Hospital Presumptive Eligibility

HOIVOHLNHDYTI2LEWIV
Medi-Cal o990 Ws’

nowaLn99299 (Name)

@ te9naw Hospital Presumptive Eligibility (HPE) ccovgoero.
£0IVR08CUPUDE 80I9( (Month/Year).

3reUN2sL Medi-Cal (WbFLMOSLOILOLOBIT2LWIV.

oMo

@]

1IV9LOSLUINIVOIVTSEWIL LOCCONDD
Medi-Cal qo0a10?

NIVOLLANIVUVOENI (NIVNOQ, NIVOLITIVMI (CCOVI)
NIVCBNTECS, NIVVIDEVNVLLD UaNM TS9O

CaENIBLED) NICBNTLS €C

NIVIVWBLEWO NILVOIDVLNIYNDY
grmulugycwo w0299
NIVOLCIT2EWIVDO NIVOLIWETIO

MIILUF0 wlegnan HPE cid99Incduentwg nanes
550 TNV WLWLEWO, NIVWOIBV, NIVUTOIDLNIYNDY
U099 (CTNIVOLAUNIOLBINLNIVTWIZSINIVCUIVDL.
evgruuN Medi-Cal cdasSLa0IVOLOSYCCIVSLCCLU.
VIVFIVI0 lgnorvnLasglacco lovinaINLL?
VOUDIVCSISLUDINIVOLITISLWAIV.
VICTOCTDLBMNCCIYPVVOVLIS:

Uvogo020unlosL UL BT

U0 BIC waozzcinuiinmlosvmglu:y;
VIVIESNTINOIVOLND)I2L
wovz9nIVLacco lo?

HLTLVVNSSLOIVOLODYUENVILLWIVLVT TIODINIVTLHVN
luuCoveredCA.com ol BenefitsCal.com.

SDVIFIOV

zq09 U.S. Department of Homeland Security ccoz
w2970 U.S. Citizenship and Immigration Services U’
ND2770005LFOULMBO0IVI2:WIV, DINIV COLES
2N IFCULITOVLVVY2D9NIVWDIDEVIDICUVNIVLOSU
£O0IVYOECVIDDINIO NIV lgFouzlmen Medi-Cal e&cov
NIVOECIELVCSDUOCIOVF)D8) UIDEN)IVVIZEWIVSO
BV VNNVOITETIVENIVESICLIDI229UOO DV LOvIVI.

HVTEVILNSSV

0 DVNVODY)
UsNS2WwI0ID)!
20H070]08CUDWS LNV

nonluszuvun Medi-Cal
ccoe Covered California.

FIDVOOIVOVOHOIFLEWIV
cumL U CoveredCA.com.

FIPVOVIVOVOD)TIEWIV
SoLPLUINIVSLY WY
BenefitsCal.com.

tvma Covered California vicy™

(800) 300-1506
(TTY: (888) 889-4500)

UND2EWIVIIVINQ08 I8
HISNIIMWELIVIVVNIVDICTD
CCAENIVOLCNNIVIICTD

WD U2 WIVC29CSY.

BSEIJAEIIE OF CALIFORN
TS IDENTIFIC ATION CARD
0. No. 0123456296144

1 :AOOP’;N Q RECIPIENT
20 1991 Issue Datggs 24 16


https://www.coveredca.com/
https://benefitscal.com/
https://www.coveredca.com/
https://benefitscal.com/

	Hospital Presumptive Eligibility ຄວາມຄຸ້ມຄອງສຸຂະພາບ Medi-Cal ຊົ່ວຄາວ ຟຣີ
	ທ່ານຈະໄດ້ຮັບບໍລິການດ້ານສຸຂະພາບໃດແດ່ດ້ວຍ Medi-Cal ຊົ່ວຄາວ?
	ທ່ານສາມາດໃຊ້ຄວາມຄຸ້ມຄອງນີ້ໄດ້ແນວໃດຫຼັງຈາກມື້ນີ້?
	ທ່ານຈະຮັກສາຄວາມຄຸ້ມຄອງສຸຂະພາບຂອງທ່ານໄດ້ແນວໃດ?
	ຍື່ນສະຫມັກຂໍຮັບ ຄວາມ ຄຸ້ມ ຄອງປະກັນສຸຂະພາບ ມື້ ນີ້ !


	ໃສ່ຊື່ ແລະນາມສະກຸນຂອງສະມາຊິກ: 
	ໃສ່ເດືອນ 2 ຫຼັກ ແລະປີ 4 ຫຼັກ ຂອງວັນທີສິ້ນສຸດຄວາມຄຸ້ມຄອງ (ດ ດ / ປ ປ ປ ປ): 


