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This chapter displays the submission of the applications to each of the programs
in San Francisco’s version of One-e-App:

Healthy Kids & Young Adults
Healthy San Francisco

Medi-Cal for Children and Pregnant Women (through the Single Point of Entry)

Healthy Families
Medi-Cal (to the SF Human Services Agency)
Child Health and Disability Prevention Program (CHDP)
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STEP 7: Program Information

Document Verification Notes o _
Document Verification

Please check all that Apply . i
Indicate the status of the required

documents for each applicant by

Alvarez, Jose
checking on the box next to the

Proof of Income  (Healthy Kids Young Adults, Medi-Cal, Medi-Cal for Children and documentation and indicating the
Pregnant Women) status.
Verification | Received w
Source | Pay Stub, Tax Return,Employer Letter hd

See Appendix C on page 152 for

[] Proof of Identification (Medi-Cal)
allowable verification documents.

Alvarez, Maria

Proof of Income  (Medi-Cal)

Verification | not Received v

Source
[ proof of Pregnancy (Medi-Cal)

[] Proof of Identification (Medi-Cal)

Alvarez, Reuben

[] CHDP Rights & Declarations ({Child Health Disability Prevention Program)
[] Informed Consent (Child Health Disability Prevention Program)
[]1 DHS 4073 (Child Health Disability Prevention Program)

[] Proof of Identification (Healthy Kids Young Adults)

Birth Certificate (Healthy Kids Young Adults, Medi-Cal for Children and Pregnant
Women)

O
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STEP 7: Program Information

Verification Document Summary

D Notes

Member Name Verification Document

Verification

Source

Program Name

Jose Alvarez Proof of Identification Medi-Cal
Pay Stub,Tax
Jose Alvarez Proof of Income Received  [Return,Employe Medi-Cal
Letter
. Pay Stub, Tax Healthy Kids
Jose Alvarez Proof of Income Received [Return,Employe
Young Adults
Letter
Pay Stub,Tax Medi-Cal for
Jose Alvarez Proof of Income Received [Return,Employe Children and
Letter Pregnant Women
Maria Alvarez Proof of Identification Medi-Cal
Maria Alvarez Proof of Income Not Received Medi-Cal
Maria Alvarez Proof of Pregnancy Medi-Cal
Child Health
Reuben Alvarez | CHDP Rights & Declarations D|sab|I|Fy
Prevention
Program
Child Health
Reuben Alvarez DHS 4073 Dlsabllle
Prevention
Program
Child Health
Reuben Alvarez Informed Consent D|sab|I|Fy
Prevention
Program
Reuben Alvarez Birth Certificate A2 AL TLOEs
Young Adults
Reuben Alvarez Proof of Identification e
Young Adults
Reuben Alvarez Proof of San Erancisco Healthy Kids
County Residency Young Adults
Medi-Cal for
Reuben Alvarez Birth Certificate Children and

Pregnant Women

Missing Documents

iversal Summary

Missing Verification Documents

Jose Alvarez
Proof of Identification

Maria Alvarez
Proof of Identification

Proof of Pregnancy

Reuben Alvarez
Birth Certificate

CHDP Rights & Declarations
DHS 4073

Informed Consent

Proof of Identification

Proof of San Francisco County Residency

Print
Close

Fax Cover Sheet
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Next

Document Verification

This page shows you a summary of the
status of the Verification Documents.

Click on the “Missing Documents” icon
for a list of the missing documents to
give to the applicant.
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STEP 7: Program Information

Signature Option Notes Signature Option

Please select a method for submitting your signature from the options below. Indicate whether the applicant will be
signing with an electronic signature pad

O 1 will use an electronic signature tablet. or printing and manua”y Signing

® 1 will print the Rights & Declarations and fax them with the fax cover sheet provided at the

end of the application process.

® Generate Universal Summary Next
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STEP 7: Program Information

English : Espafiol City and County of San Francisco

Healthy Kids Family Contribution Summary Notes

Application ID: 200722300031
Application Type: New
Primary informant: Ozzy Osbourne

Home Address: 12345 Main ST, San Francisco, CA 94110

The Healthy Kids & Young Adults family contribution for the eligible child{ren) and/or Young Adult
(s)/Young Parent(s) are listed below, the cost of the family contribution is computed based on the

family's gross income.

[ Child Name [ Date of Birth | Yearly Family Contribution Amount |

| Jack osbourre | 1/1/2003 | $48.00 |

Based on the income and family size, the Healthy Kids & Young Adults annual premium for this
applicant is in category A

Total Annual Premium Amount per child or young adult/parent is: $48.00

Total Annual Family Contribution Amount: $48.00
Payment is required before eligibility begins. However making a payment is not required at this

time. If you do want to make a payment, please send a check or money order payable to Healthy
Kids & Young Adults along with the copy of this page to:

Healthy Kids & Young Adults Finance
201 3™ street, 7t Floor

San Francisco, CA 94103

Attn: HKYA Eligibility

If you are unable to make a payment due to a financial hardship, you m
assistance.

e eligible for premium

Do you request for premium assistance? Oyes OMNo

Important Reminder: Your payment does not guarantee Healthy Kids & Young Adults eligibility;
Healthy Kids & Young Adults will notify you when eligibility begins. You are responsible for services
you receive before your Healthy Kids & Young Adults eligibility begins.
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Healthy Kids &

Young Adults

This is the first of several
Healthy Kids & Young Adults
pages.

Family Contribution

The following series of screens are for
applicants that are submitting an application
to the Healthy Kids & Young Adults program.

The first screen is the family contribution
page for eligible children and young adults.

Payment is required before eligibility begins.
However making a payment is not required at
this time. Information is provided if the family
is interested in making a payment. There is
only one annual payment and premium
assistance is available for families with
hardships.
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STEP 7: Program Information

Provider Search and Selection

Notes

You can search for a provider or clinic by city or by the provider's last name. Specialty, gender
and language or any combination of these preferences can be used to further filter the results
within the primary search criteria.

Provider I

@ Provider O Clinic

D

ZIP

City >

Provider Last Name

Specialty | No Preference |+

Gender| No Prefarence | v

Language| No Preference

Your Provider Search Criteria

Provider ID:

Provider Name:
Specialty:

Language:

ZIP: 94110

No Preference

City: No Preference

Gender: Female

Spanish

No Preference

No Preference

Notes

Your search resulted with 12 record(s) Please select the provider to whom you wish to assign one

or more household members.

Provider

Provider

D

Name

ZIp

Specialty|

Language

Gender|

Open

Restrictions|

MapQuest

| 10521

Lori Kohler

94110

N/A

Spanish,
English

Both

N/A

N/A

10804

Clementina
Manio

94110

N/A

Spanish,
Tagalog,
English

Both

N/A

N/A

o

12839

Shannon
Thyne

94110

N/A

Spanish,
English

Both

N/A

N/A

@]

13617

Christine Ma

94110

N/A

Mandarin.
Spanish,

English,
Chinese

Both

o

N/

21286

Julia
Getzelman

94110

s

1 :
panish,
English

Both

N/A

Ny

21435

Saree
al

—
94110

N/A

Spanish,
English

Both

N/A

N/A

36

Lela
Bachrach

94110

N/A

Spanish,
English

Both

N/A

’22414

Lisa Ward

94110

N/A

Spanish,
English

N/A

N/A

22414

Lisa Ward

94110

NfA

panish,
Enqlish/

'Bcth

NfA

N/A

22418

Shira Shavit

94110

N/A

Hebyflv,
nish,
English

Both

N/A

N/A

22420

Elena
Tootell

94110

Ny

Spanish,
English

Both

N/A

N/A

22433

Anda Kuo

94]9

va

Spanish,
English

Both

N/A

N/A

oloJo] o [o[k]olp] ©
"4

22455

Joanna
Ruthenb

410

NfA

Spanish,
English

Both

NfA

N/A

\

e household members for whom the above selected provider is to be assigned.

Healthy Kids Person Name

Provider Name

Tommy Smith

80

Healthy Kids & Young Adults
(cont.)

Provider Selection
The applicant can select a provider OR clinic.
You can search for a provider by one or more
of the search criteria. Each additional criteria
narrows the search results.

The system will continue to return to this
page until all children have an identified
provider.

Click on provider or clinic and the household
member that will be assigned to that provider.

On the next page, you will receive a Provider
Selection Summary which can be printed for
the applicant. You may change the provider
selection by clicking on the applicant’s name
in the Provider Search Summary page.
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STEP 7: Program Information

Healthy Kids & Young Adults M Notes

Application ID: 2007202000332
HKYA Eligible Participant: Marshall Smith

Healthy Kids & Young Adults Declaration

I declare that the applicant 1 am applying for is:

® Under age 25

A resident of San Francisco County

® Is a full-time student outside of San Francisco County, living in San Francisco more than
50% during a seven day week throughout the eligibility period.

Mot eligible for the Healthy Families Program or full scope, no-cost Medi-Cal

I further declare that:

All individuals listed on this application will abide by the rules of participation, the utilization

process, and the dispute resolution process of the Healthy Kids & Young Adults program

# [ agree to pay the annual premium. If 1 do not pay the premium, I will either submit an
application for premium assistance through the Healthy Kids & Young Adults Premium
Assistance Fund, or I understand that the applicant will be removed from the program.

# [ grant permission to San Francisco Health Plan to check all other facts contained in this
application, including income, employment, and health coverage history.

#® [ agree to notify San Francisco Health Plan within 30 days of any change of residence

and/or billing address of any person who is accepted into the Healthy Kids & Young Adults

program.

Privacy Notice
Federal and State laws require San Francisco Health Plan to provide the following notice to
individuals who are asked by San Francisco Health Plan to provide information:

Personal and medical information requested is for member identification and program
administration purposes only. Member information may be shared with local agencies
involved in administration of health programs.
Information about persons who do not become members will be used only for purposes of
eligibility determination and program administration. Failure to furnish this information may
result in the return of the application as incomplete.
The following information on the application is not mandatory:

® social security number,

# ethnicity information, and

® any other item "voluntary" or "optional”.
An individual has a right to access records containing his/her personal information that are
maintained by San Francisco Health Plan.
If enrolled in the Healthy Kids & Young Adults program, your medical information may be
shared with your doctor or others who provide or arrange health care services for you for
purposes of payment, treatment, or health plan operations. San Francisco Health Plan
makes available its policy on how your medical information is disclosed. Contact the Plan
for more information.

Resolving Disputes

If you enroll in Healthy Kids & Young Adults, you agree to have certain claims {which may include
medical malpractice claims) decided by neutral binding arbitration, thereby giving up your right to a
jury or court trial. The Healthy Kids & Young Adults Evidence of Coverage has information about
the arbitration requirements. You may call San Francisco Health Plan to find out more.

Eligibility
San Francisco Health Plan, at its sole discretion, will determine a person's eligibility for Healthy Kids
& Young Adults within a reasonable time period after receipt of a properly completed application
and all necessary documentation. Enrollment becomes effective once SFHP notifies you of youj
effective date of coverage.

Premium Information
Membership in Healthy Kids & Young Adults is based on the availability of both pu and private
funds from the City and County of San Francisco, The San Francisco Children apfl Families
Commission, and other sources. In addition, San Francisco Health Plan has the right to raise
program premiums. For information, refer to the “"Enrollment, Effective Datg’of Coverage, and
Member Financial Responsibility” section of your Healthy Kids & Young 4dults Evidence of
Coverage.

Signature and Certification
I have read and understand the application instructions, declarations, and all information

printed on this application. I declare that the answers Jfiave given are true and correct to the
best of my knowledge and belief. I understand that provide false information my child may by
denied benefits or disenrolled from the program.

Applicant Signature Date

Application Assizion = Date

Healthy Kids & Young Adults
(cont.)

Rights and Declarations

Review this document with the applicant,
then follow the steps below.

1. Print a copy for signing.

2. Have the applicant sign

and date. Add your signature
and date. Then enter the date

@ verification documents.

it was signed in One-e-App.

3. Make a copy for the
applicant.

[ 4. Fax with other required

5. Have applicant mail
payment to the San
Francisco Health Plan (if
applicable).

{k

[1 decline to sign the above declaration.

For System Use

Please enter the date the declaration was signed.
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Applicant can choose to decline
to sign the form. This will end
the application process.
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STEP 7: Program Information

Healthy Kids Young Adults Completion Notes

You have successfully collected all the required data elements for Healthy Kids Young Adults.

2007203000331
Person [Status Program Coverage Program Summary
Tommy Healthy Kids Young . Healthy Kids Young Adults
. Referred, Primary
Smith Adults Summary

Note: Each &~ Indicates that the application is ready to be transferred to .
Mote: Each ‘{‘ﬁf Indicates that the application is not ready to be transferred to .
Mote: Each t‘, Indicates that the person's information is complete.

Mote: Each '~ Indicates that the person's information is incomplete.

] ¥ Languages W Generate Universal ® Generate Fax

N Submit
Print Summary Cover
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Healthy Kids & Young Adults
(cont.)

