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Yietv-Nyeic bun Domh Mienh a’fai Tov Sou Mienh:
Ndaangc duqv zipv maiv zuqc cingx zaah baengc ih hnoi, meih oix zuqc bun qiemx zuqc nyei sou-gorn 
yiem naaiv zeiv sou-tov. Meih bun nyei sou-gorn se beu goux longx nyei. Naaiv se sueih eix nyei gorn.
Waac-naaic maaih (*) nyei mbiuv se benx qiemx zuqc.

Maaih mba’ziex laanh caux fu’jueiv juangc biauv mienh?* ________

•	 Hmuangv doic se benx caux fu’jueiv juangc yiem nyei muoh doic. Tov funx jienv fu’jueiv, fu’jueiv 
nyei domh mienh, fu’jueiv nyei muoh doic caux fu’jueiv nyei cai-doix. Se gorngv juangc biauv mienh 
maaih jienv sin, liemh jienv maiv gaengh yungh nyei mienh laanh. Maiv dungx funx jienv cien-ceqv 
a’fai nziaauc doic, maiv gunv ninh mbuo juangc biauv yiem.

Meih nyei hmuangv doic duqv nyei nyaanh ndongc nzou-zinh?*__________ A'fai $_______________

Meih a’fai meih nyei fu’jueiv hiah puix duqv zipv borqv mingh nyei beu sengh zorc baengc yiem Medi-Cal 
a’fai hnyangx-dong tengx nyei gorn yiem Covered California daaih.

Yie oix tov borqv jienv beu sengh yiem Medi-Cal a’fai hnyangx-dongh tengx nyei gorn yiem Covered 
California.*            Zeiz nyei          Maiv zeiz

	• Se gorngv meih dau zeiz nyei yiem naaiv joux waac-naaic, sou-tov oix fungx cuotv bun meih yiem I 
ziex hnoi. Tov dau ziangx caux fungx nzuonx doix ziangh hoc.

	• Se gorngv meih dau maiv zeiz bun naaiv joux waac-naaic (a’fai se gorngv meih dau zeiz nyei mv 
baac maiv fungx nzuonx naaiv zeix sou-tov), duqv zipv tengx mienh nyei zorc baengc, zorc nyaanh, 
caux m’zing nyei tengx oix dingh njiec yiem wuov norm dorng hlaax cuotv liuz kau Department of 
Social Services tong fienx bun meih hnangv.

Ging Hnyoiuv: Medi-Cal sou-tov haih fungx bieqc yiem online, gan fienx, yiem fonh a’fai ganh dorh 
mingh. Tov tenx nyei mienh haih njiec mbuox sou-tov yiem fonh ei longc njiec mbuox yiem dienx yiem 
heuc kau dih Medi-Cal gorn.

	• Kau dinh jiu tong nyei gorn haih lorz duqv buatc yiem naaiv:  
https://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx

	• Sou-fienx taux hnangv haaix nor tov yiem naaiv:  
https://www.dhcs.ca.gov/services/medi-cal/pages/applyformedi-cal.aspx

	• Dongh setv mueiz taux Children’s Presumptive Eligibility (CPE) sou-tov se maiv la’nyauv meih a’fai 
meih hmuangv doic haih tov Medi-Cal tengx nyei jauv. Meih haih tov Medi-Cal haaix zanc yaac duqv.

Tov Sou Mienh Sou-Mienh
Tov sou mienh maaih State of California Benefits Identification Card (BIC) a’fai Medi-Cal mbatv nyei fai?*

Zeiz nyei            Maiv zeiz

Se gorngv zeiz nyei, biux mengh mbatv namh mber yiem BIC mbatv (se gorngv maaih nyei)? ___________

