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Other formats and languages
You can get this document in other languages, large print, braille or a format you prefer free of charge.
Contact Explore Health at explorehealth@oha.oregon.gov or 855-268-3767 (voice). We accept all relay calls.

Explore Health Application for Coverage and

Financial Help
Apply faster online at ExploreHealthOR.gov.

Use this o Explore Health plans that offer comprehensive coverage to help you
application to stay well.
see what

e A premium tax credit that can immediately help lower your monthly

covi;age you premiums for health coverage and possible reduced cost sharing on
quality for health care costs.
o Free or low-cost coverage through the Oregon Health Plan (OHP).
Certain income levels may qualify for free or low-cost programs.
Get help with o Use this application to apply for anyone in your household.

this application e Apply even if you, your legal partner, or your child already have health

coverage. You could be eligible for free or lower-cost coverage.

e Households that include eligible immigrants can apply. You can apply
for your child even if you aren’t eligible for coverage.

« If someone is helping you fill out this application, you may need to

complete Appendix A.
What you may e Social Security numbers (SSNs) or document numbers for any eligible
need to apply immigrants who need coverage.

o Birthdates and addresses for all applicants.

o Employer and income information for everyone in your household
(including information from pay stubs, W-2 forms, or wage and tax
statements).

e Information about health insurance that is available to anyone in your
household.

Why do we ask We ask about income and other information to let you know what coverage

for this you qualify for and if you can get any help paying for it. We will keep all the

information? information you provide private and secure, as required by law. To view our
privacy notice, visit ExploreHealthOR.gov/Privacy.

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If you
need help in a language other than English, tell us the language you need. We will get you help at no cost to you.


mailto:explorehealth@oha.oregon.gov
https://explorehealthor.gov/Privacy
https://ExploreHealthOR.gov
https://ExploreHealthOR.gov
https://ExploreHealthOR.gov
https://ExploreHealthOR.gov
mailto:explorehealth@oha.oregon.gov

What happens Send your complete, signed application by certified mail using the U.S. Postal
next Service to the address below:

Explore Health
PO Box 191
Salem, OR 97308

You may also send it by secure fax to 888-705-8691.

If you do not have all the information we need, sign and submit your
application anyway. We will follow up with you within 1-2 weeks, and you may
get a call from Explore Health if we need more information.

You will get an Eligibility Notice by your preferred contact method after your
application is processed. If you do not hear from us, contact the Customer
Assistance Center. Filling out this application does not mean you have to
enroll in health coverage.

e Online: ExploreHealthOR.gov

e Phone: 855-268-3767 (relay calls welcome)
Monday to Friday, 8 a.m. to 5 p.m. PST

e In-person: Enroliment partners around the state are available to help
you apply for health coverage and financial help. Visit
ExploreHealthOR.gov/Help or call the Explore Health Customer
Assistance Center at 855-268-3767 (relay calls welcome) for more
information.

e En espanol: Llame a nuestro centro de ayuda gratis al 855-268-3767
(se aceptan llamadas de retransmision).

« Other languages: If you need help in a language other than English,
call 855-268-3767 (relay calls welcome) and tell the customer service
representative the language you need. We will get you help at no cost
to you.

You have the right to get information from Explore Health in an accessible
format, including large print or audio. You also have the right to file a
complaint if you feel you’ve been discriminated against. Visit
ExploreHealthOR.gov/Complaint or call the Customer Assistance Center at
855-268-3767 (relay calls welcome) for more information.

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If you
need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Before we begin

Privacy of your information: Your privacy is very important to us. We will keep your information
private as required by state and federal law. The answers on this form are only used to see if you
can get coverage or financial help. We will verify your answers in our databases and in federal or
state databases. If something doesn’t match, we may ask you for more documents. We will never
ask about your medical history. If you have questions or think a request isn’t from us, please
contact the Explore Health Customer Assistance Center.

Important: As part of your application, we may get information from the Social Security
Administration, the Department of Homeland Security, the Internal Revenue Service (IRS), a
consumer reporting agency, or other services in the Federal Data Services Hub. We use this
information to check if you can enroll in coverage. We may also check your information again later
to make sure it is up to date. If something changes, we will let you know.

Who to include in your application

Tell us about all the people that live with you. If you file taxes, we need to know about everyone on your
tax return. The health coverage and help you qualify for depends on the number of people in your family

and their incomes. This information helps us make sure everyone gets the best coverage they can.

