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

Hospital Presumptive Eligibility Medi-Cal Application

The Hospital Presumptive Eligibility (HPE) Program offers eligible applicants temporary Medi-Cal
coverage right away. HPE is based on self-attestation to facts and no other forms of proof or verification
are required.

Complete this application to find out if you qualify for temporary coverage through the HPE Program.
HPE is temporary and you must complete a Single Streamlined Application (CCFRM 604) to get
long-term health insurance.

You qualify for Hospital Presumptive Eligibility, What Happens Next?

e On the day you are approved for HPE, the hospital will give you a temporary card to sign and use
for services right away.
¢ If you are pregnant, HPE provides limited scope coverage and only covers ambulatory
(walk-in), outpatient prenatal care, outpatient abortion, and prescription drugs for conditions related
to pregnancy. Labor, delivery and hospital are not covered. You may apply for the Medi-Cal Access
Program by calling 1-800-433-2611 or visit the MCAP website at:
https://www.dhcs.ca.gov/services/medi-cal/eligibility/ MCAP/Pages/Medi-CalAccessProgram.aspx
e The hospital will give you a Single Streamlined Application (CCFRM 604), which lets you apply for
ongoing health coverage through Medi-Cal and premium assistance through Covered California
with one application.
e If you do not fill out the Single Streamlined Application, your HPE coverage will end on the
last day of the following month in which you were approved for HPE.
o For example, if approved for HPE coverage on July 3, HPE coverage ends on the last
day of August. HPE ends August 315,
e If you do fill out the Single Streamlined Application, your HPE coverage will end on the day in
which the eligibility determination was made on it (approved or denied).

o For example, if approved for HPE coverage on July 3, and the Single Streamlined
Application eligibility determination was made on August 25", HPE coverage ends on
August 25" and Medi-Cal coverage will begin if approved for full Medi-Cal coverage.

Ways to Apply for Ongoing Health Coverage

If you prefer to file the Single Streamlined Application online or by phone, you can do so at Covered
California:

e Online: CoveredCA.com

e English: (800) 300-1506 | TTY: (888) 889-4500

e Esparol: (800) 300-0213

There is no wrong door to apply for ongoing health coverage. You can apply online, by mail, by phone,
by fax and in person. See Ways to Apply for Medi-Cal at:
https://www.dhcs.ca.gov/services/medi-cal/pages/applyformedi-cal.aspx

If You Do Not Qualify for Hospital Presumptive Eligibility, What Happens Next?

You may not qualify for the HPE Program if you are not a California resident, make too much money,
receive Medicare Part A or B, or have already had HPE coverage more than is allowable based on your
circumstances. HPE decisions are final and cannot be appealed, but you can still apply for Medi-Cal or
other health insurance by completing the Single Streamlined Application.
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State of California - Health and Human Services Agency

Department of Health Care Services

Hospital Presumptive Eligibility Medi-Cal Application

*Do Not Mail this Application*
This application is used for internal purposes to assist applicants and retain for record

keeping.
Section 1: Tell Us About Yourself. Personal and Contact Information
Last Name First Name Middle Name (Jr., Sr,, I, etc.)
Date of Birth (MM/DD/YYYY) | Social Security Number (optional) 1 Male
] Female

O If homeless, enter the general

“Mailing Address.”

street location here and complete the

O If “Safe at Home” participant, check the box and answer
the questions below.

1. What is your P.O. Box address, if known?

2. What is your Safe at Home participant ID, if known?

Home address (number and street) City

State Zip code

Mailing address (if different)

City

State Zip code

Living in California?

O Yes [INo

County Living in?

Best contact phone number

Other phone number

E-mail address

What language do you speak best?

What language do you read best?

Section 2: Additional Questions

Yes No

the last 12 months?

If yes, name the PE program(s)

1. Have you been enrolled in Medi-Cal through Presumptive Eligibility (PE) in | U L]

If under age 19, how many times it was received?

known as a Medi-Cal Card?

2. Do you have a State of California Benefits Identification Card (BIC), also 0l []

If yes, what is the identification number on the card (if available)?
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State of California - Health and Human Services Agency Department of Health Care Services

Hospital Presumptive Eligibility Medi-Cal Application

Section 2: Additional Questions Yes No

3. Do you currently have Medicare Part A or B? U] O

4. Are you between the ages of 18-25 and had Foster Care the month of your | [J [
18th Birthday?

5. Are you a parent of a child or caretaker relative of a child that lives with the L] O
patient?

6. Are you pregnant? O 0

How many babies expected, if known?
e Enter the number of unborn babies expected, if known. If unknown, put 1.

e The number of unborn babies expected counts towards your family size.
Include this number in the family size section below.

Note: If the applicant is pregnant, services are limited to ambulatory prenatal
services.

7. If you are pregnant, have you been enrolled in Medi-Cal through Presumptive| O O
Eligibility during this current pregnancy?

Section 3: Tell Us About Your Household and Income Information.

How many family members live in your How much is your household income
household? before taxes?

(Include applicant, parent(s), spouse and any children

under age 19 living in the household. Unborn babies $ monthly OR

count towards your household size. Include any

unborn babies expected by yourself or other household| 3 yearly

members. Adult applicants should not include their

parents)

Section 4: Signature and Declaration

By signing, | declare that what | say below is true and correct.
= | have read and understand this Hospital Presumptive Eligibility Medi-Cal Application.
= The information | provided is true, correct, and complete.
= | understand that | must complete and submit the Single Streamlined Application by the end of
my Presumptive Eligibility period in order to be eligible for continued coverage.
= | have received the Single Streamlined Application.