Completion Page
Submit to Healthy Kids &

Young Adults!

You have reached the Healthy
Kids & Young Adults Completion
Page. Click here to submit the
application to the San Francisco
Health Plan. Once you fax in the
documentation to One-e-App you
have completed the application to
Healthy Kids & Young Adults.

Sheets to print the One-e-App
Temporary and Permanent Fax
Cover Sheets. See pagel39 for

Click on Generate Fax Cover

faxing tips.

HKYA applications that are complete
with all required verifications prior to
the 25th day of the month (or the
business day prior if 25th falls on a
weekend or holiday) will be
processed to start coverage the 1st
day of the following month, if found
eligible.

You can generate the Healthy Kids
& Young Adults Summary Page by
clicking on the Greenlink.
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STEP 7: Program Information

Medical Home Search

Notes

Healthy San Francisco

You can search for a Medical Home, by zip code, clinic name and/or clinic specialty and language, Th |S |S the f| rst Of Several

age or gender capabilities or any combination of these preferences. Please enter at least one of

your preferences below.

Clinic Name

Zip Code 24110

Specialty| No Preference |+
Gender| No Preference +

Language | Mo Preference

Your Medical Home Search Results

Zip code: 94110

\

~/

Next

Notes

Clinic Name: Mo Preference

Specialty: No Preference

Medical Home: No Preference

Language: No Preference

Your search resulted with 4 record(s) Please select the provider to whom you wish to assign one or

more household members.

Person .
Marshall Smith
Name

Has Marshall Smith visited a Medical Home in past two years? Cyes @no

Clinic Name Zipcode|Specialtyllanguage] Medical Home |Status|Division|
Family Health Center 94110 N/ A N/A First Preference L4 DPH
General Medical Center 94110 N/ A MN/A Second Preference v DPH
Mission Neighborhood
F Health Center 94110 N/A N/A SFCCC
O Positive Health 94110 N/A N/A DPH
Your Medical Home Summary
‘:[!;'_p"catm" 200720300033
Primary Informant Name: Marshall Smith
Primary Medical Home: Family Health Center
Secondary Medical Home: General Medical Center
Assigned Medical Home
Gender: No Preference
Language: No Preference

Healthy San Francisco
pages.

> ——Medical Home Selection

Search for a Medical Home for each
applicant by one or more criteria. Each
additional criteria narrows the search results
further.

This is a preferential request and is based
on availability. See next page for additional
information about Medical Home selection.

Indicate whether the applicant has visited a
Medical Home in the past two years. If the
applicant chooses to they can use that
existing clinic as their Medical Home.

— Otherwise, select a first and second
preference for a Medical Home from the
table.

You will see a summary of
the selection the applicant
made. You can print a copy
for the applicant.
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Healthy San Francisco (cont.)

Medical Home Assignment

Medical Home Selection

Healthy San Francisco Applicants are required to select a preferred first and second choice medical home
during One-e-App screening. This is to ensure that individuals can be assigned a medical home if their first
choice no longer has availability by the time they officially complete their application. Applicants will have access
to information about a medical home to aid them in the selection process, such as location (zip code) or the
specific foreign languages spoken by practitioners at a clinic (language). Participants with an existing Healthy
San Francisco medical home can maintain their assignment or select an alternative medical home during One-e-
App screening.

Medical Home Assighment

An applicant's medical home assignment is finalized when all document and payment (if applicable) are received
by Healthy San Francisco. This date can be significantly later than the date of original screening if the applicant
does not send in their payment to Healthy San Francisco in a timely fashion. A completed application requires
submission of all required documentation and a minimum of the first quarter's payment for those assessed a
participant fee. If the applicant’s 1st choice medical home is “open,” in One-e-App, the applicant is assigned to
this site. If the applicant’s 1st choice medical home is “closed”, the applicant is assigned to their 2nd choice
medical home. If both the 1st and 2nd choice medical home requests are "closed”, One-e-App will auto-assign a
medical home to the participant according to the following logic:

Auto-Assignment Logic (If Applicant's 1st and 2nd Choice Medical Homes are Closed)

If a homeless applicant has selected a DPH medical home, the applicant will be assigned to Tom Waddell. If
Tom Waddell is “closed” the applicant will be assigned to General Medical Clinic or Family Health Center. If the
applicant is not a homeless individual who selected DPH as a medical home, but has requested a clinic with
providers that speak a particular language, the system will assign the participant to an open clinic with providers
meeting the applicant’s language requirement. If this is not a factor or there is no available open clinic which
meets this criterion, the system will assign the participant to a medical home with a patient catchment area which
includes the participant's zip code.

Medical Home Re-Assighment Frequency

All participants can select a new medical home choice during annual reenrollment in One-e-App. This medical
home change will officially occur on the eligibility date of the participant’s reenrollment year. Participants must call
Healthy San Francisco customer service to request a medical home change outside of an enrollment. Only those
individuals who experience one of the following changes of status can change their medical home assignment
outside of an enrollment:

e Change of S.F. resident address

« Participant who was auto-assigned to a medical home

« Participant who explicitly requests assignment to Positive Health

* Pursuit to a grievance
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STEP 7: Program Information

Is g T,
i EnglishE Espariol

Healthy San Francisco Rights and Declarations

City and County of San Francisco

B Notes

Application ID: 200722300031

HSF Eligible Participant: Ozzy Osbourne

1, Ozzy Osbourne , am eligible for the Healthy San Francisco program.I have read and agreed to
each of the following:

Signature and Certification

I state that I have read information on this form and have been given the o
any of the above items with an eligibility worker.I declare that the above
correct. Further, by signing below, I authorize County personnel, age
my eligibility.

I am a current resident of San Francisco City and County.

I am ages 18-64 or an emancipated minor (includes minors not living in the home of a birth
or adoptive parent, a legal guardian, caretaker relative, foster parent, or stepparent).

I am not currently enrolled or eligible for any full-scope public health insurance program. If
I am found eligible for any other full-scope public coverage program, I will be dis-enrolled
from Healthy San Francisco.

I am not enrolled in nor have I dropped employer-sponsored or individual health insurance
coverage program within the last 90 days.

I understand that Healthy San Francisco is nof an insurance program and is only valid at
pre-approved Healthy San Francisco providers. If I obtain care at a non-Healthy San
Francisco provider, I understand that I will be responsible for all assessed charges related
to my treatment/care.

I understand that I will be dis-enrolled for the following reasons outlined in the Healthy San
Francisco participant guide.

If I become eligible for public health insurance during the year, gain employer sponsored or
individual coverage, or experience a change of income, I will notify San Francisco Health
Plan customer service immediately.

I understand that my eligibility will be reviewed, at minimum, annually. I also agree to
undergo eligibility re-screening on request.

If I am asked to apply for any other public coverage program, [ must do so. If I refuse to
cooperate when requested to apply for a public coverage program, I will be dis-enrolled
and may be responsible for all assessed charges related to my treatment/care.

I understand that, based on the information I provided for income and liquid assets, 1 will
be charged an annual fee of $0.00 assessed on a quarterly basis. I understand that I am
responsible for paying all Healthy San Francisco participant fees and point-of-service fees.

I acknowledge that I have received a copy of the Healthy San Francisco participant guide
and agree to abide by program terms and conditions.

I understand that if the information I provide as part of my application is found to be
inaccurate, I will be immediately dis-enrolled and may be billed retroactively for all services
previously covered under the Healthy San Francisco program.

Ttunity to discuss
ormation is true and
or contractors to verify

Applicant Signature

Application Assistor Signature Date

I decline to sign the above declaration.

For System Use ‘

Please enter the date the declaration was signed.
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Healthy San Francisco (cont.)

Rights and Declarations

Review this document with the applicant,

then follow the steps below.

1. Print a copy for signing.

2. Have the applicant sign
and date. Add your signature
and date. Then enter the date
it was signed in One-e-App.

3. Make a copy for the
applicant.

4. Fax with other required
verification documents.
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STEP 7: Program Information

English : Espafiol City and County of San Francisco

Healthy San Francisco (cont.)

Healthy San Francisco Completion Notes

You have successfully collected all the required data elements for Healthy San Francisco. Upon
click of the Submit button your application will be completed in One-e-App.

Completion Page

2007203000335
[ Person |Status] Program [Coverage] Program Summary Submi
[Marshall Smith|Referred| Healthy San Francisco | Primary | Healthy San Francisco Summary uom It to

Healthy San Francisco!

Mote: Each ’42‘" Indicates that the application is ready to submit Healthy San Fransisco.
Mote: Each '53"‘:7 Indicates that the application is not ready to submit Healthy San Fransisco.

Mote: Each t‘, Indicates that the person's information is complete. You have reached the Healthy
Mote: Each \\- Indicates that the person's information is incomplete. San FranCiSCO Completion Page.
Click here to submit the
application. Once you fax in the
° ® Languages ® Generate Universal '@ Generate Fax Submit documentation to One-e-App you
[ Summary Cover have completed the application to
Healthy San Francisco.

You can click on Generate Fax

Cover Sheets to print the One-
e-App Temporary and
Permanent Fax Cover Sheets.

See page 139 for faxing tips.

Optional:

You can generate the Healthy San
Francisco Summary Page by
clicking on the Greenlink.
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sTeP 8: Health-e-App Data Transfer

Medi-Cal for Children and Pregnant Women
Completion

Notes

You have successfully collected all the required data elements for Medi-Cal for Children and
Pregnant Women. To transfer the application to Health-e-App, check the box next to the
application ID and click Submit. You can also choose bypass the submission to Health-e-App and
complete the application in One-e-App only by clicking Submit without checking the box.

( [ 2407205005174

Person tus| Program Coverage Sl
Summary
s Tommy di-Cal for Children and Pregnant -
E Smith Referred Women Primary N/A

One or more children have been preliminaril rmined as CHDP. To maximize

the healthcare coverage for the child(ren) One-e-
applications for 30 days from being submitted to SPE whi
receiving temporary coverage through CHDP. Do you want One-
the submission of this application to SPE?

Mote: Each " Indicates that the application is ready to be transferred to Health-efApp.
Mote: Each {‘i‘;f Indicates that the application is not ready to be transferred to Heglth-e-App.
MNote: Each E Indicates that the person's information is complete.
Mote: Each \ Indicates that the person's information is incomplete.

® Generte Fax @
Cover

\ J ® Languages W Generate Universal
Print Summary

Important information
regarding CHDP Referrals

If the applicant is also eligible for CHDP, you
will see a question asking whether the
applicant wants to delay their submission to
Health-e-App by 30 days to maximize the
length of their coverage. To delay the
submission, click Yes. You will be prompted
by a tickler in One-e-App to submit the
application to Health-e-App in 30 days.
Otherwise, click No and the submission will
proceed immediately.

Health-e-App Data Transfer

Please wait while the data is being transferred to Health-e-App.

This process may take some time - DO NOT click the "back" button or it may cause your data transfer to fail.

Transferring data to pp : Your
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Medi-Cal for children and

pregnant women

This is the first of several Medi-
Cal for Children and Pregnant
Women pages. For this

program, One-e-App submits
using an interface with the
Health-e-App website.

Submit to Medi-Cal for

A children and pregnant
£ women

You have reached the Medi-Cal for
children and pregnant women
Completion page.

Check the box next to the
Application ID and then click on
“Submit” to send your application to
the Single Point of Entry through an
interface to the Health-e-App
website. If you don’t check the box
before clicking submit, your
application will not be submitted and
you will either be navigated to the
Main Menu or move to the next
program submission process.

The system will go through a data
transfer process that is interactive.
This may take a few minutes. For
problems with data transfers, refer to
the Health-e-App Data Transfer
Error on page x.

At the end of the submission
process, you will see the Health-e-
App fax cover sheet to print. Once
you fax in the required
documentation to Health-e-App you
have completed the application
process. It is also strongly
recommended to fax documents into
One-e-App for storage. See faxing
tips on page 139.
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sTeP 8: Health-e-App Data Transfer
Medi-Cal for Children and
Pregnant Women

Other Household Members who want Medi-Cal

IMPORTANT: At this point,
you are viewing and

Do any of the people listed below want Medi-Cal?

@ Yes O Mo interacting with pages from
Applicant the Health-e-App website
Valiere Maswel but you are still working in
One-e-App.
@ The system will ask if any people listed
below want Medi-Cal and gives one last

chance to add a household member.

Health-e-App Preliminary Eligibility Determination The SyStem will list the household .
members and the programs for which they
Sl?gsli?eofr;:!we information you have submitted to Health-e-App, the following merbers in your household may be are poten“a”y el|g|b|e
- Homber _ Program When you click “next” you will begin the
consent and signature process for Medi-
Cal.

gk
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sTeP 8: Health-e-App Data Transfer

. Application
s 6 Submission

Tnsuring Your Fanily's Health

_?

