Nephew/niece [ Father-in-taw/mother-in-law
[parent L1 First cousin [ sponsored dependent
[ stepparent [ Grandparent O Trustee
[ Parent's domestic partner [ Grandehild Oward
1 son/daughter ] Adopted son/daughter [ Non-relative caretaker
[ stepsan/stepdaughter [ Brother-in-law/sister-in-law
] child of domestic partner L Former spouge
NEED HELP WITH YOLIR APPLICATION? Visit healthsourcer].com, dhs.r.oov or eohis.r.gov or call us at 1-855-809-3304, Para cbtener una copla de este formulario en 27

Espafiol, flame 1-865-609-3304, If you need halp In & language other than English, call 1-865-608-3304 and tall the customer service representative the language you
need, We'll get you help at no cost, TTY users should call 1-888-657-3173.




1. Do you or anyone you are applymg for have access to adeguate insurance coverage through an employer (might be a spouse)?
[ Yes O no
1a. Is the coverage affordable and qualified under the Affordable Care Act? (Ask your employer) £ Yes 1 Mo

If YES please provgde the information in the table below. i NO, go to page 29.

2a, Employer Identification Number

F2h, Employer Phong Number © 050

| (look on the employee’s W-2)

E Home Owok O cal

2¢. Employer Address City State Zip Code
3. Who can we contact at your job about health insurance coverage? | 3a. Contact Email Address 3h. Contact Phone number
Contact Name:

4, Name of person eligibte for this employer insurance on this application:

4a. Enroliment Status 4h. Upcoming Changes to Your Pian
[ Enrolied Now Start Date (MM/DD/YYYY) I Employer plans to drop plan on (MM/DD/YYYY)
[ Plans to Enroll [l wil Become Fligible on (MM/DD/YYYY)

I Not Enrolled

5. Name of person eligible for this employer insurance on this application:

5a. Enrollment Status 5b. Upcoming Changes fo Your Plan
L1 Enrolied Now Start Date (MM/DD/YYYY) O Employer plans to drop plan on (MM/DD/YYYY)
[} ptans to Enroll LI will Become Eligible on (MM/DD/YYYY)

CINot Enrolied

6. Name of person eligible for this employer insurance on this application:

6a. Enrollment Status 6b. Upcoming Changes to Your Plan
O Enrolled Now Start Date (MM/DD/YYYY) I Employer pians to drop plan on (MM/DD/YYYY)
I Plans to Entoll CIwilt Become Eligible on (MM/DDAYYYY)
I Not Enrolied

7. Name of person eligible for this employer insurance on this application:

7a. Enrollment Status 7h. Upcoming GChanges to Your Plan
] Enrolled Now Start Date (MM/DD/YYYY) [ Employer plans to drop plan on (MM/DD/YYYY)
I Plans to Enroll CJwill Become Eligible on (MM/DDAYYY)
Tl Not Enrolled

8. Who is the employee for this employer insurance?

Employee First Name Employee M.I. Employee Last Name

8a. What is the annual employee premium (vour share of what your heafth insurance costs) for the least expensive single plan that your
employer offers? A single plan means that you only count what it costs for the employee only. You don’t count what it costs to cover a whole
family for coverage. We ask for the lowest cost pian fo see if you are able to receive a tax credit fo heip reduce the cost of your insurance -
avan if you are not enrolled in this specific plan.

Employee Premium: $ Name of Plan

gh. What is your/thls person’s actual premium cost?

Employee Premium; § Frequency of Premium {weekly, svery 2 weeks, monthly, vearly}
10. Are you currently covered by ANY type of health insurance? [ Yes 0 o

Photocopy this page to add insurance provided by other employers or other persons covered

28 WEED HELP WITH YOUR APPLICATION? Visit healthsourceri.com, dhs.ri.gov or eohhs.ri.gov or call us at 1-855-609-3304, Para obtener una copla de este formularla en
Espafial, llame 1-855-603-3304. If you need help in a language other than English, call 1-855-608-3304 and tell the customer service representative the language you
need. We'll get you help at no cost. TTY users should call 1-888-657-3173.
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11a. If YES, please indicate which is applicabie. [JCOBRA I Retiree Plan

11h. Please identify which family members have access to this insurance.
Name Name

