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

Children’s Presumptive Eligibility Pre-Enroliment Worksheet

IHCTpYKUii Ana 6aTbKiB a00 3asBHMKa:

[ns Toro wob cborogHi oTpumatn 6esonnaTHe MeanyHe 0BCTEXEHHS, BU MaeTe HadaTh iHOpMaLio, 3a3HaveHy B LibOMY
BnaHky. HagaHa Bamu iHbopmalist € koHgigeHUinHo. Lie nobposinbHa nporpama.

3anuTtaHHsA, No3HaveHi 3ipoykoro (*), € 060B'A3KOBUMM.

Ckinbku oci6 B ciM'T ANTUHN?™

e [lig cim'eto MalOTbCS Ha yBa3i HANGNVXYI PoANYi, SIKi NPOXMBALOTbL Y BYANHKY ANTUHW. Byab nacka, BKIHOYITb AUTUHY,
BaTbKiB AUTWHK, BpaTiB | cectep ANTUHM Ta YONOoBiKa/aPYXUHY AUTUHU. FKLLO XTOCb i3 YUNEHIB CiM'I BariTHWIA, BKaXiTb
KifIbKICTb OYiKyBaHUX AiTen. He BKNtoyanTe iHWmUX pogunyis abo Apy3iB, HaBiTh SKLLO BOHW XMBYTb pa3oM i3 AUTUHOH.

CKinbky rpoLLeil 3apobrse BaLla ciM'a 10 cnnatu noaatkis?* $ A6o $
Lomicaus LUlopivHo

Bw abo Balla gMTMHA MOXeTe MaTi NpaBo Ha nogarnbliue meanyHe obenyroByBaHHs 3a nporpamoto Medi-Cal abo nporpamamu
[0MOMOrK B ONnati CTpaxoBux BHeCKiB 3a nporpamoto Covered California.

1 xo4y nogaty 3asBy Ha NPOJOBXEHHS CTpaxoBoro NokputTa Yepes Medi-Cal abo nporpamu gonomory B onnarti CTpaxoBux
BHeckiB y pamkax Covered California.* Tak[d Hi[J

e SKuWIO BM BIANOBINM Mak Ha Lie 3an1TaHHS, TO Yepes Kifbka AHiB Bam Oyae HadicnaHo nowToto 3assy. byab nacka,
3aMOBHITb il Ta NOBEPHITh Y HANKOPOTLLI TEPMIHN.

e SKuWI0 BM BIANOBINM Hi HA Lie 3anuTaHHs (abo SKLLO BM BigNOBINM mak, ane He NOBEPHYNW 3asiBy), NOKPUTTS MEANYHKX,
CTOMATOMOrYHMX Ta JOMOMOT M0 30pY 3asiBHWKA MPUMMHWUTLCA HANPUKIHLI HACTynHOro micsaus, sakwo Department of
Social Services okpyry He NoBiAOMMTL Bac NPO iHLLE.

YBara: 3asBku Ha Medi-Cal MoxHa nogaBaTi OHMaiiH, NoLwTow, TenedoHom abo 0cobmcTo. 3asBHUKM MOXYTb nignucati
3asBy TeneoHOM 3a JONOMOro TenedoHHOro nignucy, 3atenedoHyBaBLUM A0 OkpyxHoro odicy Medi-Call.

o  KOHTaKTHi AaHi OKpyry MOXHa 3HanTW Ha CauTi:
https://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx

e |HhopmaLito Npo Te, Sk NoAaTH 3asBKY, MOXXHa 3HaWTW 32 NOCUNAHHSM:
https://www.dhcs.ca.gov/services/medi-cal/pages/applyformedi-cal.aspx

e Pesynbrar posrnagy 3assu Ha otpumanHs Children's Presumptive Eligibility (CPE) He Bnnuae Ha MOXIUBICTb nogaui
3aaBu Ha Medi-Cal ans Bac abo Bawwoi pognHu. Bu moxete nogatu 3assy Ha Medi-Cal y 6yab-skuii vac.

IHdopmaLia npo 3aAaBHMKA

Un e y 3asBHMKa ideHTudikauinHa State of California Benefits Identification Card (BIC) a6o kapta Medi-Cal?*
O Tak O Hi

FAKLWO TaK, TO AKWIA ifeHTUIKaLiMHWA HOMep BKa3aHo Ha kapTui BIC (skwo €)?
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[pi3BuLLe 3asBHMKA* Im'a* CepefHe iM's
[ara HapomxeHHs (MM/DD/YYYY)*  |Ctatb* Homep couianbHoro ctpaxyBaHHs 3asBHuKa (SSN)
[ Yonosiva [ XKiHova

Akwo Bu 6e3npuTynbHWiA, BigsHauTe Le none [
[JomaluHsa agpeca Homep kBapTupu MicTto Wrar | lNowToBuit iHOEKC
OKpyr npoXuBaHHA* Xusete B KanicpopHii?* [ Tak [ Hi
Jomaluxs agpeca Homep kBapTupm MicTo Wrar  |[lNowToBuWi iHOEKC
[pisBuLLe MaTepi IM's CepeHint iHidjian
[ns 3asBHMKIB MonoALe 0AHOro PoKy, byab nacka, 3anoBHiTb Liel po3ain.
[ata HapomxeHHs maTepi (MM/DD/YYYY) Homep ineHTudikavinHoro kogy abo kaptku Medi-Cal abo SSN matepi
IHcbopmaLis npo oaHoro 3 6aTbKiB/3aKOHHOrO OMiKyHa
IM'st ogHOro 3 6aTbKiB/3aKOHHOTO OMikKyHa abo eMaHCMNOBaHOTO HEMOBHOMITHBOTO Im'a* CepenHin
nauieHta - MpisuLe” iHiLian
Homep fomalluHboro TeneoHy Homep poboyoro TenedoHy Homep TenedoHy aAns nosigomneHb
$1KOK0 MOBOIO BY rOBOpUTE BAOMA? $1KOK0 MOBOIO B HaMKpaLLe YniTaeTe?
Ceptudikauis

CborogHi s nogato 3asBky Ha Children's Presumptive Eligibility. A nigTeepaxyto, Wo npountas(na) i 3posymis(na) Lo opmy.
£ 3asBn410, WO HaJaHa MHOH iH(hopMaLlisi € MOBHOK, TOYHOK Ta LOCTOBIPHOHK.

Mipnuc ogHoro 3 6aTbki/onikyHa abo BigHoweHHs Ao 3asBHUKA® [ata*
€MaHCKMNOBaHOro HEMOBHOMITHLOMO*

Ocoba mae npaBo 03HaNOMUTUCS i3 3anncamu, WO MICTATb ii 0cobucTy iHgopmadito. OdiLiiHuM opraHom, BignoBiganbHUM
3a 3bepiraHHsa uiei iHgopmadii, € Department of Health Care Services, MS 8100, P.O. Box 997413, Sacramento, CA 95899-
7413. Konis uiei iHdopmaLii moxe bytn nepegaHa go Department of Social Services okpyry, B SKOMy B/ NPOXMBAETE,

i 30epiraTMMETHLCA Pa3oM i3 MEAMYHOK KApTOH BaLLOi AMTUHK y nocTavanbHuka 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: 
	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: 


