
Instructions For Marketplace Application

Please fill out this application and return back to us. After we receive the
application we will review the application and contact you with any further
information that may be required. If you are unsure how to answer a question
please leave it blank and we will help you once we receive it back.

1. The application is built for a family of 5 so if you have less than that in the
family please disregard the extra pages. If you have more simply print more
pages of "person 5" and return the extra pages back after completion.

2. You are not required to answer the questions that are optional.
3. Income is based on projections and it's based on anticipated modified

adjusted gross income. If you are self employed this is your income minus all
of your business expenses.

4. Make sure to initial all of the pages in the top right hand corner. Also make
sure to sign the back two pages.

5. Once completed you have the following options when returning back to us.

Email: joshpeck247(a.!yahoo.com
Fax: 1-417-622-4145
Mail: Josh Peck

2769 W Lark St. Ste A
Springfield, MO 65810

If you are unable to do any of these delivery methods please call us at
417-831-1566 and we will make other arrangements to complete over the
phone.

Once your application has been received we will be able to figure what your tax
credit is and what plans are available to you.



Use blue or black ink to complete this application.
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(We need one adult in the family to be the contact person for your application.)

1. First name Middle name Last name Suffix

2. Home address (Leave blank if you don't have one.) 3. Apartment or suite number

4. City 5. State 6. ZIP. code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number

10. City 11. State 12. ZIP code 13. County

14. Phone number 15. Other phone number

16. Do you want to get information about this application by email? d Yes D No

Email address:
17. What is your preferred spoken or written language (if not English)?

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

You DONT have to include:
• Your unmarried partner who doesn't need health coverage
• Your unmarried partner's children
• Your parents who live with you, but file their own tax return

(if you're over 21)
• Other adult relatives who file their own tax return

DO Include:
• Yourself
• Your spouse
• Your children under 21 who live with you
• Your unmarried partner who needs health coverage
• Anyone you include on your tax return, even if they

don't live with you
• Anyone else under 21 who you take care of and lives

with you

The amount of assistance or type of program you qualify for depends on the number of people in your family and their incomes.
This information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself, then add other adults and children. If you have more
than 2 people in your family, you'll need to make a copy of the pages and attach them. You don't need to provide immigration
status or a Social Security Number (SSN) for family members who don't need health coverage. We'll keep all the information you
provide private and secure as required by law. Well use personal information only to check if you're eligible for health coverage.

NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-378-2596. Para obtener una copia de este formulario en
Espanol, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should caff 1-855-889-4325.
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(Start with yourself)
Compiete Step 2 for yourself, your spouse/partner and children'who live with you, and/or anyone on your same federal income tax return if you
file one. See page 1 for more information about who to indude. if you don't file a tax return, remember to still add family members who live
with you.
1. First name Middle name Last name Suffix

2. Relationship to you?
SELF

3. Date of birth (mm/dd/yyyy)

\l 1

4. Sex
d Male d Female

5. Social Security number (SSN)

We need this if you want health coverage and have an SSN. Even if you don't want health coverage for yourself, providing your SSN can be
helpful since it can speed up the application process. We use SSNs to check income and other information to see who's eligible for help with
health coverage costs. For help getting an SSN, call 1 -800-772-1213 or visit socialse.curity.gov. TTY users should call 1 -800-325-0778.

6. Do you plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)
d YES, If yes, please answer questions a-c. d NO. If no, skip to question c.
a. Will you file jointly with a spouse? d Yes d No .

If yes, name of spouse: . ;
b. Will you claim any dependents on your tax return? d Yes d No .

If yes, list name(s) of dependents:
c. Will you be claimed as a dependent on someone's tax return? d Yes d No

If yes, please list the name of the tax filer:
How are you related to the tax filer? ——— —-—^————-^^

7. Are you pregnant? d Yes d No a. If yes, how many babies are expected during this pregnancy?

8. Do you need health coverage?
(Even if you have insurance, there might be a program with better coverage or lower costs.)

d YES. If yes, answer all the questions below. f~| NO. If no, SK!P to the income questions on page 3.
Leave the rest of this page blank.