Hlaax-hlaax Hnyangx-Hnyangx

https://protect.checkpoint.com/v2/r01/___https://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx___.YzJ1OmdhaW53ZWxsdGVjaG5vbG9naWVzMTpjOm86ZmFkOGU1M2YyZGJjMDI0YjBmODkxZmEwYjQ1YTY3ZmE6Nzo5YjE1OjY1YWI4YjM4ZTk1MmExZmI1OGJhOTA2MWFkMTZkNjAzOGUzNmNkMjhiMGI2YmI1YzU0ZDFiNjUxYjg0YjJlY2I6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https://www.dhcs.ca.gov/services/medi-cal/pages/applyformedi-cal.aspx___.YzJ1OmdhaW53ZWxsdGVjaG5vbG9naWVzMTpjOm86ZmFkOGU1M2YyZGJjMDI0YjBmODkxZmEwYjQ1YTY3ZmE6Nzo3ODkzOjI5ZWM5MjNjMzRlYTZmNzA2MGM4MzcyMmQ2YTgzOGU1YmMxNTQzNTQ2MWI4NjgyNTI1MGI2NjkzY2YxNTZiZTY6cDpUOkY


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

Children’s Presumptive Eligibility Pre-Enrollment Worksheet

DHCS 4073 (Mien) (Revised 11/2024) Page 2 of 2

Gorqc zeic maaih leiz zaah mangc sou-gorn maaih jienv ninh nyei siqc jeiv sou-gorn. Gorn zaangc maaih ndaam-dorng 
taux siou longx sou-gorn se benx Department of Health Care Services, MS 8100, P.O. Box 997413, Sacramento, CA 
95899-7413. Yiet zeiv yienx cuotv nyei sou-gorn haih taan bun kau dih Department of Social Services yiem dongh  
meih yiem jienv nyei kau dih oix siou yiem meih fu’jueiv zorc baengc sou-gorn yiem meih fu’jueiv CPE nyei gong-mienh.

Tov sou mienh nyei mbuox—Fingx* Mbuox* Mba’ndongx Mbuox

Cuotv Seix Hnoi (MM/DD/YYYY)*  M’jangc M’sieqv*
M’jangc M’sieqv

Tov Sou Mienh nyei Soh Soh Namh Mber (SSN)

Se gorngv meih maiv maaih dorngx yiem, mbiuv naaiv

Yie nyei deic zepv Apartment namh mber Mungv Saengv Nzipv Kotv

Kau Dih Yiem nyei Dorngx* Yiem Californi fai?*       Zeiz Nyei      Maiv Zeiz

Yie nyei deic zepv Apartment namh mber Mungv Saengv Nzipv Kotv

Maa nyei mbuox—Fingx Mbuox Mba’ndongx Mbuox Nzaangc-Soqv

Tov Sou Mienh Hnyangx-Jeiv Gauh Lunx Yietc Hnyangx, Tov Dauh Ziangx naaiv Kang.
Maa nyei Cuotv Seix Hnoi (MM/DD/YYYY) Maa nyei BIC a’fai Medi-Cal Mbatv Soh a’fai SSN

Domh Mienh/Maaih Leiz Goux Mangc Mienh Sou-Gorn
Domh mienh/maaih leiz goux mangc mienh a’fai biaux domh mienh fu’jueiv 
baengc mienh – Fingx*

Mbuox* Mba’ndongx Mbuox 
Nzaangc-Soqv

Biauv nyei fonh namh mber  Gong nyei fonh namb mber Juix waac nyei fonh namh mber

Yiem biauv meih longc haaix nyungc waac? Meih haih zieqv duqv haaix nyungc nzaangc longx jiez?

Borqv Sou-Gorn
Yie tov Children’s Presumptive Eligibility nyei tengx ih hnoi. Yie laengz waac gorngv yie duqv doqc caux bieqc hnyouv 
naaiv zeix sou-tov. Yie laengz waac gorngv yie mbenc daaih nyei waac-fienx se zien nyei, zuqc nyei, caux ziangx nzengc.
Njiec Mbuox Domh Mienh/Goux Mangc Mienh a’fai Biaux 
Domh Mienh nyei Fu’jueiv-Lunx*

Cien caux Tov Sou Mienh* Hnoi-nyieqc*
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