Rights and Declarations

|

Medi-Cal Confidentiality Notice

The infarmation given in this application is private and confidential under YWelfare and Institutions
Code Sections 10850 and 14100.2. The infarmation will be disclosed only in accordance with those
laws

Medi-Cal Privacy Notice

The Infarmation Practices Act of 1977 and the Federal Privacy Act require the Department of Health
Sewices to provide the following notice to individuals who asked by Healthy Families to supply
infarmation: YWelfare and Institutions Code section 14011 and regulations in Title 22, CCR, reguire
applicants for the Medi-Cal program to provide the eligibility information requested in this application
This information may be shared with federal, state and local agencies for purposes of verifying
eligibility and for other purposes related to the administration of the Medi-Cal program, including
confirmation with the INS of the immigration status of only those persons seeking full scope Medi-
Cal benefits. (Federal law says the INS cannaot use the information for anything else except in cases
of fraud.) The information will be used by Electronic Data Systems to process claims and make
Benefits Identification Cards (BICs). Failure to provide the required information may result in denial of
the application

Information required by this form is mandatory, with the exception of ethnicity information, and any
other iterm marked voluntary or optional. Social Security Mumbers are required by Section 1147 (a)(1)
of the Social Security Act and by Welfare Institutions Code Section 14011.2, unless applying for
emergency or pregnancy related benefits only.

Anindividual has a right of access to records containing histher personal information that are
maintained by the Department of Health Services. Contact your county health and human
services/social services office to request your records

Medi-Cal Rights, Responsihilities and Declarations
| have the right to:

e be treated fairly and equally regardless of my race, color, religion, national origin, sex, age, or
palitical beliefs

& ask for an interpreter.

& ask for a fair hearing if | think a decision on my Medi-Cal case is unfair or wrong. | must ask
far a hearing within 20 days after | get a "Naotice of Action”. To find out about Medi-Cal fair
hearings, call toll-free, 1-800-252-5253.

I have the responsihility to:
+ send in a status report when the County asks me to
* report any changes within 10 days in the information | gave on this application
» let the County know if a family member: applies for disability benefits; is in a public
institution; or gets medical care for any accident or injury caused by another person
s cooperate if my case is reviewed.

| declare that each person | am applying for:

» lives in California.
= is not getting public assistance from outside California
= s not in jail, prison, or any other correctional facility

| further declare that:

« | understand that as a condition of Medi-Cal eligibility, all rights to medical support are
autornatically assigned to the State of California.

If I am not eligible for this Medi-Cal program, | understand | may qualify for other programs and
have the right to apply for them.

If | purposely do not give needed facts, or if | give false facts, | understand benefits may be
denied of ended and repayment may be reguired. | may also be investigated for fraud.

| received help from TEST ORSUS when | completed this electronic application. | agree the
Healthy Families Program and the Medi-Cal Program may release information to

TEST ORSUS for the purposes of (1) finding out about the status of this application and (2)
finding out about any documentation needed

Signatures

| declare under penalty of perjury under the laws of the State of California that
the answers | have given in this application, the declarations made, and the
documents submitted are true and correct to the best of my knowledge and
belief. | declare that | have read and understand the application instructions, i
declarations, and all information displayed in this application.

Applicant Signature Date

Witness (if person signed with a mark) Date

Authorized Representative (if any) Date

CALE: oneeapp EE#: 87105
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Medi-Cal for Children and
Pregnant Women (cont.)

These are the Rights and Declarations
pages for this program. Follow the steps
below.

1. Print a copy for signing.

2. Have the applicant sign
—% and date. Add your signature
= and date.

3. Make a copy for the
applicant.

[ 4. Fax with other required

@ verification documents.
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Ml =) o
|ihe app
Insuring Your Family's Health _

Application /§
Submission N

Please sigh ONLY if you have been helped by a Certified Application Assistant (CAA).

| certify | had help completing this form from the Certified Application Assistant
listed below. This CAA help was FREE of charge.

Applicant Signature Diate

CAA Signature Date

If you would like infarmation released to a CAA, please sign delow:

By =igning below, | give permission for the Healthy Families and
give information over the telephone about the status of this applicatioNo a CAA
of the Enrollment Entity organization identified below. This permission W end

g
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@ 1. Print a copy for signing.

Medi-Cal for Children and
Pregnant Women (cont.)

The primary informant/applicant needs to
certify that the application was completed
free of charge.

This screen also allows the applicant to
provide consent for release of information
to the Healthy Families Program. This
gives the Application Assistor the ability to
work with Healthy Families on behalf of
the applicant. This consent will last until
Healthy Families enrolls the child into the
program.

2. Have the applicant sign

—% and date. Add your signature
= and date.

3. Make a copy for the
applicant.

4. Fax with other required
verification documents.
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Medi-Cal for Children and
Pregnant Women (cont.)

You will be navigated to the Health-e-App
Fax Cover Sheet. This should
* 2 a a [ 8 [ 1 3 3 a 2 *

DCN
automatically happen after you have
heah’h 9 opp‘“ Documentation Fax Cover Sheet P . .
completed the printing and signing of
e daeumencanan it be ~dbmiied mmediotely. = Rights and Declarations.

Date: D ber 15, 2006 .
T H:y i;m.‘.eg,md._cg. If you are not navigated to the Health-e-

Fax Number: 1-836-842-4975 App Fax Cover Sheet, you can access it
From: Valiere Maxwell
from the One-e-App Menu.

Address: 1111 W Gth 5T
Los Angeles , 90017
Phone: Home: (213) 222-2222

Document Control Number: 20068613302

Follow These Steps

Document Checklist: Please check the appropriate box to indicate which documents you are attaching

[] Signed Rights and Respansibilties Page

[ Proof of Income - pay stub, last year's federal income tax filing, etc.
(If you know that your family's income will go up or down in the next few
ronths due to overtirme, promotion, raises in pay, expected increases in child
suppart, alimany, layoffs, furloughs, etc., please explain on a separate piece of
paper and fax it along with your supporting documents.)

1. Print a copy. Check off the
items that are being included
on the cover sheet.

[ Proof of Residency (if not using in-State pay stuhb) - recent bills sent to
your current address
[ Proof of Pregnancy - note fram your dactar or clinic

2. Assemble required

[ Citizenship - birth cerificate

Mailing Address: ;eoaltgy F?]?ég‘éenssf Medi-Cal for Children and Pregnant Warnen docu mentatlon and erte the
Sacramento, CA 35813.9984 DCN number on each
@ @ «H document faxed to help keep

documents from getting lost
when faxed to Health-e-App.

3. Fax with other required
[ ] verification documents to
ﬁ @ Health-e-App using the fax
number on the coversheet.

FAX WITHIN 24 HOURS OF
SUBMITTING.

4. For storage, fax into One-e-
App using the One-e-App fax
cover sheet.

See page 139 for faxing tips.
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Cengratulations

B Notes

You have completed the application process for Health-e-App for the following members. Click an the next button

Mote: Each 1 indicates that the member infs tion was not to Health.

pp system.

to continue.
ﬁ 200634800037
Member R
Case ID Name Program QOrganization
DN 20068613302 Waliere Medi-Cal for Children and Pregnant | State of Califnrni:a Dept of Health
—— Maxwell Women Services
Contact Information
[ System Name | Organization [ Contact Type | Contact Information |
| _Health-e-App |  State of California Dept of Health Services | Fax 8586-123-4567 |
Note: o . .
ote: Each 1 indicates that the member inf it hasbeen to Health-e-App system

4

help exit

one@app

One Stop Access to Health Care

P .

English : Espafiol Les Angeles County

Congratulations
You have completed the application process. Your One-e-App Application 1D ‘: 200634800037 ;
Click the Next button to return to the '"Menu' screen.

‘Print ' Languages
Report a Bug /Make a Suggestion

Nesxt

7
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Medi-Cal for Children and
Pregnant Women (cont.)

This screen will indicate if the application
was successfully submitted to Health-e-

App.

A state contact number for Medi-Cal or
Healthy Families is provided if the
applicant was found potentially eligible.

Once you have completed the submission
process a Health-e-App Application
Summary is generated and will pop up on
the screen.

Congratulations! You have completed
the application process!

The application ID number is listed on this
screen. An application ID is a Unique
Identifier that can assist you in locating the
application again in the One-e-App system.

You will be navigated back to the main
menu when you click on Next.
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Healthy Families

This is the first of several
Healthy Families Pages.

Special Population Plan

If wour family is in any of these groups, there is a statewide health, dental and vision plan combination offered to
your family, This plan combination allows families to maintain the same insurance plan even if they move around

the state foll th | job. F f ti baut the Rural Health D tration Project, refer t 1 1
e ety Farmies Fiandbsag, o o More nfermetien sbout the RurelHealth Demansrasian Frojec, refer to Special Population Plan

Health Plan Dental Plan Yision Plan

Rlne Cross - FPA Delta Dental Visinn Seruire Plan (VGPY Wlthln Healthy Famllles there |S a

Please check all that apply

special insurance plan called the
Special Population Plan which

[CIMative American Indian

Seasonal or Migratory Jobs

D agriteaturs offers health, dental and vision
e coverage for American Indians and
Special Population Plan families employed in seasonal jobs

Do you want Special Population Plan O ves O no

Do you want to select a Primary Care Physician now? Oves O No \

in agriculture, fishery, or forestry.

This plan combination is available
statewide (see Resources).

It allows families to keep the same
health plans even if they move
around the state.

Indicate whether this applicant is a
part of a Special Population Plan.
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Healthy Families (cont.)

one app step program information help suspend cancel One'e'App doeS nOt prOCGSS Healthy
o e TR TS Families Renewals electronically; the
. / system will generate a pre-populated
i English : Espafiol : Los Angeles C ity . .
R e renewal form to print and mail to the
Healthy Families Renewal details Y nofls Healthy FamilieS Program
Is this a Healthy Families Renewal appllcatloNo See page 103 for more informatlon-
Are there new family persons that you would like to add to Healthy Families? () res () No
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Healthy Families Completion Notes

You have successfully collected all the required data elements for Healthy Families. To transfer the
application to Health-e-App, check the box next to the application ID and click Submit. You can
also choose bypass the submission to Health-e-App and complete the application in One-e-App
only by clicking Submit without checking the box.

] 200720400528 )

ta Program | Coverage | Program Summary
'_C'J Tommy Smith | Referred ‘Wammes | Primary | N/A

One or more children have been preliminarily dete d as CHDP. To maximize
the healthcare coverage for the child(ren) One-e-App co
applications for 30 days from being submitted to SPE while the
receiving temporary coverage through CHDP. Do you want One-e-Ap)
the submission of this application to SPE?

Note: Each -l? Indicates thatfthe application is ready to be transferred to Health-e-App.
Note: Each “{ﬂi:f Indicates thaif the application is not ready to be transferred to Health-e-App.
Note: Each E Indicates thaf the person's information is complete.

MNote: Each '~ Indicates thit the person's information is incomplete.

° ® Langyages @ Generate Universal

® Generate Fax
Print Summary Cover

Important information

regarding CHDP Referrals
If the applicant is also eligible for CHDP, you
will see a question asking whether the
applicant wants to delay their submission to
Health-e-App by 30 days to maximize the
length of their coverage. To delay the
submission, click Yes. You will be prompted
by a tickler in One-e-App to submit the
application to Health-e-App in 30 days.
Otherwise, click No and the submission will
proceed immediately.

Health-e-App Data Transfer

Please wait while the data is being transferred to Health-e-App.

This process may take some time - DO NOT click the "back" button or it may cause your data transfer to fail.

Transferring data to Health-e-App : Your Household

95

Healthy Families (cont.)

When you reach this screen you
are ready to submit your
application to Health-e-App.

IASubmit to Healthy Families

You have reached the Healthy
Families Completion page.

Check the box next to the
Application ID and then click on
“Submit” to send your application to
the Single Point of Entry through an
interface to the Health-e-App
website. If you don't check the box
before clicking submit, your
application will not be submitted and
you will either be navigated to the
Main Menu or move to the next
program submission process.

The system will go through a data
transfer process that is interactive.
This may take a few minutes. For
problems with data transfers, refer to
the Health-e-App Data Transfer
Error on page x.

At the end of the submission
process, you will see the Health-e-
App fax cover sheet to print. Once
you fax in the required
documentation to Health-e-App you
have completed the application
process. It is also strongly
recommended to fax documents into
One-e-App for storage. See faxing
tips on page 139.

You will see a Data Transfer Pop Up each
time a section of the application is
transferred into the Health-e-App system.
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Healthy Families (cont.)

Other Household Members who want Medi-Cal IMPORTANT: At this point,
you are viewing and
interacting with pages from

Do any of the peaple listed below want Medi-Cal?

® Yes O Na the Health-e-App website
but you are still working in
Applicant
Beth Ruiz One-e-App
The Health-e-App system will ask if any
@ people listed below want Medi-Cal. This

screen gives a final opportunity to add a
household member.

Health-e-App Preliminary Eligibility Determination The Health—e—App system will list the

household members and the programs for

Based on the information vou have submitted to Health-e-App, the following members in vour household may be

sliable fers which they are potentially eligible.
Member Program
Beth Ruiz Medi-Cal
Joel Ruiz Healthy Families

gt
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Healthy Families (cont.)