9. Do you have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc.) or live in a medical facility or nursing home? d Yes D No

10. Are you a U.S. citizen or U.S. national? d Yes d No
11. If you aren't a U.S. citizen or U.S. national, do you have eligible immigration status? (See instructions.)

l~] Yes. Fill in your document type and ID number below. d No

a. Immigration document type: . b. Document ID number

c. Have you lived in the U.S. since 1996?
DYes DNo

d. Are you, or your spouse or parent, a veteran or an active-duty
member of the U.S. military? D Yes D No

12. Do you want help paying for medical bills from the last 3 months? d Yes d No

13. Do you live with at least one child under the age of 19, and are you the main person taking care of this child? i~l Yes d No

14. Are you a full-time student? d Yes d No 15. Were you in foster care at age 18 or older? d Yes d No

16. if Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
d Mexican d Mexican American d Chicano/a d Puerto Rican d Cuban d Other.
17. Race (OPTIONAL— check all that apply.)
d White d American Indian or
d Black or African Alaska Native

American d Asian Indian
l~1 Chinese

d Filipino
d Japanese
l~1 Korean

d Vietnamese
d Other Asian
d Native Hawaiian

d Guamanian or Chamorro
d Samoan
d Other Pacific Islander
d Othpr

NEED HELP WITH YOUR APPLICATION? Visit HeakhCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en
Espanol, llame 1-SQQ-31S-259S. If you need help in a language other than English, call 1-8GG-31S-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should call 1-855-889-4325.
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V." J {Continue with yourself)

job &
D Employed: If you're currently employed, tell us about

your income. Start with question 18.

CURRENT JOB 1:

D Not employed: Skip to question 28.
D Self-employed: Skip to question 27.

18. Employer name

a. Employer address

b. City c. State d. ZIP code

20 Wages/tips (before taxes) rj Hour(y

$
D Weekly d Every 2 weeks

l~l Twice a month d Monthly CH Yearly

19. Employer phone number

21. Average hours worked each WEEK

CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper.)
22. Employer name

a. Employer address

b. City

24

$

Wages/tips (before taxes) r-] Hour|v
i
| C] Twice a month

c. State 1

[H Weekly
D Monthly

d. ZIP code

D Every 2 weeks
D Yearly

23. Employer phone number
( ) -
25. Average hours worked each WEEK

26. In the past year, did you: l~l Change jobs l~l Stop working ED Start working fewer hours l~i None of these»
27. If self-employed, answer the following questions:

a. Type of work: ._ ^_=
b. How much net- income (profits once business expenses are paid) will you get from

this self-employment this month? (See instructions.) $
28. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it. Check here if none. D
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security Income (SSI).

l~~l Unemployment $

D Pension $

CD Social Security $

D Retirement $
accounts

How nftpn? f~j Alimony received $

Hnw nffpn7 [] Nfpf frrming/fishing $

How often? D Net rental/royalty $

How often7 1 1 Other income $
Type:

Hnw nffpn?

Hnw nftpn?

Hnw nfrpn?

How often7

29. DEDUCTiOMS: Check all that apply, and give the amount and how often you get it. if you pay for certain things that can be deducted on a
federal income tax return, telling us about them could make the cost of health coverage a little lower.
NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 27b).

D Alimony paid

D Student loan
interest

How often?-_ D Other deductions
Type:

How often? _

How often?

30. YEARLY INCOME: Complete only if your income changes from month to month.
If you don't expect changes to your monthly income, skip to the next person. A
Your total income this year
$

Your total income next year (if you think it will be different)

$

THANKS!
This is all we need to know

about you.

NEED HELP WITH YOUR APPLICATION? Visit HaaithCare.gov or call us at 1-800-318-2595. Para obtener una copia de este formulario en
Espafiol, llame 1-800-318-259S. If you need help in a language other than English, call 1 -800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should call 1-855-889-4325.
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If you have more than two people to include, make a copy of
Step 2: Person 2 (pages 4 and 5) and complete.