1. Does anyone on this application have access to other non-public health insurance? Cyes CIno

Name Name

12. Is anyone on this application envolled or eligible for other health insurance? Oyves CINo

Owicare T Private/Other

12a. If YES, please select ONE. If anyone in your family is enrolled in more than one type of insurance, photocopy this page and
provide information on each insurance provider separately. O veteran's Health Insurance T Peace Corps Cl Medicare

12h. Who is enrolled or eligible for this coverage? Name

‘Name of Plan. -

12c. Please identify which family members have access to this insurance.
Name Name

Name Name

& 2 i ol .
13. When were you last covered by ANY type of health insurance? [ within the last year
[31-3 years age [ More than 3 years ago [ Never had health insurance [

Al = 2 BROEE i b A 2

14. Does anyone on this application have access to dental insurance? OYes Clno

f_

14a. If YES, Please identify all of the family members who have access to dental insurance. If your family has access to more than one
type of insurance, photocopy this page and provide information on each insurance provider separately.

Name Name
Name Name
14h. Name of Dental Insurance Company 14c¢. Poiicy Number 14d. Group Number

14e. Type of coverage individual [ Family

Photocopy this page fo add other insirance providers or other persons covered

NEED HELP WITH YOUR APPLICATION? Wisit healthsourceri.com, dhs.ri.gov or eohhis.ri gov or call us at 1-855-609-3304. Para obiener una copia de este formulario sn
Espafil, llame 1-855-609-3304, i you need help In a fanguage other than English, call 1-855-609-3304 and tell the customer service representative the fanguage you

need, We'll gat you halp at no cost, TTY users should call 1-8B8-667-3173,
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Selecting an Authorized Representative is optional. You may consider selecting an Authorized Representative if you need ot would fike help
with things like making sure that you are aware of important netices or biils for health insurance sent by HealthSource Rl An Authorized
Representative shouid be someone you trust. This person will receive information from HealthSource Rl on your behalf, including your
HealthSource Rl notices with important informeation and the bills for your insurance coverage. He or she will also have access to your
HealthSource RE account. If you want to do so, check “Yes” below and enter your representative's details below. Your authorized representative
must be 18 or older and can be a friend, relative, or anyone else you choose to help you.

i. Do you want to appoint an authorized representative? Oves CTINo

§f YES, please answer the following questions:

1a. Authorized Representative’s First Name, Middle Name, Last Name & Suifix {e.g. Sr. Jr., | Il 111, IV, V etc.)
1b. Mailing Address AptfUnit # City State Zip Coda
1c. Primary Phone Number t¢. Secondary Phone Number 1d. Email Address
Ccenl Clother Tlwork CIcell Cloter Elwork
( ) ( )

1e. HealthSource Rl may need to contact you regarding the status of the application and/or request additional information. Autherized
Representative’s preferred method of contact Oemail O Paper Mail

1f. What is the preferred time of contact? [IMoming [ Afternoon [l Evening [Jweekend [J Anytime

1g. Preferred spoken language (lengua hablada preferida) 1h. Preferred wiltten language (lenguaje escrito preferido)
EEnglish {1 Espafiol [J Poriugués O english [ Espanol C1 Portugués
1i. Company/Organization Name {If Applicabie) 1j. Organization 1D (if Applicabie)

1k. The Primary Applicant must sign below to acknowledge that they have an authorized representative who can make
decisions on their behalf.

Signatuye X

i

i1
. N i I ELEN: bidbiboi : :
Complete this section f yau're a certified application counselor, navigator, agent, or braker filling out this application for
somehody else.

2. Application start date (MM/DD/YYYY)

2a. First name Middle Name Last Nama Suffix (e.g. Jr., |, Il etc.)
2h. Organization name 2c. D number {if applicable)
30 NEED HELP WITH YOUR APPLICATION? Vislt healthsourceri.com, dhs.ri.gov or sohhs.1i.gov or call us at 1-856-800-3304, Para obtener una copla de este formularlo en

Espariot, #fame 1-855-608-3304, it you need help In a language other Than English, call 1-855-609-3304 and tsll the custornar servica represenlative the language you
nesd. We'll get you help at no cost, TTY users should call 1-888-657-3173.