Health Plan Selection

Health Plan Selection

The applicant can choose a health plan or

Some members of the household appear to gualify for Healthy Families, vou are a SpeCiﬁC pl"OVider at thIS tlme or Walt and
required to pick a health plan before the coverage is activated. Do you want to choose .

health, dental and vision plans now? contact Healthy Families later. If the

Orves Ono applicant does not choose and does not

If yos, please seloct one of the options below: contact Healthy Families, Healthy Families

personnel will contact the family.

I would like to see if a specific provider is in one of the
participating plans in my county

O! wogld like to select a health, dental and wision plan in my App"cants can search for a SpeCiﬁC
county .
provider or health plan.

If families who do not make a choice

@ cannot be reached by phone (within 20
days, with four attempts) or in writing, the
child will be defaulted into the Community
Plan for that county so that health
coverage can start. The family can change
plans within the first 90 days, with no
questions asked.
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Please select a health, dental, and vision plan:

For those individuals potentially eligible for Healthy Families, please select a

health plan below.

Select

O

| 0|0 | O

Select

0|00

Select

HEALTH PLANS

Plan Name

KAISER PERMANENTE
BLUE SHIELD - HMO
SAMN FRANCISCO HEALTH
BLUE CROSS - HMO

HEALTH NET

DENTAL PLANS
Plan Name
WESTERN DENTAL
SAFEGUARD DENTAL
DELTA DENTAL
ACCESS DENTAL

VISION PLANS

Plan Name
EYE MED VISION CARE
SAFEGUARD VISION
VISION SERVICE PLAN

Do you want to select a primary care physician now?

Plan Rate Phone Number

(800) 464-
4000

(800) 424-
6521

(800) 288-
5555

(800) 845-
3604

(888) 231-
9473

Phone Number
(800) 805-8000
(800) 880-3080
(877) 580-1042
(888) 849-8440

Phone Number
(513) 492-3541
(949) 425-4301
(800) 877-7239

O Yes © No
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Healthy Families (cont.)

Health Plan Selection (cont.)

Applicants will be able to select their

health,
the list.

dental and vision plan from
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Health Plan Selection

You have selected the following:

Plan Name

Health HEALTH NET
Dental SAFEGUARD DENTAL
Vision VISION SERVICE PLAN

Your monthly premium amount is estimated to be $7.00. The Healthy Families Program will make

the final premium determination.
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Healthy Families (cont.)

Health Plan Selection (cont.)

Review the plans that the applicant
has selected and confirm that they
are correctly listed on screen.

The system will give an estimate of
the premium payment based on the
health plan selected. The Healthy
Families program will make the final
premium determination. Coverage
may start without payment and
families will be billed.
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§ub_mi.isinn

o

Rights and Declarations
Healthy Families Declaration
| declare that each person | am applying for:

is a resident of California.

i not in jail or in a mental hospital.

is not eligible for Medicare Part A and Part B.

is not eligible for any California Public Employees Retirement Systerm Health Benefits
Programi(s) or is eligible for & California Public Employees Retirerment Health Benefits
Program, but the employer contribution for dependent(s) is less than $10.

| further declare that:

e all individuals listed on this application will abide by the rules of participation, the utilization
review process and the dispute resolution process of the participating plans in which the
individual is enralled.

Signatures

| certify that | have read and understand the information above.
| also certify that the information | have given on this form is
true and correct.

Applicant Date
Signature

Witness (if person signed with Date
a mark)
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Healthy Families (cont.)

Healthy Families Rights and
Declarations
This is the Healthy Families Rights and

Declarations page. Review with the applicant
and then follow the steps below.

l
*

B

]

(6

1. Print a copy for signing.

2. Have the applicant sign
and date.

3. Make a copy for the
applicant.

4. Fax with other required
verification documents.
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Healthy Families (cont.)

I certify 1 had help completing this form from the Certified Application Assistant
listed below. This CaA help was FREE of charge.

Applicant Signature Date

CAA Signature Date
If you would like information released to a CAA, please sign below:

By signing below, | give permission for the Healthy Families and Medi-Cal to
give information gver the telephone about the status of this application to a CAA
of the Enrollment Entity organization identified below. This permission will end
on the date the program mails the results of the eligibility deterrination on this
application

Please sign OMLY if you have been helped by a Certified Application Assistant (CAA). CAA ASSiStan ce Pag €

The applicant will need to certify that the
application was completed free of charge.

This screen also allows the applicant to
provide consent for release of information
to the Healthy Families Program. This
gives the Applicant Assistor the ability to
work with Healthy Families on behalf of the
applicant. This consent will last until
Healthy Families enrolls the child into the
program.

I

Premium Payment Method

of payment you will make.

(O Western Union

(O Credit or Debit Card
O online Persanal Check

®  Mail Payment

The first manth's premiumn rmust be paid in order to process vour application, If vour family is not eligible for the Healthy

Famnilies program, your premium payment will be refunded to you. Please check the appropriate box to indicate the type pl’emlum See payment OpthﬂS belOW

Premium Payment Page
Indicate the method for paying the

gt

There are four ways to pay premiums in the Healthy Families program:

1. Payments may be made by mail with a Personal
Check, Cashiers Check, or Money Order. Make
checks out to the “Healthy Families Program”.

Mail payments to:
Healthy Families
P.O. Box 537019
Sacramento, CA 95853-7019

2. Payments may be made by cash in person at

certain Western Union Convenience Pay Locations.

Call 1(800) 354-0005, option 5, to find a Western
Union near you. There is no charge for this service.

3. Payments may be made by Credit or Debt Card
online or by phone. Click on the link to pay online or
call 1(888) 256-6167 to pay over the phone.

4. Payments taken electronically from the applicant’s
banking account with Electronic Fund

Transfers (EFT). To pay by EFT follow the

steps on the back of monthly statements received
once enrolled in Healthy Families.
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* 2 1] 0 7 & 4 4 3 2 g e} -

health @ app~

Documentation Fax Cover Sheet

** This page must be the first page of the fax transmission **
** ¥Your documentation must be submitted within 24 hours. **

Date:

To:

Fax Number:
From:
Address:

Phone:

Document Control
Number:

Document Checklist:

Premium:

Mailing Address:

August 12, 2007
Healthy Families/Medi-Cal
1-866-848-4976
Ozzy Qsbourne

12345 Main ST
San Francisco | 94110

Home: ( 555) 555-5555
20076443359

Please check the appropriate box to indicate which documents you
are attaching:

7 Signed Rights and Responsibilities Page

] Proof of Income - pay stub, last year's federal income tax filing,
etc.
(If you know that your family's income will go up or down in the
next few
months due to overtime, promotion, raises in pay, expected
increases in child support, alimony, layoffs, furloughs, efc., please
explain on a separate piece of paper and fax it along with your
supporting documents.)

7 Proof of Residency (if not using in-State pay stub) - recent bills
sent to
your current address

7 Proof of Pregnancy - note from your doctor or clinic
[ Citizenship - birth certificate

$7.00 per month. Pay for 3 months (total of $21.00), get the 4t
month free.

You must pay any past due premiums you owe when you apply. Call
Healthy Families at 1-866-848-9166 to find out If you have past due
premiums. Healthy Families will let you know how much to send.
Check the box to tell us how you will send your payment.

[ Sending a personal check, money order or cashier's check to
address below. Please make sure that your Document Control
Number is written on the check
and make it payable to: Healthy Families Program

Healthy Families / Medi-Cal for Families and Pregnant Women
P.O. Box 138005
Sacramento, CA 95813-9984

@D D@ D

U
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Healthy Families (cont.)

Health-e-App Fax Cover Sheet

You will be navigated to the Health-e-App
Fax Cover Sheet. This should
automatically happen after you have
completed the printing and signing of
Rights and Declarations.

If you are not navigated to the Health-e-
App Fax Cover Sheet, you can access it
from the One-e-App Menu.

The Fax Cover Sheet will list the amount of
premium payment along with the mailing
address.

Follow These Steps

1. Printa copy. Check off the
items that are being included
on the cover sheet.

2. Assemble required
documentation and write the
DCN number on each
document faxed to help keep
documents from getting lost
when faxed to Health-e-App.

Fax with other required
verification documents to
Health-e-App using the fax
number on the coversheet.
FAX WITHIN 24 HOURS OF
SUBMITTING.

4. For storage, fax into One-e-
App using the One-e-App fax
cover sheet.

See page 139 for faxing tips.
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Healthy Families (cont.)

Congratulations Page

Congratulations B Notes ) e . . .
This screen will indicate if the application

was successfully submitted to Health-e-

You have cornpleted the application process for Health-e-App for the following merbers. Click an the next button

to continue. App
fﬁ 200634800052 | | |
Case ID Member Name Program Organization H
DCN 200658613305 Trevor Tower Healthy Families State of California Dept of Health Services A State ContaCt number for Medl-cal or

Healthy Families is provided.

Contact Information

[ System Name | Organization [ Contact Type | Contact Information |
|_Health-e-app | State of California Dept of Health Services Fax 888-123-4567
. =8 ; ’
ate: Each | indicates that the member information has been ta Health-e-App system.
Note: Each | indicates that the member infarm stion was ot 1o Health-e-App system

gt

Congratulations!
/ You have completed the application

Congratulations

process! The Application ID number is

rou have completed the application process, Your One-e-App Application ID I|Sted on th|S screen An App|icati0n ID iS a

Click the Mext button to return to the 'Menu' screen. Unique |dentifier that can assist you in
locating an application in the One-e-App
system.

You will be navigated back to the main
menu when you click on Next.
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T

Notes

re there new family persons that you would like to add to Healthy Families? (Jves & Mo

1s this a Healthy Families Renewal application? @ves O ho

Mext R

gt

Healthy Families Completion

Motes

You have succesfully collected all the required data elements far Healthy Families. Please click the “Submit” buttan
in order to be presented with the options to either submit this application to Health-e-App right away or route this
application to the Pragram Submission workload for a later submissian.

[ zoo7o03000374"

Person

Status

Program

Coverage

Program Summary

B

Joel Ruiz

Referred

Healthy Families

Prirnary

/A

Hote
Mate
Hote
Hote

: Each ’47‘ Indicates that the application is ready to be transferred to Health-e-App.
: Each ‘{‘3&‘; Indicates that the application is not ready to be transferred to Health-g-App.

: Each E Indicates that the person's information is complete,
i Each L Indicates that the person's information is incomplete.

' Print ' Languages ' Generate Universal Summary ' Generate Fax Cover JSubmit

@Ithv Families Renewal Application \
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Healthy Families
Annual Eligibility Review
(AER) & Add a Child Form

The system will provide a Healthy Families
AER and/or an Add a Child Form that can
be filled out, printed and faxed or mailed to
the Healthy Families program. (Please note
that Health-e-App does not have the
capacity for electronic renewals).

To begin an AER or Add a Child Form,
select “Begin Application” from the Menu
screen. You will enter the information as
you would with a new application.

When you get to Step 8, “Program
Information”, you will indicate that this
application is a “Healthy Families Renewal”
and/ or indicate if you would like to “add a
person (child)” to the Healthy Families
case.

When you click “Next” you will be navigated
to a Healthy Families Completion screen.
You are now able to print out the Healthy
Families Renewal or Add a Child Form
by clicking on the “Print Healthy Families
Renewal” option.
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Healthy Families

Annual Eligibility Review
(AER) & Add a Child Form
(cont.)

=

Print a copy.

2. Have the applicant sign the
form.

81

3. Make a copy for the applicant.

4. Mail or fax to Healthy
Families. See AER form for
instructions.

5. For storage, fax into One-e-
App using the One-e-App fax
cover sheet.

See page 139 for faxing tips.
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STEP 7: Program Information

One-e-App Reconsider Referral

Application ID: 200720300033

Representative Name: Marshall Smith

Notes

One-e-App is a preliminary eligibility system. It indicates the person(s) on this application are not
likely to be eligible for one or more programs. Since this is not a final eligibility determination, you
may still submit your electronic application for the program(s). Please identify the person(s) and

the program(s) below for which you would like to submit the application.

Override

Person Name

Program Name

O

Tommy Smith

Medi-Cal for Children and Pregnant Women

82

Health-e-App Application
Reconsider Referral

If One-e-App determines an applicant
to be preliminarily ineligible for Medi-
Cal for children or pregnant women OR
Healthy Families, the applicant may
decide that they want to submit the
application to Health-e-App anyway for
a final determination.

To do this, simply check the box for
“Override” (to override the One-e-App
system) and process the application
through Health-e-App.
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STEP 8: Health-e-App Data Transfer Health-e-App

Data Transfer Error

Data Transfer Error

An error was encountered in the data transfer to Health-e-App. Details are below: Wh at d (0] I d (0] |f yO u encou ntel’ a
Error Number: 4 Health-e-App Transfer Error?
Error on Step: Step 6-The One-e-App to Health-e-App interface encountered an error while submitting the

CppleEion i G FClsro-EED o5 Once the system has completed the data
Ei D iption: 1 der to t f lication to the Health-e-4 T dtob H H H

D0 BT e U o) o ) G e i » DS G o et et transformation process it will start

and then transfer the applicaiton. migrating the application data to the

Error Details: Unresalved branch in step Mavigate from 21_1 - none of the conditions were met.