DO include:

Yourself
Your spouse or registered domestic partner
Your children under 26 that live with you

Your spouse's children under 26 that live
with you

Your unmarried partner, if you have children
together

Anyone you include on your tax return, even
if that person does not live with you

Anyone else under 19 that you take care of
and that lives with you

Include the people listed here, even if they do
not need health coverage.

DO NOT include:

Your children or your spouse's children 26
or older that you do not expect to claim as
tax dependents

Your unmarried partner if you have no
children together and do not file taxes
together

Your unmarried partner's children if they
are not related to you and you do not
expect to claim them as tax dependents

Other people that live with you but are not
your spouse or children and that you do not
file taxes with

Your parents, if you are 19 or older, if they
do not expect to claim you as a tax
dependent, and you do not expect to claim
them as tax dependents

These people may file a separate application
for health coverage.

Please print in capital letters using black or dark blue ink only. Fill in check boxes O like this m.

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Step 1: Tell us about yourself

We need one adult in the household to be the primary contact for your application.

Primary contact information

Primary contact First: Middle: Last: Suffix:
name
Home address Address Line 1: Apt/Suite:

If you don’t have a
home address, enter

the ZIP code and City: State: ZIP code: County:
county where you

currently live.

Mailing address Address Line 1: Apt/Suite:
Enter only if different
from your home

address. City: State: ZIP code: County:

Phone numbers Mobile Phone: Home Phone:

D Send me important alerts to my mobile phone number. Standard
message rates may apply.

Email address

[ ]Send me important alerts to this e-mail address.

Preferred language | Spoken Language: Written Language:

If you choose to go paperless, Explore Health will deliver new
notices to your secure inbox. We will send you a text message or email
alert telling you when you have a new notice.

If you choose to receive notices by mail, we will send a paper notice
to your mailing address and send a digital copy of the notice to your
secure inbox.

Communication
preferences

Preferred method of communication:

[ IMail [ ]Go Paperless

How do you want to receive your Form 1095-A:
[ IMail [ ]Go Paperless

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Help with this
application

Is anyone helping you with this application?
[ 11 am filling out this application for myself and/or my family

[ 11 am getting help from a certified enroliment partner (assister or
insurance agent) (complete Authorization to Assist Form)

[ 11 have a friend or family member helping me (Complete Authorized
Representative Form if you would like to appoint them to be your
authorized representative)

Step 2: Tell us about your household

Complete Step 2 for each person in your household. Start with yourself, then add other adults
and children. If you have more than two household members, make a copy of the household
member information page in Appendix B for each additional household member. You do not
need to provide immigration status or Social Security numbers (SSNs) for household
members who are not applying for health coverage. We will keep all the information you
provide private and secure, as required by law. We will use personal information only to
check if you are eligible for health coverage. Learn more at ExploreHealthOR.gov/Privacy.

Person 1 information

relationships

Full name First: Middle: Last: Suffix:
Additional Date of birth (mm/dd/yyyy):
information
Are you married/in a registered domestic partnership? D Yes D No
Are you applying for coverage? D Yes D No
Household Write in the names of all the other members of your household and

how you are related to them:

Social Security
number

Only required for
household
members applying
for coverage.

Social Security number:

D | am not applying for coverage, so | am not providing my SSN.

Does the name you provided match the name on your Social Security
card? D Yes D No

If no, enter the first and last name shown on your Social Security
card:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Pregnancy

We ask this
information to check
if you may be
eligible for Oregon
Health Plan (OHP)
on basis of current
or recent pregnancy.

DYes D No

Are you currently pregnant?

If yes, number of babies expected:

If yes, due date (mm/dd/yyyy):

DYes D No

Were you pregnant in the last 90 days?

If yes, when did the pregnancy end (mm/dd/yyyy)?

Disability

Are you limited in your ability to work, go to school, or take care of daily
needs because of a physical disability or mental health condition?

D Yes D No

Do you need help with activities of daily living (like bathing, dressing,
and using the bathroom), or live in a nursing home or other medical
facility?

D Yes D No

Parent/Caretaker

Do you live with at least one child under the age of 19 and are you the
primary person taking care of them:

[ ]Yes[ |No

If yes, list their names and your relationship to this child/these
children?

Tax household
information

Filing taxes is not
required to apply for
coverage, but you
need to file to qualify
for a premium tax
credit to reduce
your monthly
premium.

Do you plan to file a federal income tax return this year?