YOUR CONSENT TO SHARE DATA FOR ELIGIBILITY DECISIONS

We can help you better if we are able tc work with other agencies and professionals that know you and your family. By checking the | Agree box you
are giving permission for us to obtain, use and share confidential information about you from a variety of sources including the R.l, Department of
Labor and Training, the R.l. Department of Human Servicas, the R.|. Executive Office of Health and Humar Services, the R.|. Department of Health,
the R.l. Department of Corrections, and Experian on behaif of Centers for Medicaid and Medicare Services and Social Security Administration,

We will not refuse you any benefits or access to any programs that you are eligible simply because you do not give us permission to obtain, use and
share confidential information, however, we are tnable to assist you in accessing certain programs and supports that you may be eligible for if we
do not have your consent to obtain and share information. Your consent is required in order 1o determine your sligibifity.

You can proceed to shop for and purchase health insurance coverage without completing this consent by contacting our Contact Center af 1-855-
840-HSR (4774), but if you would Fke o know whether you are eligible for any financial support for the purchase of coverage, whether you ara
eligible for publicly funded coverage, or other programs and supports, it will be necessary for you to complete this consent,

All information sharing and use that you are authorizing by checking the | Agree box will be done in compliance with all relevant federal and state
laws and regulations protecting your privacy, including but not limited to: The Health Insurance Portability and Accounting Act of 1996 (Pub. L. 104-
191 known as HIPAA); The R.1. Confidentiality of Health Gare Gommunications and Information {R.1.G.L. 5-37.3-1 et seq.); R.I.G.L. 28-32-5, 28-36-
12, 28-42-38, 28-39-19, 28-39-22, 40.1-5-26, 23-3-23, 42-12-22, 40-6-12 and all other applicable laws and regulations. Information will be
shared by computer data transfer.

By checking on the | Agree box | cansent to the cbtaining and use of corfidential information about me to determine my eligibllity for enrollment In
publicly fundsd health insurance coverage or other publicly funded programs administered through tiis site, plan, provide, and coordinate benefits
and payments.

1 Agree to give my Consent to Share Data for Eligibility Decisions

11 do not agree to this Consent and understand that my eligibility for certain programs and supports will be impacted by this decision

1 have read or had explained to me my rights and responsibilities and understand that | may keep a copy of the HealthSource RI Righits
and Responsibiiities isted on pages 3-5 of this application). [Tlves [INo

MFED HELP WITH YOUR APPLIGATION? Vislt heatthsourocer.com, dhs.i.oov or eohhs,.aov or call us at 1-855-600-3304. Para oblener una copia de este formularlo en ki
Espafiol, llame 1-855-609-3304. 11 you need help In @ languags other than English, call 1-855-609-3304 and tall the customer service representative the language you
need. We'll get you help at no cost. TTY users shoudd calf 1-888-857-3173.




CONSENT FOR USE OF INCOME DATA

In order to determine your eligibility for help paying for your health coverage, we will use income data, including information from tax returns.
You witl receive a notice with your eligibility determination and may make chances to update the income information used at any time by
contacting HealthSource RI.

I Agree to give my Consent for Use of Income Data
1 do not give my Consent and | understand that this will impact my eligibility for helping fo pay for health coverage.

You can choose to have this consent renewed automatically for one, two, three, four or five years. Selecting a longer period of time may make it
gasier for us to determine your eligibility in future years. Please renew my eligihility automatically for the next:

15 years {this Is the maximum automatic renewal period) [l4years [l3years [layears 1 year

| understand that if advance payments of the premium tax credit will be paid on my behalf to reduce the cost of health coverage for myself and/
or my dependents:

e | must file a federal income tax return the year after my coverage year for tha tax year in which | received coverage.
« |f I'm married at the end of the coverage year, | must file a joint income tax return with my spouse.
} also expect that:
* No one else will be able to claim me as a dependent on their coverage year federal income tax return.
e {'ll clalm a personal exemption deduction on my coverage year federal income tax return for any individual
listed on this application as & dependent who is enrolled in coverage through this Marketpiace and whose
premium for coverage is paid in whole or in part by advance payments.
e |f any of the ahove ¢hanges, | understand that it may impact my ability to get an advance premium tax credit.
| afso understand that when | file my coverage year federal inceme tax return, the Internal Revenue Service {IRS) will compare the income an
my tax return with the income on my application. | understand that if the income on my tax return is lower than the amount of income on my

application, | may be eligibe to get an additional tax credit amount. On the other hand, if the income on my tax return is higher than the amount
of income on my application, | may owe additional federal income tax.

correct, including information about citizenship and alien status, and complete to the best of my knowledge. | also acknowledge the following:

» {understand the questions and statements on this application. if | do not undarstand, | know that | can get help and get answers to
my questions by calling HealthSource Rl at 1-855-840-4774.