Complete Step 2 for yourself, your spouse/partner and children who live with-you, and/or anyone on your same federal income tax return if
you file one. See page 1 for more information about who to include. If you don't file a tax return, remember to stiii add family members who
live with you.
1.'First name Middle name Last name Suffix

2. Relationship to you? (See instructions.) 13. Date of birth (mm/dd/yyyy) 4. Sexi I/I D Male D Female

5. Social Security number {SSN) We need this if you want health coverage for PERSON 2
and PERSON 2 has an SSN.

6. Does PERSON 2 live at the same address as you? Q Yes D No
• If no, list address:
7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?

(You can still apply for health insurance even if PERSON 2 doesn't file a federal income tax return.)
[H YES. if yes, please answer questions a-c. l~l NO. If no, skip to question c.
a. Will PERSON 2 file jointly with a spouse? D Yes D No

If yes, name of spouse:
b. Will PERSON 2 claim any dependents on his or her tax return? !~l Yes EH No

If yes, list name(s) of dependents: '
c. Will PERSON 2 be claimed as a dependent on someone's tax return? !~l Yes i~l No.

if yes, please !ist the name of the tax filer:
How is PERSON 2 related to the tax filer? :

8. Is PERSON 2 pregnant? D Yes D No a. !f yes, how many babies are expected during this pregnancy? j

9. Does PERSON 2 need health coverage?
(Even if PERSON 2 has insurance, there might be a program with better coverage or lower costs.)
D VES. if yes, answer all the questions below. n NO. if no, SKiP to the income questions on page 5.

Leave the rest of this page blank.

10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc.) or live in a medical facility or nursing home? Q Yes D No

11. is PERSON 2 a U.S. citizen or U.S. national? Q Yes Q No
12. if PERSON 2 isn't a U.S. citizen or U.S. national, do they have eligible immigration status? (See instructions.)

D Yes. Fiii in PERSON 2's document type and ID number below. D No
a. immigration document type: b. Document ID number

c. Has PERSON 2 fived in the U.S. since 1996?
DYes L]No

d. !s PERSON 2, or PERSON 2's spouse or parent, a veteran or an
active-duty member of the U.S. military? D Yes D No

13. Does PERSON 2 want help paying for 1 14. Does PERSON 2 live with at least one child under the age of 1 9, 1 1 5. Was PERSON 2 in foster
medical bills from the test 3 months? j and is PERSON 2 the main person taking care of this child? ' I care at age 1 8 or older?

Yes No_ _ _ _ _ _
p i e a s e n s t h e folowing questions if 'PERSON 2 ; is 22o?yQU!iger:
16. Did PERSON 2 have insurance through a job and lose it within the past 3 months? Q Yes LJ No

a. if yes, end date: b. Reason the insurance ended:

17. JsiPERSON 2 a fuii-time student?
D'Yes UNO

18. if Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
D Mexican D Mexican American QChicano/a n Puerto Rican D Cuban d Other.
19. Race (OPTIONAL—check all that apply.)
D White n American Indian or D Filipino
D Black or African Alaska Native f/j Japanese

American Cj Asian Indian [H Korean
D Chinese

CH Vietnamese
D Other Asian
CD Native Hawaiian

("I Guamanian or Chamorro
D Samoan
D Other Pacific Islander
D Other

Wow, teil us about any income from PERSON 2 an the back, g%
NEED HELP WITH YOUf? APPLICATION? Visit HealthCara.gov or cai! us at 1-800-31S-2S96. Para obtener una copia de este formulario en
Espanol, llame t-SQO-318-2596. if you need help in a language other than English, call 1'800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should call 1-855-889-4325.
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Current job &
D Employed: If PERSON 2 is currently employed, tell us

about his or her income. Start with question 20.

CURRENT JOB 1:

D Not employed: Skip to question 30.
D Self-employed: Skip to question 29.