[ ]Yes[ |No

If yes, list names of dependent(s):

If yes, will you file jointly with a spouse/domestic partner?

[ ]Yes[ |No

Will you be claimed as a dependent on someone’s tax return?

[ ]Yes[ |No

If yes, name of the filer:

If yes, how are you related to the filer?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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U.S. citizenship

Are you a U.S. Citizen or National? [_] Yes [ ] No

If yes, are you a naturalized or derived citizen? [_] Yes [ | No

If you are a naturalized or derived citizen, provide your
naturalization or citizenship certificate number below.

Naturalization certificate number:

Citizenship certificate number:

Immigration status

If you are not a U.S. citizen or U.S. national, do you have eligible
immigration status? [ ] Yes [ | No

If yes, enter immigration document information below.

Name (as shown on your document):

Status type:

Document number:

Status award date (mm/dd/yyyy):

Alien or 1-94 number:

Card, passport, or SEVIS ID number:

Other (category code or country of issuance):

Document expiration date (mm/dd/yyyy):

Do you also have any of these immigration statuses? (check all that apply)

D Certification from U.S. Department of Health and Human Services
(HHS) Certificate from the Office of Refugee Resettlement (ORR)

[ ] Office of Refugee Resettlement (ORR) Eligibility Letter (if under 18)

D Cuban/Haitian Entrant

D Resident of American Samoa

D Battered spouse, child, or parent and/or Violence Against Women Act

(VAWA) Self-Petitioners

D Document indicating membership of federally recognized tribe or
American Indian born in Canada

D Document indicating withholding of removal

D Compacts of Free Association (COFA) migrants

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If

you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Have you lived in the U.S. since 19967

[ ]Yes[ ] No

Have you had your current immigration status for the last 5 years?

[ ]Yes[ |No

Are you a veteran or on active duty in the military?

[ ]Yes[ |No

Ethnic Identity Are you of Hispanic, Latino/a/x/e, or of Spanish ancestry?
(optional) []Yes [ ]No

If yes, check all that apply:
[ ]Cuban

[ ] Mexican

[] Puerto Rican

[ ] Other:

Racial Identity [ ] American Indian or Alaska Native
(optional) [ ] Asian Indian

[ ] Black and African American

[ ] Chinese

[] Filipino/a

[ ] Chamoru (Chamorro) Japanese
[ ] Korean

[ ] Middle Eastern/North African/Southwest Asian
[ ] Native Hawaiian

[ ] Asian (Other)

[_] Pacific Islander (Other)

[ ] Samoan

[ ] Vietnamese

[ ] White

[ ] Other:

What was your sex D Male
assigned at birth? D Female

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Which gender do [ ] Male
you most closely
identify with? [_]Female

(optional) [_] Transgender male
D Transgender female
D Non-binary

D Not sure

[ 1A gender not listed

D Prefer not to answer

What is your sexual | [ | Lesbian or gay

orientation? ]
(optional) D Straight

D Bisexual
D Not sure
D A sexual orientation not listed

D Prefer not to answer

American Indian/ Are you a member of a Federally Recognized Tribe or a shareholder in
Alaska Native a regional Alaska Native Corporation or Village?

American Indians
Y N
and Alaska Natives D s D °

can get services If yes, answer the questions below.
from the Indian . .
Health Service, a Are you a member of a Federally Recognized Tribe?

tribal health program, | [ ] Yes [ | No

or an urban Indian
health program. They | If yes, enter the tribe name and the state the tribe is located in:
also may not have to
pay cost sharing and

may get special Are you eligible to get health services from the Indian Health Service, a
mopthly enrollment | {riha| health program, an urban Indian health program, or through
periods. referral from one of these programs?

[ ]Yes[ ] No

Have you ever gotten a health service from the Indian Health Service, a
tribal health program, an urban Indian health program, or through a
referral from one of these programs?

[ ]Yes[ ] No

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Oregon Health Plan
(OHP) denial

Were you denied OHP in the past 90 days?
[ ]Yes[ ]No

When were you denied OHP (mm/dd/yyyy)?

Current job 1

If your pay stub lists
"federal taxable
wages" or "taxable
income," enter that
amount. If not, enter
your gross income
(income before
taxes are taken out)
minus any pre-tax
deductions withheld
by your employer.

Employer name:

Employer phone:

Wages/tips before taxes: $

How often?