¢ | understand the penalties for providing false information or breaking the rules.
« | understand that the agency may contact other persons or organizations.
* | know that under the state of Rhode Island Gensral Laws, Section 40-6-15, a maximum fine of §1,000, or Imprisonment of up to
five (5) years, or bath, may be imposed for a parson who obtains or attempts to obtain, or aids or abets any person to obtain, puhlic
assistance 1o which he or she is not entitled or who witlfully fails to report income, resources, or persenal circumstanges of Increases
therein which exceed the amount previcusly reported.
Under penalty of perjury, | atiast to the identily of the minor children identified herein and that all of the information contained in this application
is frue, | understand that | am breaking the law if | give wrong information and can be punished under federal law, state law or both.

Signature Date

Spouse’s Signature Date

A
¢

HealthSourceRrl

EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES
DEPARTMENT OF HUMAN SERVICES

32 NEED HELP WITH YOUR APPLICATION? Visit healthsourceri.com, dhs.ri.gov or echhis.rhgov or ¢all us at 1-855-609-3304, Para obtenar una cupla de este formudarlo en
Espariol, llame 1-855-608-3304, If you reed help In a language ofher than English, call 1-855-609-3304 and tell the customer service representative the language you
nead. Wa'll gat you help at no cost, TTY users should call 1-888-667-3173.




APPENDIX A

Additional Income Information (If necessary)
Use these pages if you need more space to include income information for other family members, unless you have already provided
this information. (Make copies if you need to add income information for more than one family member.)

1. Does this person recelve employment income {wages/salaries/tips)? O Yes M No
I NO, skip to question 4.
1a. Does this person currently work 23 an employee for a business or an organization? | [J Yes 1 no
If NO, skip to question 4.

If this person is currently employed, please complete the foflowing information about his/her employer and income.

2. Employer 1 Name: 2a. Or Employer |dentification Number:
2h. Employer Address: City State Zip Code
2¢. Wages/Tips before Taxes: 2d. Wages/Tips Frequency:

[ Hourly O pally [ weekly I Every 2 Weeks L1 Monthly [ Yearly
If this person has another employer, please complete the following information on ihat employer and income.

3. Employer 1 Name: |3a. Employer Identification Number
3h. Employer Address City State Zip Code
3c. Wages/Tips before Taxes: 3d. Wages/Tips Frequency:
O vourly O paily [ Weekly £ Every 2 Weeks [1 Monthly [ Yearly
4. Does this person receive self-employment income? 4a. Self-Employment Net Income:
This s the net Income you earn from your avin trade or business. For example, any
status: [ Profit [ Loss net income (prafit) you earn from goods you sell or services you provide 1o others
counts as seff-employment income. Self-employment income could also come
from a distributive share from a parinership.

Photocopy this page fo add additional employers for this family member.

MEED HELP WITH YOUR APPLICATION? Visit healthsourcer.com, ohs.ri.gov or eohhs.rigov or call ug at 1-855-609-3304, Para oblener una capia de este formularlo en 33
Espariol, flame 1-855-608-3304. 1f you need help In 2 fanguags other than Engfish, call 1-855-608-3304 and teli the customer sarvice representative the language yeu
need, We'll gat you heln at no cost. TTY Users sholdd cali 1-888-857-3173.




o 2

- = ..
Note: Do not count the foflawing as income: child support, gifts, Supplemental Security Income (SS1), Veterans’ disability payments, workers compensation,
Rhods Istand Works cash assistance, Supplemental Nutrition Assistance Program (SNAP) benefits, proceeds from toans (such as student loans, home equity
joans, or bank loans), or scholarships for classes (do list the portion of scholarships, awards or fellowship grants usad for living expanses as income).
1. Rental or Royalty Income? Rental income is the amount someone pays you to use your properly minus the amount you have spent on
tnaintaiming vour property. Royally income includes any payments yot get from a palent, copyright, or some other natural resource you own.