Signature of applicant or parent/ Relationship to the applicant (if | Date signed

ﬁﬁgg?elguard|anlemancipated applicable) (MM/DD/YYYY)

An individual has a right to review records containing their personal information. The official entity
responsible for keeping the information contained in this application is the California Department

of Health Care Services and Covered California. This information may be shared with the County
Department of Social Services in the county in which the individual resides. The individual’s medical
information will be kept with the Hospital Presumptive Eligibility Provider and Covered California.
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State of California - Health and Human Services Agency Department of Health Care Services

Hospital Presumptive Eligibility Medi-Cal Application

Instructions

Section 1: Tell Us About Yourself. Personal and Contact Information.

Personal Information

* Enter your Last Name, First Name, Middle Name and Jr., Sr., Il, if indicated, otherwise leave blank.

* Enter your date of birth (month/date/full year). (Example: 07/07/2014)
* Enter your Social Security Number, if available.

* Enter a check mark to indicate your gender.

Homeless Question

* Check the box if you are homeless. Enter a general street location in the “Home address” section
and complete the “Mailing address” section.

Safe at Home Questions

 Check the box if you are a “Safe at Home” participant. Important - Safe at Home program
1. Enter your P.O. Box, if available. Otherwise, put The Safe at Home program is
“Unknown.” California’s confidential address
2. Enter your “Safe at Home” participant ID, if program for victims of violence,
available. offering a free P.O. Box mail service.
Address and Contact Information HPE applicants who are Safe at
+ Enter your home address. If homeless, enter a general Home participants may use their
street location and complete the mailing address Safe at Home P.O. Box instead of
section. a residence address. Safe at Home
+ Enter your mailing address, if different than home participants are issued an ID card.
address.
* Complete California residency and county living in
questions.

* Enter phone numbers with area code, if available.
» Enter your e-mail address, if available.

Section 2: Additional Questions
1. If you were enrolled in Medi-Cal through Presumptive Eligibility within the past 12 months, mark
“yes” and indicate which program(s).
Programs include:
* Hospital Presumptive Eligibility
* Children’s Presumptive Eligibility
* Presumptive Eligibility for Pregnant People
* Breast and Cervical Cancer Treatment Program (BCCTP)
2. Check Yes or No if you have a BIC. If yes, enter the card number, if available.
3. Check Yes or No if you receive Medicare Part A or B.
4. Check Yes or No if you are between the ages of 18 — 25 and had Foster Care the month of your 18th
Birthday.
5. Check Yes if you are the are a parent of a child (under the age 18) or 18 and a full-time student, or
caretaker relative of a child that lives with the individual. If not, check No.
6. Check Yes or No to answer your pregnancy status.
* If yes, enter the number of unborn babies expected, if known. If unknown, put 1.
Note: The number of unborn babies expected counts towards your family size. Include this
number in the family size section below.
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State of California - Health and Human Services Agency Department of Health Care Services

Hospital Presumptive Eligibility Medi-Cal Application

7. If you are pregnant, check Yes if you have been enrolled in Medi-Cal through PE during this current
pregnancy. If not, check No.

Note: PE Enrollment Periods for pregnant people are limited to (1) PE Enroliment Period, per
pregnancy.

Section 3: Tell Us About Your Household and Income Information
* Enter the total number of family members living in your household. Family members include
the applicant, parent(s), spouse and any children under age 19 living in the household.
o Unborn babies count towards your household size. Include any unborn babies
expected by yourself or other household members.
o Adult applicants should not include their parents
* Enter your total income received in your household before taxes. Enter either monthly or yearly
amount.

Section 4: Signature and Declaration

State and federal laws require the individual’s signature. The signature indicates that the declarations
and answers are truthful and correct. If you cannot sign the application, a family member may sign the
application on your behalf.
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State of California - Health and Human Services Agency Department of Health Care Services

Hospital Presumptive Eligibility Medi-Cal Application

Optional Section

BCCTP:
e Were you diagnosed with breast or cervical cancer? Check Yes or No.

Family PACT:
e Do you want to apply for family planning services? Check Yes or No.

e Do you have a medical need for family planning services meaning you can get pregnant or cause a
pregnancy? Check Yes or No.

Note: Family Planning questions are confidential and will not appear on your final Application
Summary. For more information about Family PACT search the program’s websites at:

o https://familypact.org/am-i-eligible/

e https://familypact.org/how-to-become-a-family-pact-client/

Optional Section

If you are denied Hospital Presumptive Eligibility today and your provider participates in the Breast
and Cervical Cancer Treatment Program (BCCTP) or Family Planning, Access, Care, and Treatment
(Family PACT) they can check if you qualify for other coverage.

The below questions are optional and help your provider screen you for other temporary coverage.
Based on your answers, your provider may have you complete an additional application.

BCCTP Yes No
Were you diagnosed with breast or cervical cancer? U] L]
Family PACT
Do you want to apply for family planning services? 0l []
Do you have a medical need for family planning services meaning you can get 0 L]
pregnant or cause a pregnancy?
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