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Children’s Presumptive Eligibility Pa6ouyui nuct npeaBaputenbHoOro
3auucrieHus

MHCTpYKLIMM ana Pogutensa unu 3aasuTtens:

Ansa Toro 4tobbl cerogHst Nony4nTb GecnnatHoe MeanMuuHckoe obcnenoBaHne, Bbl JOIHKHbI
NpeaocTaBnTb MHpOpMaLMIO, YkasaHHYo B 3ToM GnaHke. [NpegoctaBneHHas Bamu nHdopmaums
ABNAETCS KOHpMAeHUManbLHon. 3To 4O6pOoBObHAsS NporpaMma.

CKonbKo 4yenoBek B cemMbe pebeHka?

e [log cemben nogpasymeBatoTcs bnmxkanime poaCcTBEHHUKN, NPOXMBatOLWMe B Aome pebeHka.
Moxanyncta, skntounTe pebeHka, pogutenen pebeHka, bpaTtbes 1 cectep pebeHka n cynpyraly
pebeHka. Ecnun KTo-To 13 YneHoB ceMbM BEPEMEHHbIN, YKaXKNUTE KONMYECTBO OXMAAEMbIX OETEN.
He Bkntovarite Apyrmx poACTBEHHUKOB UK APY3EN, OaXKe eCrnU OHU XXNBYT BMECTE C pebeHKoM.

Ckonbko aeHer 3apabaTtbiBaeT Balla ceMbs 40 ynnaTbl Hanoros? $ mim $
BE>xemecsyHo ExxerogHo

Bbl unu Baw pebeHoK MoXXeTe umMeTb NPaBOo Ha AarnbHenwee MeanumHckoe obenyxmBaHme no nporpamme
Medi-Cal nnn nporpammam nomoLyu B onnate CTpaxoBbix B3HOCOB B pamkax Covered California.

£ xo4vy nogaTtb 3asiBNieHME Ha NPOAOIMKEHNE CTPaxoBOro nokpbiTna Yepes Medi-Cal nnu nporpammbi
MOMOLLM B onriate CTpaxoBblx B3HOCOB B pamkax Covered California. [a Het

e Ecnun Bbl 0TBETUNN g& Ha 3TOT BOMPOC, TO Yepe3 HeCKONbKO AHer Bam ByaeT BbICNaHO No nodvte
3asBneHue. Noxanyncra, 3anosiHATE ero N BEpHUTE B KpaTyanLLume CpoKu.

e Ecnn Bbl OTBETUNN HET Ha 3TOT BONPOC (UNW €cnn Bbl OTBETUNN 44, HO HE BEPHYNM 3asiBrieHue),
NOKPbITUE MEAUUMHCKNX, CTOMATONOMMYECKNX U NOCOOMI MO 3PEHUD 3aABUTENS MpekpaTUTCa B
KOHLe cnepytowero mecsaua, ecnn Department of Social Services okpyra He yBeaomuT Bac 06 MHOM.

BHumaHue: 3aseneHusa Ha Medi-Cal MoXHO nogaTb OHMavH, Mo NoYTe, No TenedOoHy UM NNYHO.
3asBuTenu MoryT nognucatb 3asiBfieHne no tenedoHy ¢ NOMOLLbIO TenedOHHOW NoanNncK, NO3BOHMB B
okpy>xHor ocouc Medi-Cal.
e KoHTaKkTHble faHHble OKpyra MOXXHO HaWUTK Ha canTe:
https://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx
e VHdopmauumio 0 TOM, Kak NogaTtb 3adBfieHne, MOXXHO HaMTK Ha canTe:
https://www.dhcs.ca.gov/services/medi-cal/pages/applyformedi-cal.aspx
e PesynbTart paccmoTpeHus 3assneHusa Ha nonydexHue Children's Presumptive Eligibility (CPE) He
BNMSAET Ha BO3MOXHOCTb nogayu 3asserneHus Ha Medi-Cal anga Bac unuv Bawen cembu. Bbl MoxeTe
nogatb 3asBneHme Ha Medi-Cal B nto6oe Bpewmsi.

UHdopmauusa o 3aaButene

Ectb nn y 3aasutens State of California Benefits Identification Card (BIC) unu kapta Medi-Cal?