Be sure not to include any rental or royalty income that you have already included in your Self Employment income. Mves O Mo

If YES, amount of Rent or Royalty Income:
1a, Status: I Profit [0 Loss  1h. Frequency: [ Weekly [ Every 2Weeks [ Monthly [ Yearly

2. Capital Gains/Investment Income (or losses) [1 Yes [J No

If YES, provide more information about this person’s dividend payments, interest payments, capital gains or losses, income from partnership
corporations or trusts that was not included in this person’s self-employment income.

2a. Interest (including tax-exempt inferest): Frequency: L1 Weekly [ Every 2 wWeeks L] Monthly [1 Yearly
2b. Net Capital Gains (profit after subtracting capital losses):
Frequency: £1 Weekly [J Every 2 Weeks L1 Monthly [ Vearly Status: [ Profit [ Loss
2¢. Dividends: Frequency: 11 Weekly [ Every 2 Weeks £ Monthly [ Yearly
2d. Income from Partnerships Corporations and Trusts: Frequency: (1 Weekly [ Every 2 Weeks L] Monthly [ Yearly
3. Farming/Fishing fncome Frequency; 1 Weekly [ Every 2 Weeks [1 Monthly [ Yearly
Status: [ Profit [J Loss
4. Unemployment Frequency: [ Weekly [ Every 2 Weeks O menthly [ Yearly

5, Social Security Disability Income (SSDI) Do not inciude Supplemental Securify Income (SSI) Income or any Velterans' disability benefits).
Frequency: £1 Weekly [ Every 2 Weeks (1 Monthly L1 Yearly

6. Retirement income ¢such as 401K, Social Security Retirement Income, taxable IRA distributions, pensions, military retirement or annuities)
Frequency: [ Weekly [ Every 2 Weeks [1 Monthly [ Yearly

7. Alimony/Spousal Support Frequency: ] Weekly 3 Every 2 Weeks [ Monthly [ Yeariy

8. Other Income {such as canceled debts, court awards, jury duly pay not given to an employer, cash support, gambling, prizes, or foreign eamed
ncome. Please include taxable refunds, credits or offsels of local or state income taxes below).

Frequency: L1 Weekly 1 Every 2 Weeks £ Monthly [ Yearly

1 Dduction: The purpse of a tax deduction is to reduce your taxable income, For HeaithSource Ri's purposes, if you pay for any of these expenses,
that means your incoms is lower and you mighi be able to receive a larger fax credit to help lower your insurance costs. Some items that you pay
for can be deducted on your income tax return. If you choose te tell us about these deductions, it may lower the cost of your health insurance.

9, Fill out the information below for any expenses that may be claimed as deductions {if filing taxes). Allowahle deductions include:

Alimany Paid Health Savings Account (HSA) Contributions Self-employment Tax Deductions
Interest Paid on Student Loans IRA/401K Deductions Self-employment Retirement Plans and
Self-employment Health Insurance
Educator Expenses Penalties paid for early withdrawal from Business Expenses of performing artists,
savings reservisis, and fee-basis government officials

Tuition and School Fees Moving Costs refated 1o a job change Domestic Product Activities

Deductions How much {$) Frequency

Type: O weekly [0 Every 2 Weeks [ Monthly [ Yearly

Type: 1 weekly [J Every 2 Weeks [1 Monthly 1 Yearly

Type: O weekly £ Every 2 Weeks [ Monthly [1 Yearly

Type: [ weekiy [ Every 2 weeks [ Monthly [3 Yearly

10, If this persan’s income is not fixed monih to month, how mach do yeu shink this persen will make next year? §

24 NEED HELP WITH YOUR APPLICATION? Visht heaithsourceri.com, dhs.ri.gov or echhs. gov or call us at 1-855-609-3304. Para oblener una copla de este formutario en
Espafiol, lame 1-855-609-3304, If you need help In a languags other than English, call 1-855-609-3304 and fell the cuslomer service representative the fanguage you
nead. We'll get you help at no cost. TTY users should call 1-888-657-3173.




«, RHODE ISLAND
! VOTER REGISTRATION FORM

>~ & Please print clearly in ink. All information is required unless marked optional.

YOU MAY USE THIS FORM TO: TO REGISTER TO VOTE IN Rl YOU MUST BE:

= Register to vote in Rhode Island. = A legal resident of Rhode Istand.