[ ]Hourly
[ ] Twice a month

[ 1Daily [ ]Weekly [ ]Every 2 weeks
[ IMonthly [ ]Yearly [ ]One time only

Average number of hours worked per week:

Current job 2

If your pay stub lists
"federal taxable
wages" or "taxable
income," enter that
amount. If not, enter
your gross income
(income before
taxes are taken out)
minus any pre-tax
deductions withheld
by your employer.

Employer name:

Employer phone:

Wages/tips before taxes: $

How often?

[ IHourly
[ ] Twice a month

[ 1Daily [ |Weekly [ _]Every 2 weeks
[ IMonthly [ ]Yearly [ ]One time only

Average number of hours worked per week:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Other income this
month

Fill in all that apply,
give the amount, and
how often you get it.
You don’t need to
tell us about income
from child support,
veteran benefit
payments, or
Supplemental
Security Income
(SSI). If the payment
is one time only,
write in the month
and year.

Type of Income Amount How often?

[ ]Unemployment

[ ]Pension

[ ] Retirement

[ ]Social Security

[ ] Capital gains

AR A A P B A

[_] Alimony from divorce
or separation finalized
before Jan. 1, 2019.

[_]Farming or fishing $
[]Rental or royalty $
income

[_]Scholarship $
[ ]Investment $
[ ] Other income: $

Tribal income
Complete this
section only if you
are a member of a
federally recognized
Tribe or Alaska
Native corporation
shareholder.

Is any of your income from any of these sources?

[ ]Yes[ ] No

e Per capita payments from the Tribe: Money each person
receives from the tribe from natural resources, usage rights,
leases, or royalties.

¢ Income from Tribal land: Money from natural resources, farming,
ranching, fishing, or leases and royalties on land recognized as
Indian land by the Development of Interior (including reservations
and former reservations).

¢ Income from cultural items: Money from selling things that have
cultural significance.

If yes, amount: $ If yes, how often?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Deductions

If you pay for certain
things that can be
subtracted from
gross income on a
federal income tax
return, telling us
about them could
lower the cost of
your health
coverage.

Select all that apply and provide the amount and how often you pay it.

Note: Don’t include child support that you pay or a cost already
considered in your answer to net self-employment.

Type of Deduction Amount How often?

[_]Alimony paid for divorces $

finalized before Jan. 1, 2019.

[ ] Student loan interest $
[ ] Work-related expenses for $
reservists, performing artists,

and fee-based governmental
officials

[ ]Health Saving Account $
(HSA) Deduction

[ ] Deductible part of self- $
employment tax

[ ] Contributions to qualified $

self-employed retirement
plans (e.g. SEP, SIMPLE)

[]Self-employed health $
insurance deduction

[ ]Penalty of early withdraw $

of savings

[ ]Individual Retirement $

Account (IRA) deductions

[ ]Moving expenses $

[ ] Educator expenses $
$

[ ] Other expenses:

Estimated annual
income

Based on what you know today, how much do you think you will make in
the calendar year for which you are seeking coverage?

Amount: $ Year:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Current health
coverage

If you have coverage
through your
employer, report this
in the next
“Employer
coverage” section.

Are you currently enrolled in Medicare or will you be enrolled in
Medicare in the next 3 months? [ | Yes[ ] No

If yes, enter date (mm/dd/yyyy):

Are you currently enrolled in health coverage that will extend beyond 60
days from today? [ ] Yes[ |No

If yes, what type of coverage do you have? (check all that apply)

[ ]Oregon Health Plan [ | COBRA Coverage [ |Medicare

[ ]Peace Corps [ ]Medicaid in Another State

[ ]Retiree Health Benefits [ ] TRICARE

[ ]Veterans Affairs (VA) Health Care Program  [_] Other Coverage
If “Other Coverage” was selected, answer the questions below.

Insurance Name:

Policy Number:

Does this health coverage provide only limited benefits? [ | Yes[ | No
Limited benefit coverage pays for only certain health care services or
situations and is not comprehensive health insurance. Examples may include
fixed indemnity plans, accident-only coverage, or specified disease coverage.

Employer coverage
Only tell us about
coverage offers that
apply to the date you
seek to begin
coverage. If you are
unable to answer
these questions,
ask your employer
to complete the
Employer
Coverage Tool
first.

Will you be offered health coverage through a job (including another
person’s job, like a spouse or parent)? [ |Yes[ ] No

If yes, answer the rest of the questions in this section.

Employer name:

Employer phone:

Employer address:

City: State: ZIP code:

Does the plan that this employer offers meet the minimum value standard?