20. Employer name

a. Employer address

b. City

22 Wages/tips (before taxes) rj Hour|y

k. State id. ZIP code |21. Employer phone number

$
D Weekly Q Every 2 weeks

f~1 Twice a month d Monthly CD Yearly

23. Average hours worked each WEEK

CURRENT JOB 2: (If PERSON 2 has more jobs, attacn another sheet of paper.)
24. Employer name

a. Employer address

b. City c.State Id. ZIP code 125. Employer phone number
I |

26. Wages/tips (before taxes) |-JHourlv PI Weekly PI Every 2 weeks

( } —

27. Average hours worked each WEEK

$ D Twice a month D Monthly D Yearly

28. In the past year, did PERSON 2: D Change jobs D Stop working Q Start working fewer hours D None of these

29. If PERSON 2 is self-employed, answer the following questions:

a. Type of work:
b. How much net income (profits once business expenses are paid) will PERSON 2

get from this self-employment this month? (See instructions.) $

30. OTHER SNCQIVIE THIS MONTH: Check al! that apply, and give the amount and how often PERSON 2 gets it. Check here if none. D
NOTE: You don't need to tell us about PERSON 2's child support, veteran's payment, or Supplemental Security Income (SS!).

CH Unemployment $

D Pension $

O Social Security $

D Retirement $
accounts

HnwnftprT? D Alimony received $

Hnw nffpn? | | Npf fprmino/fishing $

Hnw nftpn? FJ Net rental/royalty $

Hnw nftpn? Q Ofhpr inrornp $
Type:

How often?

Hnw nftpn?

Hnw nftpn?

How nftpn?

31. DEDUCTIONS: Check all that apply, and give the amount and how often PERSON 2 gets it. If PERSON 2 pays for certain things that can be
deducted on a federal income tax return, telling us about them could make the cost of health coverage a little lower.
NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 29b).

EH Alimony paid

CH Student loan
interest

$[

$[

How often?. CU Other deductions
Type:

$1 How often? _

How often?

32. YEARLY INCOME: Complete only if PERSON 2's income changes from month to month.
If you don't expect changes to PERSON 2's monthly income, skip to the next person, fjjj
PERSON 2's total income this year i PERSON 2's total income next year (if vou think it will be different)

H$ 1$

This is aii we need to know
about PERSON 2.

NEED HELP WiTH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en
Espanol, llame 1-800-318-2596. If you need help in a language other than English, calf 1-800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should caii 1-855-889-4325.
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** '̂  ̂ ou nave more than two people to include, make a copy of
, step 2: Person 2 (pages 4 and 5) and complete.

" » . l ' '

Complete Step 2 for yourself, your spouse/partner and -children who live with you, and/or anyone on your same federal income tax return if
you file one. See page 1 for more information about who £o include. If you don't file a tax return, remember to still add family members who
jive with you. '
1.'First name Middle name Last name Suffix

2. Relationship to you? (See instructions.) !3. Date of birth (mm/dd/yyyy) 4. Sex
D Male D Femaie

5. Social Security number (SSN) We need this if you want health coverage for PERSON 2
and PERSON 2 has an SSN.

6. Does PERSON 2 live at the same address as you? d Yes d No
- if no, list address:
7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?

(You can still apply for health insurance even if PERSON 2 doesn't file a federal income tax return.)
d YES. if yes, please answer questions a-c. d NO, If no. skip to question c.
a. Will PERSON 2 fiie jointly with a spouse? d Yes D No

if yes, name of spouse: . . :

b. Will PERSON 2 claim any dependents on his or her tax return? OVes |_J No
if yes, list name(s) of dependents: ,

c. Will PERSON 2 be claimed as a dependent on someone's tax return? d Yes I ! No
!f yes. please list the name of the tax filer:
How is PERSON 2 related to the tax filer?

8. is PERSON 2 pregnant? EH Yes d No a. if yes, how many babies are expected during this pregnancy?

9. Does PERSON 2 need health coverage?
(Even if PERSON 2 has insurance, there might be a program with better coverage or lower costs.)
d YES. if yes, answer all the questions beiow. D NO. if no, SKIP to the income questions on page 5.