® Change your name and/or address on your registration. ® A citizen of the United States.

® Choose a political party or change parties. B Af least 16 years of age.

{(You must be at least 18 years of age to vote on Election Day.}
INSTRUCTIONS
Box 21 REQUIRED. Rhade Island citizens who are atleast 16 years of age Box 5: A parson may have only one legal residence. You must register from

may pre-register to vote using this form. [f you fail to check either of your legal residence. A post ofiice box or rural route may only be
these boxes, this form will be returned to you. If you checked NO to used as a "Mailing Address" in Box 6.

either of these statements, do not complete this form.

Box 9: If you want to affiliate to vote, choose a party. If you leave Box 9
Box 3: If you are registering fo vote for the first time in Rhode Island by mail biank, you wiil be listed as unaffiliated.

or if someone else turns this form in for you, it is REQUIRED that
you provide your driver's license numbes or state |D number issued
by the RI Department of Motor Vehicles (DMV). [T you do not have
either, you must provide the last 4 digits of your Social Security
Number. If you do net provide the above information or it cannot be
verified, you will be required to provide identification to an election
official before voting. Acceptable forms of identification are on the
Board of Elections website at hitp:/iwww elections.fi.goy or contact
your loca! Board of Canvassers (see reverse side of this form).

Box 10: You must SIGN and DATE the registration form. If you fail to sign
and datea the form, It will be returned to you.

Box 11: If you are updating your voter registration because you legally
changed your name, enter your previous tegal name.

Box 12: |f you are updating your voter registration because of an address
change, enter your previous address, even if out-of-state.

You will receive an acknowledgement receipt of this voter registration form within 3 weeks. If you do not receive it, contact your
local Board of Canvassers (see reverse side for list). For questions and deadlines relating to this form, visit the Board of Elections
website at hitp:/fiwww.elections.ri.gov or contact your local Board of Canvassers (see reverse side for list).

(This form may be reproduced)

' 11 » Check Boxes that Apply: [ New Voter Registration [] Address Change {1 Party Change [ ] Name Change
3.V am a US. Citizen and resident 1w . 3. Rl driver's license or 1D Number: [
! of Rhode Island. [dves  [INo © [ J

| am at least 16 years of age. [Gves [ Ino

(You must be at Jeast 18 years of age to vote) If you do not have a RI driver's license or 1D,

enter last 4 digits of your social security number.
If you do not enter either number, see instructions for Box 3.

If you checked NO to either of these statements, do not complete this form.

4. Last Name Suffix (if any)| First Name Middle Name (or initial)
5. Home Address (Do not enter a post offica box) Apt. City/Town State ZIP Code
RI
6. Mailing Address (If different from Box 5) Apt. City/Town State | ZIP Code
7. Date of Birth {mm/dd/yyyy) 8. Phone No./ E-malil Address {optionaf) 9. Party Affiliation: BDemocrat E]Moderate
Wiomih Bay  Vear [ "] Republican [ Unaffiiiated [ ] Other.
10. | swear or affirm that: Orficial Use For Barcode

-1 am not incarcerated in a correctionat facility upon a felony conviction.

- | am not presently judged "mentally incompetent” to vote by a court of law.

- The information 1 have provided is true to the best of my knowledge under
penalty of perjury. If | have provided false information, | may be fined, imprisoned,
or (if not a U.S. citizen) deported from or refused entry into the United States.

PLEASE SIGN FULL NAME OR PLACE MARK BELOW

Are you interested

in working
. at the polls?
I:_’ate' (mm/ddiyyyy) {check box below)
Signed
Warning: If you sign this form and know it to be false, you can be convicted and fined up to $5,000 or jailed up to 10 years.
11. PREVIOUS NAME (if different from Baox 4) 12. PREVIOUS ADDRESS OF REGISTRATION (City/Town, State, ZIP & County}

02{2012 Regs
Form Revlsed 12{2012




Return Address Postage
Required Post
Office will not
deliver
without proper
postage.
Mail To: BOARD OF CANVASSERS
FOLD HERE & TAPE AT TOP*¥*** *
T
INSTRUCTIONS FOR MAILING THE VOTER REGISTRATION FORM

An applicant who chooses to mail his/her voter registration form shall do so in the fellowing manner:

1. Fold the form at the dotted line and tape the bottom fo the top of the form.

2. From the list below, locate the address of the board of canvassers in the city or town in which you are registering to vole and insert that

address in the appropriate space beneath "Mail To: BOARD OF CANVASSERS" on the addressed side of the voter registration form.

