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Children’s Presumptive Eligibility Pre-Enroliment Worksheet
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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: 
	Work phone number: 
	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: 