^^ Leave the rest of this page blank. ^^

10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc.) or live in a medical facility or nursing home? LJ Yes d No

11.1s PERSON 2 a U.S. citizen or U.S. national? D Yes D No
12. If PERSON 2 isn't a U.S. citizen or U.S. national, do they have eligible immigration status? (See instructions.)

d Yes. Fill in PERSON 2's document type and ID number below. d No
a. immigration document type: b. Document ID number

c. Has PERSON 2 lived in the U.S. since 1996?
D Yes D No

d. is PERSON 2, or PERSON 2's spouse or parent, a veteran or an
active-duty member of the U.S. military? [~~| Yes d No

13. Does PERSON 2 want help paying for 114. Does PERSON 2 live with at least one child under the age of 19,
medical bills from the last 3 months? ! and is PERSON 2 the main person taking care of this child?
L]Yes DNo | QYes Q No

[ 15. Was PERSON 2 in foster
| care at age 18 or older?
I DYes DNo

Please answer the following questions if PERSON 2 is 22 or younger:
16. Did PERSON 2 have insurance through a job and lose it within the past 3 months? CjYes LJNo

a. if yes, end date: ._ b. Reason the insurance ended:

! 17. Is PERSON 2 a fuii-time student?
! DYes LJNo

18. if Hispanic/Latino, ethnicity (OPTIONAL—check alt that appiy.)
D Mexican D Mexican American [J Chicano/a D Puerto Rican Q Cuban d Other......
1 9. Race (OPTIONAL— check ali that apply.)
d White d American Indian or
U Black or African Alaska Native

American d Asian Indian
LJ Chinese

I I Filipino
d Japanese
d Korean

d Vietnamese
d Other Asian
d Native Hawaiian

LJ Guamanian orChamorro
d Samoan
d Other Pacific Islander
d nthpr

Now, teil us about arty income from PERSON 2 on the back. Q
tSlccD HELP WITH YGUi? APPLICATION? Visit HeatthCare.gov or call us at 1-800-518-2596. Para obtener una copia de este formulario en
Espafiol, llame 1-SQO-31S-2596. If you need help in a language other than English, call 11800-318-259$ and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should caii 1-855-889-4325.
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If you have more than two people to include, make a copy of
Step 2: Person 2 (pages 4 and 5} and complete.

Complete Step 2 for yourself, your spouse/partner and children who live with you, and/or anyone on your same federal income tax return if
you file one. See page 1 for more information about who to include. If you don't file a tax return, remember to stiff add family members who
five with you.
1.'First name Middle name Last name Suffix

2. Relationship to you? (See instructions.)is.) 3. Date of birth (mm/dd/yyyy)

!/ ! /
4. Sex
D Male D Female

5. Social Security number (SSN) We need this if you want health coverage for PERSON 2
and PERSON 2 has an SSN.

6. Does PERSON 2 live at the same address as you? Q Yes D No
If no, list address:

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if PERSON 2 doesn't file a federal income tax return.)
D VES. If yes. please answer questions a-c. D NO. If no, skip to question c.

a. Will PERSON 2 file jointly with a spouse? D Yes D No
If yes, name of spouse:

b. Will PERSON 2 claim any dependents on his or her tax return? CD Yes D No
If yes, list name(s) of dependents: __

c. Will PERSON 2 be claimed as a dependent on someone's tax return? l~l Yes [J No
If yes, piease list the name of the tax filer:
How is PERSON 2 related to the tax filer?

8. Is PERSON 2 pregnant? CD Yes CD No a. If yes, how many babies are expected during this pregnancy? j

9. Does PERSON 2 need health coverage?
(Even if PERSON 2 has insurance, there might be a program with better coverage or tower costs.)

D YES. If yes, answer all the questions below. D NO. If no, SKIP to the income questions on page 5.
^^ Leave the rest of this page blank. ^^

10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc.) or live in a medical facility or nursing home? CD Yes l~1 No

11. Is PERSON 2 a U.S. citizen or U.S. national? D Yes CD No
12. If PERSON 2 isn't a U.S. citizen or U.S. national, do they have eligible immigration status? (See instructions.)

CD Yes. Fiif in PERSON 2's document type and ID number beiow. CD No

a. Immigration document type: b. Document ID number

c. Has PERSON 2 lived in the U.S. since 1996?
DYes D No

d. Is PERSON 2, or PERSON 2's spouse or parent, a veteran or an
active-duty member of the U.S. military? CD Yes CD No

1 3. Does PERSON 2 want help paying for 14. Does PERSON 2 live with at least one child under the age of 1 9,
medical bills from the last 3 months? ! and is PERSON 2 the main person taking care of this child?
CD Yes CD No CD Yes CD No

Please answer the following questions if PERSON 2 is 22 or younger:

1 6. Did PERSON 2 have insurance through a job and lose it within the past 3 months? CD Yes Q No 1 7

a. If yes, end date" b Rpason f HP in î irfnrp pnriprj-
1 8. If Hispanic/Latino, ethnicity (OPTIONAL— check all that apply.)
CD Mexican CD Mexican American Qchicano/a CD Puerto Rican d Cuban CD Other
19. Race (OPTIONAL— check all that apply.)
CD White CD American Indian or CD Filipino CD Vietnamese C
CD Black or African Alaska Native Q Japanese CD Other Asian C

American Q Asian Indian [J Korean CD Native Hawaiian C
D Chinese E

1 5. Was PERSON 2 in foster
care at age 1 8 or older?
DYes CD No

. Is PERSON 2 a full-time student?
CD Yes DNo

Guamanian or Chamorro
Samoan
Other Pacific Islander
Dthpr

Now, teii us about any income from PERSON 2 on the back, ft
NEED HELP WITH YOU& APPLICATION? Visit HeaithCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en
Espanol, llame 1-800-318-2596. If you need help in a language other than English, cal! 1-800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should caif 1-855-889-4325.
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If you have more than two people to include, make a copy of
Step 2: Person 2 (pages 4 and 5) and complete.

Complete Step 2 for yourself, your spouse/partner and children who iive with-you, and/or anyone on your same federal income tax return if
you file one. See page 1 for more information about who to include. If you don't file a tax return, remember to stiii add family members who
live with you. '

Middle name Last name Suffix

2. Relationship to you? (See instructions.) 13. Date of birth (mm/dd/yyyy)
n i

! 4. Sex
ID Maie D Female

5. Social Security number (SSN) j

6. Does PERSON 2 iive at the same address as you? Q Yes Q No
• If no, list address:

We need this if you want health coverage for PERSON 2
and PERSON 2 has an SSN.

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if PERSON 2 doesn't file a federal income tax return.)
L! V£S. If yes. please answer questions a-c. LJ ̂ O- if no, skip to question c.
a. Will PERSON 2 file jointly with a spouse? D Yes D Mo

if yes, name of spouse:
b. Will PERSON 2 claim any dependents on his or her tax return? SI3 Yes LJ No

if yes, list name{s) of dependents:
c. Will PERSON 2 be claimed as a dependent on someone's tax return? LJ Yes LJ No

!f yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer? :

8. Is PfcRSON 2 pregnant? D Yes D No a. if yes, how many babies are expected during this pregnancy? ]

9. Does PERSON 2 need heaith coverage?
(Even if PERSON 2 has insurance, there might be a program with better coverage or lower costs.)

i YES. if yes, answer all the questions below. Li NO. if no, SKIP to the income questions on page 5.
Leave the rest of this page blank.

10. Does PERSON 2 have a physical, mental, or emotional heaith condition that causes limitations in activities (like bathing, dressing, daily
chores, etc.) or live in a medical facility or nursing home? D Yes D No

11.1s PERSON 2 a U.S. citizen or U.S. national? Q Yes Q No
12. Sf PERSON 2 isn't a U.S. citizen or U.S. national, do they have eligible immigration status? (See instructions.)

[J Yes. Fill in PERSON 2's document type and ID number below. D No
a. Immigration document type: b. Document ID number

c. Has PERSON 2 lived in the U.S. since 1996?
7] No

d. is PERSON 2, or PERSON 2's spouse or parent, a veteran or an
active-duty member of the U.S. military? EH Yes D No

13. Does PERSON 2 want help paying for ;14. Does PERSON 2 iive with at least one child under the age of 19, j 15. Was PERSON 2 in foster
medical bills from the lest 3 months? ; and is PERSON 2 the main person taking care of this child? I care at age 18 or older?
Zves HMO j LJYes fl No i DYes Q No

Piease ~ -

15. Did PtRSON 2 have insurance through a job and lose it within the past 3 months? LJYes L
a. if yes, end date: , . b. Reason the insurance ended:

jNo i 17. !s;PERSON 2 a full-time student?
I LlYes CjNc

18. if Hispanic/Latino, ethnicity (OPTIONAL—check a!! that apply.)
D Mexican LJ Mexican American Qchicano/a D Puerto Rlcan U Cuban Q Other
19. Race {OPTIONAL—check ali that apply.)
i_J White LJ American Indian or C3 Filipino
D Black or African Alaska Native Q Japanese