Insert your return address in the space provided.

NOTICE: Itis against the law for anyone to interfere with your privacy in registering fo vole or in choosing &
someone has interfered with your right to register or nof register, or with your privacy in making

olitical party. If you believe
is decision, or in choosing a

political party, you may file a complaint with the Siate Board of Elections, 50 Branch Avenue, Providence, Rhode Island 02504,

Barrington Town Half, 283 County Rd.,
Barrington, Ri 02808

Bristol Town Hall, 10 Court St.,
Bristel, RI 02809

Burrillville Town Hall, 105 Harrisville
Main St., Harrisville, Rl 02830

GCentral Falls City Hall, 580 Broad 5t.,,
Central Falls, RI 02863

Charlestown Town Hall, 4540 S. County
Trail, Charlestown, Rl 02813

Coventry Town Hall, 1670 Flat River
Rd., Goventry, RI 02816

Cranston City Hall, 869 Park Ave,,
Cranston, RI 02910

Cumberland Town Hall, 45 Broad 5t.,
Gumberland, RI 02864

East Greenwich Town Hali, PO Box 111,
East Greenwich, Rl 02818
East Providence City Hall,

3 Taunton Ave,,

st Providence, RI1 02914

LOCAL BCARDS OF CANVASSERS

Exeter Town Hall, 675 Ten Rod Rd,,
Exeter, R 02822

Foster Town Hall, 181 Howard Hill R4.,
Foster, R1 02825

Glocester Town Hall 1145 Putham Pike
PO Drawer B, Glocester, Rl 02814
Hopkinton Town Hall, 1 Town House
Rd., Hopkinton, Rl 02833

Jamestown Town Hall, 93 Narragansett
Ave., Jamestown, RI 02835

Johnston Town Hall, 1385 Hartford
Ave., Johnston, R 02819

Lincoin Town Hall, 100 Old River Rd.,
PO Box 100, Lincoln, RI 02865

Little Compton Town Hall, PO Box 226,
Little Compton, RI 02837

Middletown Town Hall, 350 East Main
Rd., Middletown, RI 02842

Narragansett Town Hall, 25 Fifth Ave.,
Narragansett, Rl 02882

New Shoreham Town Hall, PO Drawer,
220 Block Island, RI 02807

Newport Gity Hall, 43 Broadway,
Newport, Rl 02840

N. Kingstown Town Hall, 80 Boston
Meck Rd., North Kingstown, RI 02852

North Providence Town Hall, 2000
Smith 5t., North Providence, R1 02911
North Smithfield Municipal Annex, §75
Smithfield Rd., North Smithfield, RI
02896

Pawtucket City Hall, 137 Roosevelt
Ave,, Pawtucket, RI 02860

Portsmouth Town Hall, 2200 East Main
Rd., Portsmouth, Rl 02871

Providence City Hall, 25 Dorrance St,,
Providence, R 02903

Richmond Town Hall, & Richmond
Townhouse Rd., Wyoming, Rl 02898

Scltuate Town Hall, PO Box 328, North
Scituate, Ri 02867

Smithfield Town Hall, 64 Farnum Pike,
Smithfield, Rl 02917

5. Kingsfown Town Hall, 180 High St.,,
Wakefield, RI 02679

Tiverton Town Hall, 343 Highland Rd.,
Tiverton, R1 02878

Warren Town Hall, 514 Mafn St., Warren,
RI 02885

Warwick City Hall, 3275 Post Rd.,
Warwick, Rl 02886

W. Greenwich Town Hall 280 Victory
Highway, W. Greenwich, Rl 02817

West Warwick Town Hall, 1170 Main St.,
West Warwick, RI 02893

\Westerly Town Hall, 45 Broad St.,
Westerly, Rl 02891

Woonsocket City Hall, P.O. Box B,

169 Main 5t., Woonsocket, Rl 02895

Voter Registration Questions May Be Addressed To:

Rhode island Board of Elections
50 Branch Avenue

Providence, RI 02804
elections@electicns.ri.gov