Health-e-App system. When the transfer
fails due to System Error and you see a
Please continue your application from the Health-e-App Applications in Progress workload at

www healtheapp.net, The Health-e-App Aplication [D is | 2008653 screen I|ke th|S

Last URL: hitp://192.165.1.123/calc.asp

e Call the One-e-App help desk and
notify them of the error received. Be
prepared to give detailed information,
including the application ID number
and error number (the first line in the
screen). You may be instructed to
take a screenshot of the error
message and e-mail it to One-e-App
help desk. (See Using the One-e-App
help desk on page 145.)

 If the transfer failed after the Health-
e-App password verification, some
information may have been sent to
Health-e-App. You will need to log in
to Health-e-App at
www.healtheapp.net, look in your
workload, find the application and
continue from there.

¢ If the reason for the transfer
error was your Health-e-App
password begin expired, you
will need to login in to Health-e-
App, www.healtheapp.net
and have your password reset
or you can call the Health-e-
App Help Desk at (866) 861-
3443. Once you have
confirmed you new password
you must now go to One-e-App
and update it there. (See
password tips on Page 10).
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STEP 8: Health-e-App Data Transfer How do | continue to submit

an application that was
delayed because it was a
CHDP child and has not yet
been submitted to Health-e-
(") Begin Application App’)

() Renew/Madify Application

Conduct Application Search . .
gc.:ntact Hanagement To transfer the application to

() search Disenrolled Persons Hea|th-e-AppZ
() Retrieve Fax Cover Sheets

(O Update Applicant Data / 1. Select “Program Submission
Ouie% fssiztor Workload e Workload” from the Menu.
() Pragram Subriissian Workload 2 On the “Applications Pending

Menu

Submission” workload, click on

the name of each client for
@ whom an application is to be
submitted to continue the
Applications Pend pmission application submission.
One-e-App - S . ICoverage| System
APP ID M@N| Applicant Nam)ﬁmmary Eligibility Type Name
200719700037 Lamb, Mary ediCallpul Sccgfte’ No share of | piary N/A
200719700037 2 one. Child Medi-Cal for Children and Primary Health-e-
Pregnant Women App
200720500514 2 | Smith, Tommy SCE ) (0 B e B Primary | Mealth-e-
Pregnant Women App
. . Health-e-
2007204005284 2 Smith, Tommy Healthy Families Primary App
200720800016 Fawcett, Farrah | fMedi-cal F“”CSO‘;ipe' SERET || mamy N/A
200720800016 3\| Fawcett, Maty Healthy Families Primary Heig;'e'
200720800024] 1 uareyé pedcal Sé:;fte, No Share of | piary N/A
200720800024 3 | Alvarez, Reuben Mediycaljiorchidranland Secondary| el ey
Pregnant Women App
Applications Submitted
One-e-App Sent |Case Preliminary| Coverage B
appIn | APPlicantName| -~ |~ = IDCN Eligibility o System |Faxes|
Name
Healthy
200720300033 Smith, Marshall | N/A | N/A |N/A San Primary N/A =
Francisco
Medi-Cal
Full
200720300033 Smith, Cheryl N/A | N/A |[N/A| Scope, Primary N/ A =
Share of
Cost
Healthy
200720300033 Smith, Tommy | N/A | N/A [n/a YE'SEQ Primary N/A =
Adults ,
Healthy
200720300023 Smith, Tommy | N/A | N/A [N/A YE'&?Q Primary N/A =
Adults |,
Healthy
200720600150, Sanders, Peter | N/A | N/A |N/A San Primary N/ A N/A
Francisco
[T
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STEP 7: Program Information

Other Information Notes

Does anyone in the household own or is anyone buying a home outside
California?

Oves @No
Does anyone have a court ordered settlement or judgement? C)ves @ No

Does anyone have long term care insurance? (yes & No

Does anyone own any items such as stocks, bonds, retirement funds,
trusts, real estate, motor vehicles for a business, business accounts,

promissory notes, mortgages, dead of trusts, recrational vehicles, Cyes @no
burial trusts or funds, annuities, jewelry (not heirloom or wedding), oil
or mineral rights?

Has anyone listed on this form transferred, sold, traded or given away
any items such as those listed above in the last 30 months?

Oves @No

Have any items listed in this section been spent or used as security for
medical costs?

Oyes @ No

Additonal Household Assets Information Notes

Mark Yes for each of the following items held in the name of, or held for the benefit of a Medi-Cal
applicant, parent, stepparent, child, or spouse of a Medi-Cal applicant, or mark Mo if none of those
people have such an item.

Shares of stock or mutual funds? Jves Ong

Individual Retirement Accounts (IRAs), keoghs, or work-related pension
funds?

Oves ONo

Annuties, trusts, blocked accounts, court-ordered settlements, judgments,
orders for support, prenuptial and post-nuptial agreements, promissory O ves O No
notes, mortgages, deeds of trusts, etc?

Burial trusts, burial contracts or burial insurance? Cyes O nNo

Business acounts and property? Ciyes O nNo

House, condominium, ranch, land, mobile home, or life estate that you live
in, or that is your former home and is lived in by your spouse, child under 21,

disabled son or daughter, dependent relative, or a sibling who lived in the (i ves O No
property continuously and provided care for one year which enabled you to
remain in the home rather than a nursing facility.

85

Medi-Cal

This is the first of several
Medi-Cal pages.

This process produces the documents
needed to submit a Medi-Cal
application to the San Francisco
Human Services Agency.

Combined with the One-e-App
Universal Application Summary, this
process produces the equivalent of the
following Medi-Cal forms:

* MC 210

*MC 219

*MC 13

* MC 220

* MC 223

» Non-custodial parent
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STEP 7: Program Information

Additonal Household Assets Information

Mark Yes for each of the following items held in the name of, or held for the benefit of a Medi-Cal
applicant, parent, stepparent, child, or spouse of a Medi-Cal applicant, or mark No if none of those

people have such an item.

Other real estate, condominiums, buildings, mobile homes, life estates,
time shares, oil and mineral rights

Oves

Motorcyles, trailers, boats, or other motorized vehicles that are not
used by you as a home

Oves

Jewelry (not wedding rings, engagement rings, or heirlooms) worth o
more than $100.00 Yes

Any other real or personal property, assets, or resources valued at $500
or more

Oves

Has anyone spent or used any of the items listed above in payment for,

r
or as security for medical servcies? Oes

Do you owe money on any of the items listed above, or do any of the
items listed above have liens against them?

Oves

Additional Household Assets Information

Does anyone listed on this application have a savings or checking
account?

OYes

Does any adult listed on this application have cash or uncashed checks? () veg

Does anyone listed on this applicaton have life insurance? () vyeg

Have any adults, spouse or child's parents listed on this application

served in the U.5 Military? Oes

Is anyone listed on this application currently enrolled in school fulltime? ) yes

Is anyone listed on this application living away from home? () yegg

@ Print MCO07 Information Notice

86

Notes

O No

O No

O No

O No

O No

O No

Notes

®No

®No

®No

@ No

& No

& No

Next

Medi-Cal (cont.)

Additional Household Assets questions
continued.

You will need to print a copy
of the MCO0O07 Information
Notice for the applicant.
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STEP 7: Program Information
Medi-Cal (cont.)

Additional Household questions

Additional Household Information Notes continued

Does any non pregnant adult listed on this application have a lawsuit
pending due to an accident or injury?

Oves ONo

Does any adult/s you are applying for have medical expenses within the
last 3 months and wants Medi-Cal for those expenses?

U

Ovyes ONo
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STEP 7: Program Information

Medi-Cal Signature and Certifications ™ Notes

Application ID: 200720300033
Representative Name: Marshall Smith

I declare under penalty of perjury under the laws of the State of California that the answers I
have given in this application, and the documents given are correct and true to the best of my
knowledge and belief. I declare that I have read and understand the application instructions, the
declarations, and all information printed on this application.

Applicant Signature Date

Signature of Person Helping Applicant Fill out the D
Form

@e to sign the above @

A
For System Us: /

Please enter thg date the declaration was signed.

ate

® Print ® Generate Universal Summary Next

Applicant can choose to decline
to sign the form. This will end

the application process.
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Medi-Cal (cont.)

This is the Medi-Cal signature page
validating that the information is
correct.

Follow These Steps

1. Print a copy for signing.

2. Have the applicant sign
and date. Add your signature
and date. Then enter the date
it was signed in One-e-App.

3. Make a copy for the
applicant.

4. Fax with other required
verification documents.
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STEP 7: Program Information

Notes

Important Information For Persons Requesting Medi-Cal

Application ID: 200720300033
Representative Name: Marshall Smith

Privacy and Confidentiality Notification

Sections 14011 and 14012 of the Welfare and Institutions Code allow county welfare departments
to get certain facts from you to decide if you, or the persons you represent, can get Medi-Cal
benefits. You must provide these facts to get Medi-Cal benefits. The information will be used:

. By the county welfare department to establish first-time and ongoing Medi-Cal eligibility.

By Administrative Vendor (AV) to process claims and make Benefits Identification Cards (BICs).
By the United States (U.S.) Department of Health and Human Services to make audit and
quality control reviews and verify Medicare Buy-In and Social Security Numbers (SSNs).

To verify alien status with the U.S. Immigration and Naturalization Service (INS) only for aliens
who claim to be lawfully admitted for permanent residence or Permanently Residing in the U.S.
Under Color of Law (PRUCOL) or Amnesty Aliens with a valid and current I-688 card. The
information the INS receives can only be used to determine Medi-Cal eligibility, and cannot be
used for immigration enforcement unless you are committing fraud.

By medical services providers and health maintenance organizations to certify eligibility.

To identify health insurance coverage and take recovery actions.

B

P

o

Medi-Cal Applicant/Beneficiary Rights, p ies, and Underst:
I have the right to:
1. Ask for an interpreter to help me in applying for Medi-Cal if I have difficulty in speaking or
understanding the English language.
Request a face-to-face interview with a county representative.
Be treated fairly and equally regardless of my race, color, religion, national origin, sex, age, or
political beliefs.
Apply as a disabled person if I think I am disabled.
Receive information about the rules for retroactive Medi-Cal eligibility.
Apply for Medi-Cal and to be told in writing whether I qualify for any Medi-Cal program.
Review Medi-Cal program rules and regulation manuals if I want to question the basis on which
my eligibility is approved or denied.
Have all facts that I give to the county welfare department kept in the strictest confidence
and to look at those facts during regularly scheduled office hours.
Receive an immediate need card, when possible and eligible, if I have a medical emergency or I
am pregnant.
_Receive Medi-Cal, as authorized, while my satisfactory immigration status is being documented
and verified, if I am otherwise eligible. Aliens who are lawfully admitted for permanent residence
or PRUCOL or Amnesty Aliens with a valid and current 1-688 card are in a satisfactory
immigration status.
_Receive information about the Child Health and Disability Prevention Program (CHDP} and the
Special Supplemental Food Program for women, Infants, and Children (WIC), and to ask for help
in receiving those services
.Receive information about the Personal Care Service Program (PCSP), and to ask for help in
receiving those services
13.Receive information about the Early and Periodic Screening, Diagnosis, and Treatment Program
(EPSDT)
14.Ask for and receive information about the Family Planning Program and be told if I am eligible for
those services
15.Speak to 3 social worker about other public or private services or resources that I can get.
16.Receive information about Medi-Cal Health Care Plans that my family and I can join to get a
doctor and other medical care, and to choose the option I prefer.
17.Lower my share of cost by providing past unpaid medical bills (that I still owe)
18.Reduce my property reserve to within the Medi-Cal property limit by the last day of a month for
which I want Medi-Cal, including the month I apply, and to be told how I may spend my excess
property.
19.Divide countable (nonexempt) community (MY SPOUSE's AND MY) property by written
agreement into equal shares of separate property if ether of us entered a long-term care (LTC)
facility before September 30, 1989.
20.Keep a certain amount of countable separate and community property if I enter an LTC facility
on or after January 1, 1990, My spouse and T have the right to be told the amount.
21.Have a state hearing if I am dissatisfied with an action taken (or not taken) by the county
welfare department or the State Department of Health Services, except actions relating to the
Health Insurance Premium Payment (HIPP) and Employer Group Health Plan (EGHP) programs. If
I want a state hearing to appeal the decision, T must ask for it within 90 days of the date the
Notice of Action (NOA) was mailed to me. If I do not receive a NOA, I must request a hearing
within 90 days from the date I discover the action (or inaction) with which I am dissatisfied.
The date of discovery is the date I know, or should have known, of the action. The best way
to ask for a hearing is to contact the nearest county welfare department.

0 9
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I have the Responsibility to tell my County Representative within ten days whenever:
1. Income received by me or any member of my family increases, decreases, starts, or stops. This
includes income from Social Security Administration (SSA), loans, settlements, or any other
source.