American fj Asian Indian [j Korean
SIH Chinese

IZi Vietnamese
Ej Other Asian
CD Native Hawaiian

CH Guamanian or Chamorro
L"j Samoan
D Other Pacific Islander
LI Other

Now, tall us about any income from PERSON 2 on the back. g|
Ncfcb '-£;_? W<TH YOU& APPUCAY5QM? Visit HeaUhCare.soi.' or call us at 1-300-318-25SS. Para obtener una copia de este formulario en
Espanol, liame 1-SOO-31S-25SS. if you need help in a language other than English, calf 1-800-31 S-2596 and tell the customer service representative
the language you need. We'll get you heip at no cost to you. TTY users should call 1-855-S89-4325.
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or (AI/AN)
1. Are you or is anyone in your family American Indian or Alaska Native?
D NO. !f no, skip to Step 4.

D YES, If yes, go to Appendix B.

.'""SETS?

Answer these questions for anyone who needs health coverage.

1 .Is anyone enrolled in health coverage now from the following?

D YES. If yes, check the type of coverage and write the person(s)' name(s) next to the coverage they have. D NO.

IH Employer insuranceCH Medicaid

D CHIP

Medicare

Name of health insurance: -
Policy number:.

D TRICARE (Don't check if you have Direct Care or Line of Duty)

CD VA health care program.

D Peace Corps

Is this COBRA coverage? D Yes Q No
Is this a retiree health plan? D Yes D No

D Other
Name of health insurance:
Policy number:.
Is this a limited-benefit plan (like a school accident policy)?
DYes DNo

2. Is anyone listed on this application offered faealih coverage from a job?
Check yes even if the coverage is from someone else's job, such as a parent or spouse.

D YES. If yes, you'll need to complete and include Appendix A. Is this a state employee benefit plan? D Yes D No

D NO. If no, continue to Step 5.

& sij
I'm signing this application under penalty of perjury, which means I've provided true answers to all the questions on this form
to the best of my knowledge. I know that I may be subject to penalties under federal law if I intentionally provide false or
untrue information.
i know that I must tell the Health Insurance Marketplace if anything changes (and is different than) what I wrote on this
application. I can visit HealthCare.gov or call 1-800-318-2596 to report any changes. I understand that a change in my
information could affect the eligibility for member(s) of my household.
I know that under federal law, discrimination isn't permitted on the basis, of race, color, nstional origin, sex, age, sexual
orientation, gender identity, or disability. I can file a complaint of discrimination by visiting VMWw.hhs.gQy/o.a7office/fJle.
I know that my information on this form wilt be used only to determine eligibility for health coverage and will be kept private
as required by law.
Is anyone applying for health insurance on this application incarcerated (detained or jailed}? D Yes Q No
If yes, write the name of the person incarcerated here:
D Check here if this person is pending disposition of charges.

We need this information to check your eligibility for heip paying for health coverage if you choose to apply. We'll check your
answers using information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, the
Department of Homeland Security, and/or a consumer reporting agency. If the information doesn't match, we may ask you to
send us proof.

NEED HELP WITH YOUR APPLICATION? Visit HeaithCare.gov or call us at 1-800-318-259S. Para obtener una copia de este forrnulario en
Espanol, llame 1-8QQ-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should call 1-855-889-4325.
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Renewal of coverage in future years
To make it easier to determine my eligibility for help paying for health coverage in future years, I agree to allow the Marketplace
to use income data, including information from tax returns. The Marketplace will send me a notice and let me make any changes,
and ! can opt out at any time.
Yes, renew my eligibility automatically for the next
D 5 years (the maximum number of years allowed), or for a shorter number of years:
D 4 years D 3 years Q 2 years Qlyear D Don't use information from tax returns to renew my coverage.

