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COFA PREMIUM ASSISTANCE PROGRAM
2021 APPLICATION TERMS AND CONDITIONS
SIGNATURE FORM
	AUTHORIZATION

	I am applying for financial help from the DCBS COFA Premium Assistance Program for the 2021 plan coverage year. By signing at the end of this authorization, I state that I have read this application, certify that the information provided above is true, and understand the conditions for my participation:
1. I am a resident of Oregon and all statements regarding my housing status are true.
2. I am a citizen of a COFA nation and all information and statements regarding my citizenship status are true.
3. I am a nonimmigrant that entered the U.S. under the COFA and all information provided regarding my entry is true.
4. I understand that the COFA Program will cover only medical insurance for the 2021 coverage year.
5. I will respond to requests from the COFA Program and HealthCare.gov within the required deadlines. I understand if I do not respond by the requested deadline, my application will be placed on the wait list and will not be processed until complete.
6. I understand that the COFA Program will pay my share of the insurance premium each month and applicable in-network out-of-pocket costs, after applying any applicable financial savings (premium tax credits and cost-sharing reductions) available through HealthCare.gov, only through Dec. 31, 2021.
7. If I am determined eligible for premium tax credits by HealthCare.gov, I will take the full amount of the advance premium tax credits available to me.
8. If I use premium tax credits, I will file taxes in the United States. If I am married and both my spouse and I live in the United States, I agree that we will file our taxes jointly to remain eligible for tax credits. 
9. I understand that premium tax credits are based on my estimated annual income at the time of enrollment. I also understand that I will have to reconcile my estimated income with my actual income reported in my tax return if the two differ.
10. I understand that I need to sign up for COFA Program-approved plans and provide proof of enrollment to the COFA Program for my application to be considered. 
11. If I become ineligible for financial assistance and/or receive refunds from HealthCare.gov, the IRS, insurance companies, pharmacies, or medical providers, I will immediately notify the COFA Program and reimburse the COFA Program for all funds to which I am not entitled according to the terms of the COFA Program. 
12. The COFA Program and HealthCare.gov may give my name, contact information, and other information to insurance companies and other State of Oregon agencies that help provide services for the COFA Program. These entities have agreed to hold this information confidential.
13. I understand the COFA Program may ask me for more information about my treatment or related services that I claim as in-network out-of-pocket costs for reimbursement and I agree to give such information or arrange to have it given.
14. I understand the COFA Program will collect information about me during my participation. The COFA Program will use this information to make plans for and evaluate the program. No information that could identify me will be published or disclosed to third parties not directly involved in providing the services of the COFA Program.
15. I understand the COFA Program is wholly dependent on public funds. If the funding is reduced or eliminated, the COFA Program may have to reduce or stop the financial assistance provided to me. 
16. I understand I will be disqualified from this program for a period of 12 months and may be required to repay the costs of the services provided by the Program if I willfully give false information to the COFA Program.
17. I will respond to requests from the COFA Program and HealthCare.gov within the required deadlines. I understand if I do not respond by the requested deadline, I may be removed from the program.
18. I understand that the COFA Program has grievance procedures that are available upon request. I understand that making a grievance will not adversely affect my services.
19. I am responsible for all medical costs incurred until fully enrolled in the COFA Program.
20. I understand I will be removed from the program if I am found to be enrolled in another premium assistance program.

	






	Applicant’s legal name (please print):      


	Applicant’s signature:

	Date (MM/DD/YYYY):      


Application not complete without all signatures if more than one applicant per application
Ready to submit your application?
Submit your completed, signed application by mail or fax. You can also submit your application through a certified agent or community partner.
Mail:							Fax:
Oregon Health Insurance Marketplace			503-947-7092
P.O. Box 14480
Salem, OR 97309 
This gray section is for office use. 
	Date received:      	
	For coverage starting:       

	Received by:	     
	[bookmark: _GoBack]Case number: ORM -       

	First review completed by:      
	Date:      
	Status:      

	Second review completed by:      
	Date:      
	Status:      

	Approved by:      
	Date:      
	Office use:      
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