I plan to change or have already changed my place of residence or mailing address.

A person, including a newborn child, whether or not related to me or my family, moves into or
out of my home.

An absent parent returns to the home.

I or a member of my family gives birth, becomes pregnant, or ends a pregnancy.

1, my spouse, or any member of my family enters or leaves a nursing home or an LTC facility.

I receive, transfer, give away, or sell real or personal property (including maney), or when
someone gives me or a member of my family such things as a car, house, insurance payments,

W

Nowns

etc.

LUHAYE @ Liange i1 SAPENSES 1SIGLEU LU Iy JUU U1 SUULEUUIL {FUI SXSIIPIE. L Cars,

transportation, etc.)

1 or a member of my family becomes physically or mentally impaired (this would include a child

in the family).

12.1 or a member of my family applies for disability benefits with the SSA, Veterans Administration,
or Railroad Retirement.

13.0ne of my children drops out of school or retums to schaol.

14.There is 3 change in the citizenship/immigration status of any family member applying for or
receiving Medi-Cal.

15.Health insurance coverage for me or a member of my family changes.

-
oy

I have the Responsibility to:

. Complete and return a status report by the date required when requested.

. Give proof that I am a resident of California.

. Make a declaration about my citizenship/immigration status.

. Provide an SSN for myself and/or for any member of my family who has an SSN and wants
Medi-Cal benefits. 1f T am a U.S. citizen, a U.5. national, or an alien in a satisfactory
immigration status, I must apply for an SSN and provide it to the county if I do not already
have one. If I need to apply for an SSN, I can get help from my eligibility worker, but T must
work with the SSA to clear up any questions or my Medi-Cal will be denied or stopped. (Aliens
who are not in a satisfactory immigration status and do not have an SSN can get restricted
Medi-Cal without applying for an SSN if they meet all the rules.)

Apply for any income that may be available to me or any member of my family.

Apply for Medicare benefits if I am blind, disabled, have End Stage Renal Disease, or am 64
years and 9 months of age or older and eligible. T am respansible for teling my providers that [
have both Medi-Cal and Medicare coverage.

Apply for and enroll in any health insurance if that is available to me and my family at no cost. T
have the responsibility to remain enrolled in the health plan when Medi-Cal approves payment
of plan premiums by the State of California.

Report to the county department, and to the health care provider, any health care
coverage/insurance I carry or am entitled to use, including Medicare. If I willfully fail to give
this fact, I may be quilty of a criminal offense, or may be billed by my provider.

Pwne

o w;

N

@
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Medi-Cal (cont.)

This is the Medi-Cal Rights and
Declarations (MC219 Form). It
continues on the next page.
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sTep 7. Program Information _
8. I have any expenses that are paid for by someone other than myself. Med I -Cal (C O nt.)

9. I or a member of my family gets a job, changes jobs, or no longer has a job.

10.1 have a change in expenses related to my job or education. (For example: child care,
transportation, etc.) ° MC219 Form (Cont-)

11.1 or a member of my family becomes physically or mentally impaired (this would include a child
in the family).

12.1 or a member of my family applies for disability benefits with the SSA, Veterans Administration,
or Railroad Retirement.

12.Take my BIC to my medical provider when I am sick or have an appointment. In emergencies
when the BIC is not in hand, I must get the BIC to the medical provider when possible.

14.Report to the county department when I receive health care services because of an accident
or injury caused by another person’s action or failure to act, for which Medi-Cal has been, or
may be billed.

15.Cooperate with the State or county in establishing paternity and identifying any possible
medical coverage I or my family may be entitled to through an absent parent.

16.Cooperate with the State of California if my case is selected for review by the quality control
review team. If I refuse to cooperate, my Medi-Cal benefits will be stopped.

I understand that:

. Failure to give necessary facts or deliberately giving false facts can result in Medi-Cal benefits
being denied or stopped. My case may also be investigated for suspected fraud.

. The facts I give will be checked by computer with facts given by employers, banks, SSA,
Franchise Tax Board, welfare, and other agencies. I will have the right to give proof to correct
any facts which are found to be wrong.

. Aliens who are not in a satisfactory immigration status and do not have an SSM can get
restricted Medi-Cal without applying for an SSN if they meet all the rules.

. Immigration status data given as part of the Medi-Cal application is confidential.

. Based on my income, I will have to pay or be billed for part of my medical expenses before 1
can get Medi-Cal.

. If I do not report changes promptly, and because of this, receive Medi-Cal benefits that I am
not eligible for, I may have to repay the State Department of Health Services.

. If I am receiving Medi-Cal based on disability and I apply for disability benefits from the SSA,
and the SSA denies my disability claim, my Medi-Cal may be stopped. If I appeal my SSA denial
right away, my Medi-Cal will continue until the SSA makes a final decision. If the SSA allows my
claim, then my Medi-Cal benefits will continue. If the SSA does not allow my claim, then my
Medi-Cal benefits will stop.

. As a condition of Medi-Cal eligibility, all rights to medical support and/or payment for medical
services for myself and any eligible persons that I have legal responsibility for, are
automatically assigned to the State.

. If medical support is court-ordered from an absent parent for my children, the insurance carrier
must allow me to enroll and provide benefits to my children without the absent parent's
consent.

-
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10.If I don’t apply for or keep no-cost health coverage or state-paid coverage, my Medi-Cal
benefits and/or eligibility will be denied or stopped.
11.When I apply for Medi-Cal, I will be evaluated for potential eligibility under other medical
assistance programs, including the HIPP and EGHP programs.
12.If I ask a Medi-Cal provider for any services not covered by my non-Medi-Cal health insurance
plan, I must give the medical provider a written statement from my health plan saying it does
not offer the Medi-Cal-covered services.
13.Medi-Cal providers cannot collect insurance copayment, coinsurance, or deductibles from me
unless the payment is used to meet my Medi-Cal share-of-cost and/or copayment. () () > & 0
14.If I am admitted to a nursing facility and I have no intention of returning to my home, the
State may impose a lien against my property.
15.After my death, the State has the right to seek reimbursement from my estate for all Medi-Cal
benefits I received after age 55 unless I have a surviving spouse (during his or her lifetime),
minor children, blind or permanently and totally disabled children, or it would create a hardship
for my heirs.
16.After the death of my surviving spouse, the State has the right to claim from the part of his or H H H
her estate received from me, all Medi-Cal benefits I received after age 55 up to the amount of 1 Prlnt a Copy for Slgnlng'
property my spouse received from my estate.

Sign and keep for your records.
I hereby state that I have reviewed the information on this form with the county representative

;’:}!i:‘;ﬁ Iar::\\}:fou;jlenrgat;n:hgg'eR“J;;"“FtS;‘AND RESPONSIBILITIES to have my eligibility determined for 2 Have the appllcant Slgn
and date. Add your signature
and date. Then enter the date
it was signed in One-e-App.

Applicant Signature Date

Signature of Person Helping Applicant Fill out the

Form RS

[JI decline to sign the above declaration.

For System Use /

Please enter the d3te the declaration was signed.

3. Make a copy for the
applicant.

® Print ® Generate Universal Summary Next

4. Fax with other required
verification documents.

Applicant can choose to decline
to sign the form. This will end
the application process.
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STEP 7: Program Information

Tell us about Cheryl Smith's immigration status Notes

Does Cheryl Smith have a Social Security Number (SSN)? O Yes ' No

Is Cheryl Smith an amnesty alien with a valid and current I-
U Y eagz O Yes ONo

What was Cheryl Smith's Name when he/she first entered the United States?
Same as previously entered ]

First Name
Middle Name
Last Name

Suffix | ----- Select One---— v

What country is Cheryl Smith a citizen of?|----- Select One----- -

Date of Entry to U.S |1 1 2005

91

Medi-Cal (cont.)

Medi-Cal Immigration
Information
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Tell us about Cheryl Smith 's immigration status B Notes

Please indicate the status category which entitles

A conditional entrant admitted to the United States before April 1, 1980
An alien paroled into the United States including Cuban/Haitian entrants
An alien subject to an Order of Supervision

An alien granted an indefinite stay of deportation

An alien granted an indefinite voluntary departure

An alien on whose behalf an immediate relative petition (INS Form I-130) has been
approved and who is entitled to voluntary departure

An alien who has properly filed an application for lawful permanent resident status
An alien granted a stay of deportation for a specified period

An alien granted asylum

A refugee admitted to the United States April 1, 1980

An alien granted voluntary departure who is awaiting issuance of a visa

An alien in deferred action status

An alien who entered and has contiunously resided in the United States since before
January 1, 1972, who would be eligible for an adjustment of status to lawful permanent
resident pursuant to INA section 249 (eligible as a registry alien)

An alien granted a suspension of deportation whose departure INS does not contemplate
enforcing

An alien granted withholding of deportation pursuant

An alien, not in one of the above categories, who can show that: (1) INS knows he/she
is in the United States; and (2) INS does not intend to deport him/her, either because of
the person's status category or individual

None of the above

O OO0 O OoOoooOoooooooono

T\

® Generate Universal Summary ¥ Print Form Next

St of bbb man San by Depateset et Savices

STATEMENT OF CITIZENSHIP, ALIENAGE, AND IMMIGRATION STATUS

[P oate
Cheryl Smith 0712307
Fent rame. ot persan acing o splcant

Marshall_Smith

Reistorahs & sepleant
Spouse

SECTION A: MEDI-CAL BENEFITS TO CITIZENS AND ALIENS
Citizens and nationals of the United States who meet a1 eligibiity requirements may reoeive il Med--Cal benefis

Aliens who meet all sigibiiy requirements may receive eiher full Med-Cal benefis (7 they are in 2 satisfactory immigration status) or
restricted benefts Emited to emergency and pregnancy-reisted senvices F they are not in 2 sadsfactory immigration status).

Satisfactory immigration status and full Medi-Cal benefits for aliens: Federal and state Law provide that ful Medi-Cal benefts may be
received anly by aliens who are in 3 satsfactory immigration status and who meet l eigiility requirements including California residency
Aens are in 3 satstaciory mmigration skius f they are amnesty 3-ens witt vaid snd sUment lawiu temporary resident caros (-2E8) or lawiil
permanent resicents or pemmanendy residing in the U.S. under color of law (PRUCCL). The 16 PRUCOL categories are listed in
SECTION B, guestion & below.

Documented aliens not in a satisfactory immigration status who mest a1 sligisiity requirements, including California residancy, may
receive restricted hensfits (imited to emergency and pregnancy-related services)

Undocumented aliens who mest 31 siigitiliy requirements, including Califoria residency. may receive resticted benefits (imited to
emergency and pregnancy-relaied senvices).

Cilizenshiplimmigration status information: Every person requesting Medi-Cal is required fo provide information abiout hisiher citizenship
or immigration status. Immigration status information provided as part of the Mesi-Cal apphcation is confidential and cannot be used by the
NS for immigration enforcement unless you are commiting fraud.

Alien status documents and verification requirements: Aliens who claim to be in a sasfactory mmigration status (SI3) for Medi-Cal
purposes must present INS documents that Snow ther immigration siatus  they hawe an INS document o are ekgible b obtain onz. Alins
who claim to be in an SIS, but who an INS decument or {for example, abens in the last PRUCOL category
indicated in SECTION 2 below) should submit other evidence establishing their immigration siatus. INS documents will be verifed by the INS,
ARens whe do net have these decuments with them, or who have unrsscable documents, may bring U fECSipts which show that they have
aspiied for replacements. Alens will have 20 days i do s, ar untl their Medi-Cal application is ruled cn, whichever is longer. If tre alien s
othenuise ligible. Med-Cal wil be issued d iod and while is being verfied by the INS. I nane of the
documents contains the applicant’s photograph. they must show us an identty document which estabiishes that the agglicant is the persan
named in the documents.

Social Security number requirement: Every person requesting Med-Cal who has a Social Security number is asked to provide it to the
‘county we'fare depariment, U.S. tizens, LS. nationals, and aliens 0 bein o de not have a Soeial
‘Securty number must apply for one and provide it 1o the county wefare department. Afens in satisfactory immigration siatus for Medi-Cal
purposes who ned help applying for a Social Security number should ask their eligibilty worker for assistance. Aliens who are not in 3
satisfactory immigration stafus and who o not have a Social Securty number can sill get restricted Med~Cal if they meet all eligiiy
requirements.

SECTION B: CITIZENSHIPIMMIGRATION STATUS DECLARATION
1. 15 the applicant a ciizen or national of the Unted States? Oves  @No

Ifhe applicantis a citizen or 2 national of the United Siates. where was heishe bom?,

4. s the applicant 3 PRUCOL alien? OYes  ONe
IMPORTANT: All PRUCOL aliens must indicate their specific PRUCOL Status in question 5.

Medi-Cal (cont.)

Medi-Cal Immigration
Information (MC13 Form)
cont.

These screens will populate
the MC13 form for the
applicant to print and sign.

