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

Children’s Presumptive Eligibility Pre-Enroliment Worksheet

WMHCTpyKUuMM ana poautenein Unu sassutens:

Utobbl NpoinTH cerogHs BecnnatHoe MeauLUmMHCKkoe obcnefoBaHve, Bbl JOMKHbLI NPESOCTaBUTb MHPOPMALIMIO, YKa3aHHYHo
B 310N (popme. [NpesocTaBneHHas Bamn MHhOpMaLIMa SBNSETCS KOHPUaeHUMansHow. Balle yyactme B nporpamme
ABNSeTCH LOOPOBOIBHBIM.

Bonpockl, oTMe4eHHble 3Be304KoM (*), ABNAKOTCA 00A3aTeNbHbIMM.

CKonbko YenoBek B ceMbe pebeHka?*

e [log cemben NoHUMaloTCs Grivkaiiume pOACTBEHHUKN, NpOXMBaloLLMe B Jome pebeHka. [oxanyncTa, Bkoyunte
B 9T0 umcro pebeHka, ero poauteneit, bpatbes u cectep u cynpyra pebeHka. Ecnv cpeau YneHoB cembi €CTb
BepemeHHbIe, YKaxuTe KONMYeCTBO OXMaaeMblx AeTeit. He BkntoualTe B CIUCOK APYrX POACTBEHHWUKOB UMK
ApY3eil, Jaxe eCrin OHW XUBYT C pebeHKOM.

CkonbKo fieHer 3apabaTbiBaeT Ballia CeMbsi 40 BbiYeTa Hanoros?* $ Nn'$
B mecau B rog
Bbl unu Baww pebeHok MoxeTe MMETb NPaBo Ha NPOAOIKEHNE CTPaxXoBOro NokpbITUs Yepes Medi-Cal unm nporpammbl noMoLLy
B onnarte CTpaxoBblX B3HOCOB B pamkax Covered California

£ xo4y noaathb 3asBNeHNe Ha NPOAOIKEHNE CTPaXoBOro NokpbITMs Yeped Medi-Cal unm nporpamMmbl NOMOLLKM B onnate
CTpaxoBbIx B3HOCOB B pamkax Covered California.* Oald HerO

e Ecnu bl oTBETUNM "0a" HA 3TOT BONPOC, 3asBreHne By4eT OTnpaBieHo BaM M0 NOYTE B TEYEHNE HECKOMBKMX QHEN.
lNoxanyicTa, 3anofHUTe ero 1 BEPHUTE B KpaT4amLLme CPOKK.

e Ecnu Bbl OTBETUNM "HEM" Ha 3TOT BOMPOC (MM OTBETUNM "0a” , HO HE BEPHYN! 3asiBNEHME), CTPAX0BOE MOKPbLITHE
MEOMLMHCKIX, CTOMATONOMMYECKMX W 3pUTESNBbHBIX YCAYT NPekpaTUTCs B KOHLE cnegyoLlero mecsua, ecnv Department
of Social Services okpyra He yBeaomut Bac 06 06paTHOM.

BHumaHnue: 3asenexns Ha Medi-Cal MoxHO nogaTb OHManH, no noute, no TenedoHy U NMYHO. 3asBuTeny MoryT nognucaTb
3asBneHne no TenedoHy ¢ NOMOLLbI0 TeNetOHHO NoANMCY, NO3BOHMB B CBOW OKPYHOI odmc Medi-Cal.

e  KOHTaKTHYI MH(OPMALWMIO OKpyra MOXHO HAaUTW Ha canTe:
https://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx

e MHopmauuio 0 TOM, KaK nogaTh 3asiBKy, MOXHO HaUTW Ha cauTe:
https://www.dhcs.ca.gov/services/medi-cal/pages/applyformedi-cal.aspx

e Pesynbrar paccmoTpeHus 3asBneHuns Ha yqactue B nporpamme Children’s Presumptive Eligibility (CPE) He BnusieT Ha
BO3MOXHOCTb nogaym 3aseneHust Ha Medi-Cal ans Bac unu Balueit cembi. Bbl MoxeTe nogathb 3asieneHue Ha Medi-Cal
B Ntoboe Bpems.