[ ]Yes[ ] No

What is the monthly premium for the lowest-cost plan that this employer
offers that meets the minimum value standard?

Total Amount: $ How often?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Health Have you been offered a Health Reimbursement Arrangement (HRA)

Reimbursement through a job? This could be your own job or a family member’s, like a
Arrangements spouse or parent. [ | Yes[ | No

(HRA) If th - " in thi i

ity s Elsaui yes, answer the remaining questions in this section.

offers with a start Employer name:

date between 60

days before today Employer phone:

and 60 days after
today. Employer address:

City: State: ZIP code:

Are you enrolled in, or planning to enroll in, the HRA offered to you?

[ ]Yes[ ] No

What kind of HRA is offered?
[ ]Individual Coverage Health Reimbursement Arrangement (ICHRA)

[ ] Qualified Small Employer Health Reimbursement Arrangement
(QSEHRA)

What is the maximum monthly amount you can be reimbursed through
your HRA? $

Monthly HRA Amount: $

What is the start date of this HRA (mm/dd/yyyy)?

State employee Are you offered Public Employees’ Benefit Board (PEBB) insurance
health benefit because you or a family member are an employee of the state of
Oregon?

[ ]Yes[ |No

Medical bills Would you like help paying any unpaid medical bills from the past two
(2) months?

[ ]Yes[ ]No

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Step 2: Person 2

Complete Step 2 for your spouse/partner, children who live with you, and anyone on your federal
income tax return, if you file one. If you have more than two household members, make a copy
of the household member information page in Appendix B for each additional household
member. If you do not file a tax return, remember to still add household members who live with
you. You will need to file taxes if you receive advance premium tax credits. See page 1 for more
information about who to include in your application.

Person 2 information

relationships

Full name First: Middle: Last: Suffix:
Additional Date of birth (mm/dd/yyyy):
information
Are you married/in a registered domestic partnership? D Yes D No
Are you applying for coverage? [ TYes[ ]No
Household Write in the names of all the other members of your household and

how you are related to them:

Social Security
number

Only required for
household
members applying
for coverage.

Social Security number:

D | am not applying for coverage, so | am not providing my SSN.

Does the name you provided match the name on your Social Security
card? D Yes D No

If no, enter the first and last name shown on your Social Security
card:

Pregnancy

We ask this
information to check
if you may be
eligible for Oregon
Health Plan (OHP)
on basis of current
or recent pregnancy.

DYeS D No

Are you currently pregnant?

If yes, number of babies expected:

If yes, due date (mm/dd/yyyy):

D Yes D No

Were you pregnant in the last 90 days?

If yes, when did the pregnancy end (mm/dd/yyyy)?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Disability Are you limited in your ability to work, go to school, or take care of daily
needs because of a physical disability or mental health condition?

D Yes D No

Do you need help with activities of daily living (like bathing, dressing,
and using the bathroom), or live in a nursing home or other medical
facility?

D Yes D No

Parent/Caretaker Do you live with at least one child under the age of 19 and are you the
primary person taking care of them:

[ ]Yes[ ] No
If yes, list their names and your relationship to this child/these
children?
Tax household Do you plan to file a federal income tax return this year?
information []Yes [ ]No

Filing taxes is not

required to apply for | |fyes, list names of dependent(s):
coverage, but you

need to file to qualify

for a premium tax
credit to reduce
your monthly [ ]Yes[ ] No

If yes, will you file jointly with a spouse/domestic partner?

premium.
Will you be claimed as a dependent on someone’s tax return?

[ ]Yes[ ]No

If yes, name of the filer:

If yes, how are you related to the filer?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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U.S. citizenship

Are you a U.S. Citizen or National? [_] Yes [ ] No

If yes, are you a naturalized or derived citizen? [_] Yes [ | No

If you are a naturalized or derived citizen, provide your
naturalization or citizenship certificate number below.

Naturalization certificate number:

Citizenship certificate number:

Immigration status

If you are not a U.S. citizen or U.S. national, do you have eligible
immigration status? [ ] Yes [ | No

If yes, enter immigration document information below.