1. Print a copy for signing.

= 2. Have the applicant sign
= and date.

3. Make a copy for the
applicant.

I
IF YOU ARE A CITIZEN OR NATIGNAL OF THE UNITED STATES, 50 DIRECTLY TO SECTION D IF YOU ARE AH ALEN, . .
PLEASE ANSWER DUESTIONS 2, 3, AND 4 BELOW (AND DUESTION 5 IF YOU CLAIM T0 BE PRUCOL) THEN COMPLETE 4 F th th d
SECTIONS CAND D. IF YOU ANSWER "NO" TO QUESTIONS 2, 3, OR 4 BECAUSE THOSE CATEGORIES DO NOT APPLY . Fax wi other reqUIre
TO YOU. YOUR ANSWER IS CONFIDENTIAL. THIS INFORMATION CAN OHLY BE USED FOR MEDI-CAL FURFOSES AND . .
CANNOT BE USED BY THE INS FOR IMMIGRATION ENFORCEMENT UNLESS YOU ARE COMMITTING FRAUD. f t d m t
2. Is the applcant an amnesty alien with 3 valid and current 15857 Oves  @Ns Verincation documents.
3. s the applicant a lawful permanent resicent? OYes  @Ne

. I the applicant would qually for Nedi-Cal benefits as a PRUCOL asen, indicate the status category which entitles himiher to that
ciassification:

O A conditional entrant admitied to the United States before April 1, 1280
3 #n alien parcled into the United States, including CubaniHaitian entranis

w13 e
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Adult Medi-Cal Completion Not .
o Medi-Cal (cont.)

You have successfully collected all the required data elements for Adult Medi-Cal. Upon click of the
Submit button the application will be completed in One-e-App and be forwarded to the file
clearance worker at SSA.

A Submit to Medi-Cal!

200?20300033%37
| Person |Status| Program \Coverage| Program Summary .
| cheryl smith[Referred| Medi-Cal Full Scope, Share of Cost | Primary | N/A You have reached the Medi-Cal
Completion Page. Click here to submit
Note: Each ’-ﬁ“ Indicates that the application is ready to be transferred to . the app|ication_

MNote: Each “{‘Ei_-'y Indicates that the application is not ready to be transferred to .
Note: Each E Indicates that the person's information is complete.
Mote: Each ' Indicates that the person's information is incomplete.

Click on the “Generate Fax Cover” to
print the One-e-App fax cover sheet.
Once you fax in the required

Submit documentation to One-e-App you have
completed the application. See page
139 for faxing tips.

® Generate Fax

° ® Languages ® Generate Universal
Print Summary

Cover
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Creating Applications Part Two: proGRAM suBMISSION

sTEP 7: Program Information _ ___
Child Health and Disability

Prevention Program

IMPORTANT: This is for users from

User Login CHDP Provider agencies who can
submit electronic CHDP

You have the following User Types. applications through the State

Pl lect [ t -

proceed oo P | CHOP Provider 4 Department of Health’s CHDP
Gateway.

In order to submit applications to the CHDP
@ Gateway using One-e-App, you must have at

least one of the following One-e-App User

Types:

¢ CHDP Provider (only submits to the
Menu Gateway)

e CAA User Type that can submit to the

() Begin CHDP Application CHDP Gateway

{7 Conduct Application Search
yView CHDP Provider Workload
{3 CHDP Program Submission Workload

All other users can make referrals to CHDP.
See page 67 for the CHDP referral process.

This manual shows the application process
from a CHDP Provider User Type
perspective. You may also submit to the
CHDP Gateway from the Preliminary
Eligibility page if you have user permissions
to do so.

{1 Review Supervisor Expired Applications
Oy View Ticklers
) View Notes

@ After logging on as a CHDP Provider User
Type, click “Begin CHDP Application”
from the Menu. This will prompt you to
conduct an application search.
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STEP 7: Program Information

Search Results

To retrieve and continue with an application, click on the applicant’s name. Applications that you are

authorized to coauthor are highlighted.

Applications in Progress

Applicant Name Created By Created Date Application ID Score
Miller, Susan Vishnu Katta 7/22/2007 200720200084 100.00
Miller, Susan Ashok K Rout 7/22/2007 200720200126 100.00
Miller, Susan Sarah Boehm 7/24/2007 200720400528 100.00
Miller, Goon Srinivas Redlam 7/23/2007 200720300413 73.00
Parker, Susan Vishnu Katta 7/15/2007 200719500379 65.00

Applications Pending Submission

| Applicant Name | Submitted By | Submission Date | Program Name ‘ Application ID |Sc0re| |

| Jhon Miller [ Srinivas Redlam | 7/23/2007 | CHDP | 200720300405 | 72.00 |
Submitted Applications
Applicant | Submitted | Submission Application
Name By Date Program Name D ore
I . Medi-Cal for Children and
Susan Miller [Vishnu Katta| 7/15/2007 Pregnant Woman (Reconsidered) 20071950017/{100.00
[| susan Miller |ashok K Rout]  7/17/2007 Medi Callfogchidregland 200719600£64(100.00
— Pregnant Woman
Applications Referred for CHDP Submission /
Applicant Date Of Creation S
Name Birth Created by Date |lApplication ID| PegrsonID |Score
F Jhon Miller 12/12/2006 [Redlam,Srinivas| 7/23/2007 |200720300405 33}’01080203070 68.00
¥ Jhon Miller 12/12/2006 [Redlam,Srinivas| 7/23/2007 |200720300405 %801080203070 ©68.00
| Kenny Miller 12/12/1992 [Redlam,Srinivas| 7/23/2007 20072030041%/|33801084203076| 56.50
O] erry miller 12/12/2001 | Katta,Vishnu | 7/15/2007 2007195002/1 33801006197075 50.00
O Jerry Miller 12/12/2001 | Katta,Vishnu 7/15/2007 200719509621 133801006197075| 50.00
[l Robert Miller 1/1/2003 Rout,Ashok 7/16/2007 200?196}2{0864 133801168196071) 50.00
| robert Miller 1/1/2003 Rout, Ashok 7/16/2007 200719600854 33801168196071 50.00
O| robert Miller 1/1/2003 Rout,Ashok 7/16/2007 2007/{9600864 32801168196071| 50.00
[]| Robert Miller 1/1/2002 Rout,Ashok 7/19/2007 20?519900645 133801145199073| 50.00
| Robert Miller 1/1/2002 Rout,Ashok 7/19/2007 %Xf0719900645 133801145199073| 50.00
| robert Miller 1/1/2002 Rout, Ashok 7/19/2007 200719900645 [33801145199072| 50.00
]| Robert Miller 1/1/2005 Rout,Ashok 7;’19,.-"2007/ 200719900660 (33801148199070( 50.00
[l Robert Miller 1/1/2000 Rout,Ashok 7;’23,-"20[}'5 200720300017 (33801002203075( 50.00
| Robert Miller 1/1/2000 Rout, Ashok 7;23;2;(0? 200720300017 [33801002203075| 50.00
[J| Robert Miller 1/1/2000 Rout,Ashok 7[23%007 200720300017 |33801002203075| 50.00
. Keloy Miller 7/7/1995 |Redlam,Srinivas| 7;’;&4}2007 200720300413 (33801085203075( 50.00
| Robert Miller 1/1/1999 Rout,Ashok 7/24,-"200? 200720400551 (33801105204079( 50.00
| robert Miller 1/1/1999 Rout, Ashok /9124,*2007 200720400551 [33801105204079| 50.00
Total number of applications in pfogress : 3
Total number of determined applicatjons pendin91
ubmission
Total number of submjfted persons : 14
® Begin New ® Modify CHDP . i
® Search i g i fy ® vView Clipboard Next
Application Referral
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Child Health and Disability
Prevention Program (cont.)

The search results page will show all
applications in progress, pending submission
and submitted. It will also show applications
that have been referred by a CAA to a CHDP
Provider for submission to the Gateway.

You can choose either Begin a new CHDP

Application or Modify an CHDP Referral by
clicking on the appropriate icon.
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STEP 7: Program Information

Application Information

Please select one of the following options:

‘_

O Are you a Parent/Legal Guardian who is applying for children to the Child Health and Disability

Prevention Program (CHDP)?

O Are you less than 19 years of age and are applying for yourself to the Child Health and

Disability Prevention Program (CHDP)?

g

Tell us about the Household

Parent/Legal Guardian
+ First Name|Sandra

Middle Name
Last Name |La Test
Suffix | ---Select One-— v
Gender (O Male O Female

Home Phone |555 ||555 ||5555

Work Phone X

Message
Phone

What
language do
you speak
best?
What
language do
you read
best?

English hd

English hd

Homeless? Oyes & No

Are home and
mailing address the & yes O No
same?

Home Address (do not use PO Box)
Delivery Type | Street Address
Street Number 3600
Prefix |-Prefix-
Street Name |Oak Hill
Post Direction

Unit Type and
Number

City
State
Z

Los Angeles

California

p 80032

County |San Francisco | %

Mailing Address
Delivery Type
Street Number
Box
Prefix
Street Name

Post Direction

Unit Type and
Number

City
State
Zip
County

g

v

Next

Notes

Verify

Verify

Next
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Child Health and Disability
Prevention Program (cont.)

This is the first screen of the application
asking whether they are a Parent/Legal
guardian or a person under 19 years old
applying for CHDP coverage. CHDP requires
the primary informant to be one of these
options.

Note: This differs from the Primary Informant
for the CAA access that can be anyone
whether they are a member of the household
or not.

The next screen is the demographic page for
the Parent/Legal Guardian.
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STEP 7: Program Information

Tell us about the Child(ren) in the household Notes
Is this child applying for health care coverage? @ ves OMNo
What is your relationship to
+ First Name |Record jefss [Barant b
child?
Middle Name
Has Benefits ID Card (BIC) or
Last Name |La Test e T ®ves O No
Suffix | —Select One— g BIC Number |90046027U66244
Gender & Male O Female

Mother's Information

Date of Birth |03 16 2003 First Name
~ SSN Middle Name
(Optional)

Last Name

Select the reason fdt the visit | 01-SpogefCamp Fhysical

Are there any more children in the
household?

Oxes @i

® Generate Universal

® view Periodicity Schedule Next

Summary

g

One-e-App Person Clearance Notes

Please review the results of the One-e-App person clearance and indicate whether the person has
used One-e-App to apply for health care assistance programs. If you select 3 name below, the
associated Person ID will be applied to the individual in this application.

Sandra La Test

Child Health and Disability
Prevention Program (cont.)

This screen collects the demographic
information for the child. There are also some
additional CHDP Gateway questions.

Indicate whether there are any more children
in the household here.

Click here to view the Periodicity Schedule.

This the person clearance screen. If you find
a match, check the button next to the
individual, otherwise check the button to
indicate they are not known to One-e-App.

Person Name Person ID Date Of Birth | Place Of Birth | Gender |Score
| Sandra La Test | 33801059197071 100.00

Sandra L A Test | 33801125195075 Female | 92.80
@& The person is not known to One-e-App
Record La Test

Person Name Person ID Date Of Birth | Place Of Birth | Gender |Score
(| Record La Test | 33801060197078 3/16/2003 100.00

Record L A Test | 33801126195074 3/16/2002 Male 94.60
@ The person is not known to One-e-App

Next
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STEP 7: Program Information

Household Person Details Notes Child Health and Dlsablllty
Person details for the application are summarized below. Preventl O n Prog ram (CO nt ')
Adult(s)
| ‘ ‘ | | This page shows a summary of the
Name Date of Birth Person ID Applying for Coverage R :
[ Sandra La Test | " S3s01075205072 | o | household members and who is applying for
coverage.
Child(ren)
\ Name [ Date of Birth | Person ID [ Applying for Coverage |
| Record La Test | 3/16/2003 | 33801076205071 | Yes |
@ Next
Additional Household Information -, .
Notes On the Additional Household Information
/ page, enter the number of family members on
How many people are in your family? 2 this page and the famlly income before taxes.
How much money does your family make before taxes?
Frequency Twice a Month |
Amount $250.00
Gross Amount $500.00
W Generate Universal
Next
Summary
Preliminary Eligibility Determination Notes Click “Calculate” to show the preliminary
eligibility page.

To see which programs or coverages the applicant(s) may potentially be eligible for, click the
Calculate button below. This is only a preliminary determination. The application is NOT being
submitted at this point.

® Generate Universal
Calculate

Summary
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STEP 7: Program Information

Preliminary Eligibility Results “inotes  Child Health and Disability
Prevention Program (cont.)

Based on the information you have provided, the following members in your household may be

eligible for the following programs.

This page shows the preliminary eligibility

Preliminary Eligibility for Programs results for the applicants.
Opt Out Person Name Program Name
| < Bocord | o Tect CHDP

An applicant can choose to “Opt Out” of
applying for this program by checking this
box. An application will not be submitted.