if anyone on this application is eligible for Medicaid
• I'm giving to the Medicaid agency our rights to pursue and get any money from other health insurance, legal settlements, or

other third parties. I'm also giving to the Medicaid agency rights to pursue and get medical support from a spouse or parent.
• Does any child on this application have a parent living outside of the home? (ZJYes CD No
• If yes, I know I'll be asked to cooperate with the agency that collects medical support from an absent parent. If I think that

cooperating to collect medical support will harm me or rny children, I can tell Medicaid and I may not have to cooperate.
* , * • •

What should I do if I think my eligibility results are wrong?
If you don't agree with what you qualify for, in many cases, you can ask for an appeal. Please review your eligibility notice to find
appeals instructions specific to each person in your household, including how many days you £iave to request an appeal. Below
is important information to consider when requesting an appeal:
• You can have someone request or participate in your appeal if you want to. That person can be a friend, relative, lawyer, or

other individual. Or, you can request and participate in your appeal on your own.
• If you request an appeal, you may be able to keep your eligibility for coverage while your appeal is pending.
• The outcome of an appeal could change the eligibility of other members of your household.
To appeal your Marketplace eligibility results, log into your Marketplace account at HealthCare.gov/marketplace/indivldyai
or call 1-8QO-318-2596. TTY users should call 1-855-889-4325. You can also mail an appeal request form or your own letter
requesting an appeal to Health Insurance Marketplace, Dept. of Health and Human Services, 465 Industrial Blvd., London, KY
40750-0001. You can appeal eligibility for purchasing health coverage through the Marketplace, enrollment periods, tax credits,
cost-sharing reductions, Medicaid, and CHIP, if you were denied these. If you qualify for tax credits or cost-sharing reductions,
you can appeal the amount we determined you are eligible for. Depending on your state, you may be able to appeal through the
Marketplace or you may have to request an appeal with the state Medicaid or CHIP agency.

Sign this application. The person who filled out Step 1 should sign this application. If you're an authorized representative, you
may sign here as long as you've provided the information required in Appendix C.

Signature Date (mm/dd/yyyy)

/ /

-! • -jsgrnzz-s-r,-*' ••'P58SCTTrT™*r:"':taa&aytffiu,..—w<j.-< ,~

Mail your signed application to:

Health insurance Marketplace
Dept. of Health and Human Services
465 Industrial Blvd.
London, KY 40750-0001

If you want to register to vote, you can complete a voter registration form at ysg.gov.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB controi
number. The vaiid OMB control number for this information collection is 0938-1191. The time required to complete this information collection is estimated to
average 45 minutes per response, including the time to review instructions, search existing data, resources, gather the data needed, and complete and review
the information collection. If you have comments concerning the accuracy of the time estimate(s).or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1S50.

NEED HELP WITH YOUR APPLICATION? Visit HeaithCare.gov or call us at 1-800-318-2596. Para obt«ner una copra de este formulario en
Espanol, llame 1-8QQ-31S-2536. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TFY users should caii 1-855-889-4325.



APPENDIX C Form Approved
OMB No. 0938-1191

Assistance with this application
You can choose an authorized representative.
You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters
related to this application, including getting information about your application and signing your application on your behalf.
This person is called an "authorized representative." If you ever need to change your authorized representative, contact the
Marketplace. If you're a legally appointed representative for someone on this application, submit proof with the application.

1. Name of authorized representative (First name, Middle name, Last name)

2. Address 3. Apartment or suite number

4. City 5. State 6. ZiP code

7. Phone number

8. Organization name

9. ID number (if applicable)

By signing, you allow this person to sign your application, get official information about this application, and act for you on all
future matters related to this application.
1 0. Your signature 1 1 . Date (mm/dd/yyyy)

/ I /

For certified application counselors, navigators, agents, and brokers only.
Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application for
somebody else.

1 . Application start date (mm/dd/yyyy).
2. First name, Middle name, Last name, & Suffix

3. Organization name

4. ID number (if applicable} 15. Agents/Brokers only: NPN number

NEED HELP WSTH YOUR APPLICATION? Visit HeaithCare.gov or call us at 1-8QO-31S-2596. Para obtener una copia de este formulario en
Espanol, llame 1-800-318-2596. If you need help in a language other than English, cal! 1-800-318-2596 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should call 1-855-889-4325.


