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2017 COFA PREMIUM ASSISTANCE PROGRAM 
ADDITIONAL FAMILY MEMBERS FORM
Please complete and attach this form to your 2017 COFA Premium Assistance Program application if you have additional family members to include in your application.

	HOUSEHOLD INFORMATION  (CONTINUED)

	Complete this form if you need to list more family members than the five you put on the 2017 COFA Premium Assistance Program application. List people that you claim on your tax return or are in the same tax household as you.

	Household member No. 6:

	[bookmark: _GoBack]Name:       
	Age:      
	Relationship:      


	☐  Is also applying for this program and will be in the same policy as me (please attach separate   
      application form)
☐  Is a tax filer
☐  Has other coverage (please indicate):      


	Household member No. 7:

	Name:      
	Age:      
	Relationship:      


	☐  Is also applying for this program and will be in the same policy as me (please attach separate   
      application form)
☐  Is a tax filer
☐  Has other coverage (please indicate):      


	Household member No. 8:

	Name:      
	Age:      
	Relationship:      


	☐  Is also applying for this program and will be in the same policy as me (please attach separate   
      application form)
☐  Is a tax filer
☐  Has other coverage (please indicate):      

	Household member No. 9:

	Name:      
	Age:      
	Relationship:      


	☐  Is also applying for this program and will be in the same policy as me (please attach separate   
      application form)
☐  Is a tax filer
☐  Has other coverage (please indicate):      


	Household member No. 10:

	Name:       
	Age:      
	Relationship:      


	☐  Is also applying for this program and will be in the same policy as me (please attach separate   
      application form)
☐  Is a tax filer
☐  Has other coverage (please indicate):      


	Household member No. 11:

	Name:       
	Age:      
	Relationship:      


	☐  Is also applying for this program and will be in the same policy as me (please attach separate   
      application form)
☐  Is a tax filer
☐  Has other coverage (please indicate):      


	Household member No. 12:

	Name:       
	Age:      
	Relationship:      


	☐  Is also applying for this program and will be in the same policy as me (please attach separate   
      application form)
☐  Is a tax filer
☐  Has other coverage (please indicate):      
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