Generate DHS 4073
@ Genera

¥ Languages Next

You must print the DHS 4073 form from this
page before proceeding. The system will pre-
populate this form with data you entered so

far.
CHILD HEALTH AND DISABILITY PREVENTION (CHDPF) PROGRAM
PRE-ENROLLMENT APPLICATION

Instructions to the Parent or Patient:
« In order fo receive a healkh examination today at no charge, you must provide the information required on this form. The

infarrration you give s confidential This & a volunlary program.

Is the patient kess than 19 years of age? [ves [ Mo

Hiw My peosle are in your Tamily? 2

How much money does your family make before taxes? 3 500 o §

Monisky Fuamsy

» You or your child may be efigible for continued health care coverage through Medi-Cal or Healthy Families.

| weant fo apply for contnuing coverage through Medi-Cal or Healiby Famies. [ ves h.o

If you answered yes 1o this question, an epplication wil be mailed fo you in & few days. Plesse retum & prompdly. If you

answened ne to this gueston (or f you answered yes but do not return the applicaton), the patient's coverage for health, O O a a epn

dental, and wision Denefits will stop &t the end of next month uniess the county Depanment of Social Senices notifies you

otherwise
Patient Information
Does the patient have a State of California Benefits Identificaton Card (BIC) or Medi-Cal card? Vcs O he
I yes, what is the entification number on the BIC card {if svaisbiey? 90046027U65244 . L
P e T e 1. Print a copy for signing.
La Test Record
Dota if bt (o felaydyweary a i Fatisnts moma | Cosurty simhar (S5M) fopomal)
3/16/2003 '* L] Femaie | 602-83-0913
[ you ane homeless, chack hem. Enter the general location in the “Horme addmees” section and complets e “Mailing address” section
Hosw addns #garirmust surrber | ity IETD [ZiF code
3600 Ok Hill AVE Los Angeles CA 94110

Cusnty of rwscdemce

: 2. Have the applicant sign
San Francisco

Mailiag addnza (f dferent Fos Sase addis) Bgarlrrust surrbir | GRy ] [2iP cumu and date.

Widda i /

F

E

Mother s s re—Las

Firid.
La Test Sandra
For patients under one year of age, please complete this section,

If less than one year of Bge, did the infant ve with the mother in the manth of bifhe Oes fla
TR g e TS B e Mt vl o ekl vy i 3. Make a copy for the

]

Parent/Legal Guardian Information appllcant'

Mm=n of paceniingal gumestan or mmancipabed minor pabeni—Last First

La Test Sandra

Homeg bekaphon o memiter Wik tolephone rumber 0 Telephong muU mber

[ 555) 555-5555 { i
'I‘Er.l-ri?\.nﬁuuuyuu1ml o home? ' tWhat leeguage

nglis : Englig) . .

r—— [ 4. Fax with other required
| am requesting a CHOP heslth examnslion todey. | cegil thet | have read and understand this form | declare that the , Verlflcatlon documents into
information | have provided is true, comect, and compl

Signature of pasentigeandan o smascpaied misor Reintionssiz i patiesk Cote One‘e‘App.

Parent
An individusl hes & righl Lo revéew reconds conlaining histes persasal infomation. The ofical ently responsitie for keaping the informetan is the Department L

of Henlth Senaces, MS 100, P.O. Box 557413 Sacramento, CA 950557413, A cooy of this information may be shared with the county Department of Sooal
Serdices in the county in which wou reside snd wil be kepl with your chitd's medicsl mcond by your chitd's CHOP prosdder.

g
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STEP 7: Program Information

CHDP Signature B Notes Child Health and Disability
Prevention Program (cont.)

Application ID : 11200720500012

Representative Name : Sandra La Test .. g .
This is the CHDP Certification page. Follow
Certification the steps below.

I am requesting a CHDP health examination today. I certify that I have read and understand this
form. I declare that the information I have provided is true, correct, and complete.

0llo aYay= an
Applicant Signature Date
[J1 decline to sign the above declaration. @ 1. Pl’int a COpy fOI’ Signing.
For System Use
Please enter the date the declaration was signed. a7 25 2007 \
«— —% 2. Have the applicant sign
and date. Then enter the date
- it was signed in One-e-App.
) ® Generate Universal
® print Next

Summary

g

=

3. Make a copy for the
applicant.

4. Fax with other required
verification documents into
One-e-App.

100 Chapter 4: Creating Applications Part Il



Creating Applications Part Two: proGRAM suBMISSION

STEP 7: Program Information

CHDP Informed Consent Ch | I d Health an d D| Sabi I |ty
The California Department of Health Services requires completion of this form before any data is Preven tl O n Pro g ram (C O nt -)

submitted from One-e-App to the CHDP Gateway. By signing below, I, as the parent or guardian of an
applicant or as an emancipated minor applicant for Child Health and Disability Prevention (CHDP)
benefits, hereby consent to allow Test Organization to store the data elements of the DHS 4073

CHDP Pre-Enrollment Application and the CHDP Gateway pre-enrollment eligibility result, and the Client P
Index Number (CIN) in La Test,Record s One-e-App application record. I also consent to share the Thls IS the CHDP Informed Consent page-
eligibility information on this application the eligibility result received from the CHDP Gateway, and CIN . - .
with the following agencies: Review with the applicant. If they choose to
® San Francisco Community Consortium Clinic they Can pUI an end date a's to When they
. gfgg?;m? Department of Health Services (Medi-Cal and Children™s Health and Disability approve the Sharlng of the data Then fo”ow
® California Managed Risk Medical Insurance Board (Healthy Families Program)
® San Francisco City and County Department of Public the Steps beIOW
® San Francisco General Hospital
® San Francisco Health Plan
® San Francisco City and County Human Services Agency
I understand that this information may be used for administrative purposes related to CHOP (for . . a a a )

example, to obtain payment from the State of California for CHDP services) and that j#may be
disclosed to the entities listed above for the purposes of:

Californiakids

Child Health Disability Prevention Program
Healthy Families

Healthy Kids

Healthy Kids Young Adults

Healthy San Francisco

Medi-Cal

Medi-Cal for Children and Pregnant Women
Administrative purposes, including grant reporting, ppdgrammatic reporting, and evaluations.

1. Print a copy for signing.

2. Have the applicant sign
and date. Then enter the date
it was signed in One-e-App.

I understand that this permission will remain in effegf unless an end date is indicated below, or I
decide to cancel this permission at any time by ifying Test Organization in writing.

Effective Date: July 25, 2007

End Date:

I understand that this consent is voluntary and that treatment, payment, or eligibility for my benefits
will not be affected if I do not sign this consent form. I also understand that if I do not sign this
consent, the applicant child will not be able to apply for CHDP Gateway coverage through One-e-

3. Make a copy for the
applicant.

4. Fax with other required
@ verification documents.

assessment and immunization services, be pre-enrolled in Presumptive Eligibility Medi-Cal or
Families, be able to request that a joint application for Medi-Cal and Healthy Families be
applicant child, and, if an infant, be able to request deemed eligibility for regular Medi-

I understand that I have the right to receive a copy of this consent form.

I understand that a person to whom information is disclosed pursuant to ti
further disclose this information unless another authorization is obtained
such disclosure is specifically required or permitted by law.

authorization may not
om me, unless except if

Test
Test CA 90001

Signed by:

Signature of parent/guardian or emancipated

Date
minor
Relationship to Applicant
Print Applicant’s Name Print Name of Parent/Guardian (if applicable)

[J1 decline to sign the above declaration.

w

For System Use

Please enter the dfte the declaration was signed.

® Print ® Generate Universal Summary Next

Applicant can choose to decline
to sign the form. This will end
the application process.
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STEP 7: Program Information

CHDP Submit Application notes  Child Health and Disability
Prevention Program (cont.)

To complete the application for processing, click the Submit button below.

Preliminary Eligibility
Person | Program | Status
Record La Test | CHDP | Referred

£} submitto cHDP

You have reached the CHDP Submit
Application page. Click “Submit” to

Do you want to continue with a One-e-App application? ®ves ONo

Please select an assistor to help completing an One-e-App begin the process of transferring
application for you: data to the CHDP Gateway.
Assistor(s) Selected Assistor(s)
Adams, Angee (Certified Appli & Add Boehm, Sarah (HKL Superviso You can choose to refer the
Adams, Angee (CAA Supervis Boehm, Sarah (CAA Supervisc . :
Aldana, Jose (Certified Applicz Add All Boehm, Sarah (Healthy Kids Li appllcatlon to one or more CAAs to
Aldana, Jose (Healthy Kids Lia Boehm, Sarah (Certified Appli Comp|ete a full screen across all
Aldana, Jose (CAA Supervisor Delete X N
Aldana, Jose (HKL Supervisor) Delete All programs. It will go into the workload
Chandran, Simi {Certified App B8 of the CAAs listed until one CAA

picks it up from their workload to
complete it.

® Generate CHDP Summary ‘w
. @ You can also generate a CHDP
l Application summary from this page.

oneZapp

CHDP Application Summary

Gomarated By
Gemerated on

Household Infermation

1100710500013 Apphcation Crasted By Sarsh Sockes
syasranay At M St (310)F73-4643

st i Sandra L Tust s na
3

Househeld Address and Contact Infermation

1600 Dak 1481 AVE
A

TL00 Dk 160 AV
nia

L Amples
Calilernia

S0 v as1e

(35575533553 - nia
u nia
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STEP 7: Program Information

one app help suspend cancel R . .
O s Aceen o o cac Child Health and Disability

Prevention Program (cont.)

California Home | Site Help | Site Map Wednesday, July 25, 2007

IMPORTANT: The CHDP Gateway
e Cali}!l ma HM @ website page will appear in One-e-
_ _ _ App. At this point, you are in One-
<@L°g'“m Medi-Cal e-App viewing the live CHDP
Login Medi-Cal New
S8 Login Center for Transaciic: Services
POS System

Gateway site. Do not leave One-e-
App to go to the CHDP Gateway.

Status Please enter your User ID and Password. Click SUbmity

Education &

Outreach Learn how to Sign Up for Medi-Cal Internet Transactions. Click on the “Transaction Login” button to
Provider login.

Bulletins

—— Please enter your ‘ 

Manuals 5 ot Then enter your CHDP Gateway User ID and
L ease enter your . .

Fraud and Passw{)rd: Password and click “Submit”.

Abuse

Biling Tips

Contact Us

» Login Be careful to protect your user ID

Instructions and password to prevent unauthorized use.

» Services

Available

g
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STEP 7: Program Information

one@app

One Stop Access to Health Care

Patient's Name

Patient's age < 19 Years?
Family Members
Family Income before taxes

Continuing coverage through
Medi-Cal or Healthy
Families?

Patient have BIC Card?
Patient BIC #

Patient's Date of Birth
Patient's Gender

Patient's Social Security

help suspend cancel

CHDP Gateway Pre-enrollment Application Summary ~

Application Date/Time :
Record

La Test

90046027U66244
03/16/2003

M

602-88-0915

Number
Is patient homeless? N
County of Residence San Francisco
Address: 3600 Oak Hill AVE
Los Angeles
CA
94110
Mailing Address:
[%7] /mtemet
mother in the month of birth.
Mother's Date of Birth
Mother's BIC#/Medi-Cal
Card#/SS8N
Name of Parent/Legal Sandra
Guardian or Emancipated
Minor
La Test
Telephone Number (555) 555-5555
Language:Recipient speak at English
home
Language:Recipient read best English
This was a medically N
necessary interperiodic
screen.
Type of screen was
performed
Parent/Legal guardian or Y
emancipated minor has signed
the application.
Signators relationship to Parent
patient
[ Print | [ Cancel Submit |  [Submit Application | 3
® Print Next
104

Child Health and Disability
Prevention Program (cont.)

One-e-App will automatically populate the
CHDP Gateway with the data you entered in
One-e-App. Review the page and validate the
information.

Scroll to the bottom and click on “Submit

Application”
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STEP 7: Program Information

Child Health and Disability
CHDP Gateway Pre-Enrollment Response for Record La Test Prevention Program (cont.)
Please specify the CHDP Gateway Pre-Enrollment response for Record La Test Record the e||g|b|||ty outcome from the CHDP

. . / Gateway on this screen.
O Applicant over age for program eligibility

O Applicant over income for program eligibility You can also enter the BIC# from the
Gateway. If a BIC# was previously provided
by you in One-e-App, it will populate the
number here.

O Applicant currently has full-scope Medi-Cal eligibility

O applicant currently enrolled in Healthy Families
O Postal records indicate applicant residence address is outside of California
@ applicant temporarily eligible for full-scope Medi-Cal

O applicant eligible for full-scope Medi-Cal with a share of cost from birth month thr
month

O applicant eligible for full-scope Medi-Cal with no cost back to Date of Birth
O Applicant is not yet due for health assessment per CHDP periodicity sche
O Applicant is approved for Temporary CHDP coverage

O applicant currently has CHDP coverage

O An error occurred while processing eligibility for this applicant
(O system is not available

Q applicant temporarily eligible for CHDP services
O Applicant eligible for full-scope Medi-Cal

O Do not want to record the response

BIC Number |90046027U66244

@ Generate Universal
Next
Summary
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