[a Het

Ecnu ga, To kakon nageHTurKaunoHHbIM HOMep ykasaH Ha kapTte BIC (ecnu ectb)?
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Children’s Presumptive Eligibility Pabouui nuct npeaBaputenbHoOro
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Nwmsa 3aasutena—>Pammnus s CpegHee nwus

[aTta poxgeHus Mon Homep coumnanbHoro

(MM/DD/YYYY) - - cTtpaxoBaHua 3aasutens (SSN)

Myxcxon HKenckun (Heobsi3aresibHo)

Ecnun Bbl 6€300MHbIN, OTMETbTE 3TO none

HdomawHuni agpec Howmep kBapTupsl |[fopog Wrar |lMoyToBbIN
NHOEKC

Okpyr NnpoxxmBaHus XKusete B KanudgopHun? Oa Het

MouTtoBbI agpec (ecnu oTnnyaeTtcd) Homep kBapTupbl  |Topoa WraTt |[Mo4yToBbIN
NHOEKC

Nma matepu—damunusa Nms CpeaHuii uHnyman

Ona 3asBuTenen mnagle ogHOro roga, noxanymcra, 3anosiHMTe 3TOT pa3gen.

Hata poxgeHusa matepu (MM/DD/YYYY) Homep kapTbl BIC nnn Medi-Cal matepu nnn SSN

UHdopmauma o poautene/3akoHHOM ONeKyHe

Nms pOLI,I/ITeJ'IFI/SaKOHHOFO OonekyHa nin aMmaHcuUnmnpoBaHHOro HecoBepLUeHHONETHEro nauneHTa—

damunus Nms CpefgHui namuman
Homep gomawuHero TenedoHa Homep paboyero TenedoHa Homep TenedoHa ans coobueHni
Ha kakom s3bike Bbl rOBOpUTE AOMa? Ha kakom 5i3blke Bbl Ny4lle Bcero Yntaete?
Ceptudumkauymsn

CerogHs 51 nogato 3asBky Ha Children’s Presumptive Eligibility. A noarsepxgato, 4to npoyuTan/a n
noHan/a aty opmy. A 3aaBnsAt0, YTO NpegoCcTaBeHHas MHOK MHopMaUna ABASETCA NOMHOW, TOYHOMW U
[OCTOBEPHOMN.

DHCS 4073 (Rev 02/2024) CTpaHmua 2 us 3



State of California-Health and Human Services Agency Department of Health Care Services

Children’s Presumptive Eligibility Pabouui nuct npeaBaputenbHoOro
3auucrieHus

Moanuck poanTensi/onekyHa unu

B3anmooTHoweHunsa ¢ 3aasutenem |[data
3MaHCMMMPOBAHHOIO HECOBEPLLUEHHONETHENO

Jlnyo nmeeT NpaBo 03HAKOMUTBLCA C 3aNUCAMU, CoAePXaLLUMMKM ero NIMYHY0 MHOPMaUUIO.
OdvumanbHbIM OpraHoMm, OTBETCTBEHHbLIM 3a XpaHeHue 3Tou nHopmaumu, aensetca Department of
Health Care Services, MS 8100, P.O. Box 997413, Sacramento, CA 95899-7413. Konus aTon
nHpopmaumm moxeT 6bITb NnepegaHa B Department of Social Services okpyra, B KOTOPOM Bbl
nNpoXxuBaeTe, n ByaeT XpaHNTbCA BMECTe C MeAMLIMHCKOM KapTon Bawlero pebeHka y noctaswmka CPE.
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	Инструкции для Родителя или Заявителя:
	Информация о заявителе
	Для заявителей младше одного года, пожалуйста, заполните этот раздел.
	Дата рождения матери (MM/DD/YYYY) Номер карты BIC или Medi-Cal матери или SSN
	Информация о родителе/законном опекуне
	Сертификация

	Number of family members in the Child’s family: 
	Monthly Income: 
	Enter the yearly amount of money before taxes: 
	Do you want to apply for continuing coverage through Medi-Cal or premium assistance programs under Covered California?: Off
	If yes, what is the identification number on the card, (if available)?: 
	Does the applicant have a State of California Benefits Identification Card (B I C) or Medi-Cal card?: Off
	Applicant last name: 
	Applicant first name: 
	Applicant Middle Name: 
	Applicant date of birth: 
	Check this box if you are male: Off
	Check this box if you are Female: Off
	Applicant social security number (optional): 
	Check this box if you are Homeless: Off
	Home Address (number & street): 
	Home Address Apartment Number: 
	Home Address City: 
	Home Address State: 
	Home address ZIP Code: 
	County living in?: 
	Living in California?: Off
	Mailing Address (if different): 
	Mailing Address Apartment Number: 
	Mailing address City: 
	Mailing address State: 
	Mailing address zip code: 
	Mother last name: 
	Mother first name: 
	Mother Middle Name Initial: 
	Mother date of birth: 
	Mother BIC, Medi-Cal number or social security number (optional): 
	Guardian last name: 
	Guardian first name: 
	Guardian Middle Name Initial: 
	Home phone number: 
	Work phone number: 
	Text phone number: 
	What language do you speak at home?: 
	What language do you read best?: 
	Relationship to the applicant if applicable: 
	Date signed: 