UHdopmauus o 3aasutene

Ectb nn y 3asButens State of California Benefits Identification Card (BIC) unu kapta Medi-Cal?*
O fa O Het

Ecnu ga, T0 kakon naeHTU(UKaLmMOHHBIA HOMep YkasaH Ha kapToyke BIC (ecnm ecTb)?
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Nmsa 3agsutena—damunung*

Nma*

OT14ecTBO

[ara poxgenus (MM/DD/YYYY)* Mon*

CIMyxckoit  CI2KeHckun

Homep coumansHoro ctpaxoBanus 3assutens (SSN)

lMocTaBbTe ranoyky, ecnu Bel 6e3a0MHbIN [

[JomaluHni agpec Homep kBapTupsbl

lopoa

LWrart MoyToBbLIN MHAEKC

OKpyr npoxuBaHms™

Bbl xuBeTe B Kanudoprn?* O da  OHer

Jomawxun agpec Homep kBapTupl

lopog

Wrat MoyToBbIN MHAEKC

ms matepn—damunus

Nwms

NHuuman otyecTBa

[Onsa 3asBuTenei Mnaglwe ogHoOro roga, noxanymcra, 3anofiHUTe 3TOT pasgen.

[ata poxaeHus matepn (MM/DD/YYYY) Homep kaptoukun BIC unn Medi-Cal unn SSN marepu

Uudopmauusa o poautene/3akoHHOM oneKkyHe

Ms poauTens/3akoHHOTO ONEKyHa UM 3MaHCUNMPOBAHHOTO
HECOBEpPLUEHHONETHEro nauneHTa—damunus™

Nms NHuuman

oT4yecTBa

Homep gomaluHero tenedoHa Homep paboyero TenegoHa

Homep TenedoHa ansa coobuieHnn

Ha kakom f3blke Bbl roBopute aoma?

Ha kakom fa3blke Bbl NnydLle Bcero yutaere?

MopTBepxaeHue

CerogHs g nogato 3anpoc Ha nonyyenue Children’s Presumptive Eligibility. A nogreepxgaato, 4to npountan(a) v noHan(a) aty
opmy. A 3asBM410, YTO NPeOCcTaBIeHHas MHOW UHGOPMALMSA SBNAETCA NPaBAUBOW, NPABUIILHOW 1 NOSTHOW.

Moanuch pO}J,VITeJ'IFI/OI'IeKyHa U1 AMaHCUMMPoOBaHHOIO
HecosepmeHHoneTHero*

OTHOLLEHME K 3aaBuTento®

[ata*

UenoBek MMeeT NpaBo NpoCMaTpuBaTh 3an1c, CoaepXaLlme ero NiMyHyto nHopmaumio. OdpuumansHbIM OpraHoMm,
OTBETCTBEHHBIM 3a XpaHeHue uHgopmauum, sensetca Department of Health Care Services, MS 8100, P.O. Box 997413,
Sacramento, CA 95899-7413. Konus atoit uHdopmaumm moxet 6biTb nepeaara B Department of Health Care Services
OKpyra, B KOTOPOM Bbl NPOXMBAETE, 1 ByOeT XpaHUTLCS BMECTE C MEAMLIMHCKON KapTOW Ballero pebeHka B MEANLMHCKOM

yupexaeHun CPE.
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	(Required) Number of family members in the Child’s family: 
	(Required) Monthly Income: 
	(Required) Enter the yearly amount of money before taxes: 
	(Required) I want to apply for continuing coverage through Medi-Cal or premium assistance programs u: Off
	(Required) Does the applicant have a State of California Benefits Identification Card (B I C) or Med: Off
	If yes, what is the identification number on the card, (if available)?: 
	(Required) Applicant last name: 
	(Required) Applicant first name: 
	Applicant Middle Name: 
	(Required) Applicant date of birth: 
	(Required) Check this box if you are male: Off
	(Required) 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: 
	(Required) County living in?: 
	(Required) 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): 
	(Required) Guardian last name: 
	(Required) Guardian first name: 
	Guardian Middle Name Initial: 
	Home phone number: 
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	Text phone number: 
	What language do you speak at home?: 
	What language do you read best?: 
	(Required) Relationship to the applicant if applicable: 
	(Required) Date signed: 