Name (as shown on your document):

Status type:

Document number:

Status award date (mm/dd/yyyy):

Alien or 1-94 number:

Card, passport, or SEVIS ID number:

Other (category code or country of issuance):

Document expiration date (mm/dd/yyyy):

Do you also have any of these immigration statuses? (check all that apply)

D Certification from U.S. Department of Health and Human Services
(HHS) Certificate from the Office of Refugee Resettlement (ORR)

[ ] Office of Refugee Resettlement (ORR) Eligibility Letter (if under 18)

D Cuban/Haitian Entrant

D Resident of American Samoa

D Battered spouse, child, or parent and/or Violence Against Women Act

(VAWA) Self-Petitioners

D Document indicating membership of federally recognized tribe or
American Indian born in Canada

D Document indicating withholding of removal

D Compacts of Free Association (COFA) migrants

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If

you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Have you lived in the U.S. since 19967

[ ]Yes[ ] No

Have you had your current immigration status for the last 5 years?

[ ]Yes[ |No

Are you a veteran or on active duty in the military?

[ ]Yes[ |No

Ethnic Identity Are you of Hispanic, Latino/a/x/e, or of Spanish ancestry?
(optional) []Yes [ ]No

If yes, check all that apply:
[ ]Cuban

[ ] Mexican

[] Puerto Rican

[ ] Other:

Racial Identity [ ] American Indian or Alaska Native
(optional) [ ] Asian Indian

[ ] Black and African American

[ ] Chinese

[] Filipino/a

[ ] Chamoru (Chamorro) Japanese
[ ] Korean

[ ] Middle Eastern/North African/Southwest Asian
[ ] Native Hawaiian

[ ] Asian (Other)

[_] Pacific Islander (Other)

[ ] Samoan

[ ] Vietnamese

[ ] White

[ ] Other:

What was your sex D Male
assigned at birth? D Female

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Which gender do [ ] Male
you most closely
identify with? [_]Female

(optional) [_] Transgender male
D Transgender female
D Non-binary

D Not sure

[ 1A gender not listed

D Prefer not to answer

What is your sexual | [ | Lesbian or gay

orientation? ]
(optional) D Straight

D Bisexual
D Not sure
D A sexual orientation not listed

D Prefer not to answer

American Indian/ Are you a member of a Federally Recognized Tribe or a shareholder in
Alaska Native a regional Alaska Native Corporation or Village?

American Indians
Y N
and Alaska Natives D s D °

can get services If yes, answer the questions below.
from the Indian . .
Health Service, a Are you a member of a Federally Recognized Tribe?

tribal health program, | [ ] Yes [ | No

or an urban Indian
health program. They | If yes, enter the tribe name and the state the tribe is located in:
also may not have to
pay cost sharing and

may get special Are you eligible to get health services from the Indian Health Service, a
mopthly enrollment | {riha| health program, an urban Indian health program, or through
periods. referral from one of these programs?

[ ]Yes[ ] No

Have you ever gotten a health service from the Indian Health Service, a
tribal health program, an urban Indian health program, or through a
referral from one of these programs?

[ ]Yes[ ] No

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Oregon Health Plan
(OHP) denial

Were you denied OHP in the past 90 days?
[ ]Yes[ ]No

When were you denied OHP (mm/dd/yyyy)?

Current job 1

If your pay stub lists
"federal taxable
wages" or "taxable
income," enter that
amount. If not, enter
your gross income
(income before
taxes are taken out)
minus any pre-tax
deductions withheld
by your employer.

Employer name:

Employer phone:

Wages/tips before taxes: $

How often?

[ ]Hourly
[ ] Twice a month

[ 1Daily [ ]Weekly [ ]Every 2 weeks
[ IMonthly [ ]Yearly [ ]One time only

Average number of hours worked per week:

Current job 2

If your pay stub lists
"federal taxable
wages" or "taxable
income," enter that
amount. If not, enter
your gross income
(income before
taxes are taken out)
minus any pre-tax
deductions withheld
by your employer.

Employer name:

Employer phone:

Wages/tips before taxes: $

How often?

[ IHourly
[ ] Twice a month

[ 1Daily [ |Weekly [ _]Every 2 weeks
[ IMonthly [ ]Yearly [ ]One time only

Average number of hours worked per week:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Other income this
month

Fill in all that apply,
give the amount, and
how often you get it.
You don’t need to
tell us about income
from child support,
veteran benefit
payments, or
Supplemental
Security Income
(SSI). If the payment
is one time only,
write in the month
and year.

Type of Income Amount How often?

[ ]Unemployment

[ ]Pension

[ ] Retirement

[ ]Social Security

[ ] Capital gains

AR A A P B A

[_] Alimony from divorce
or separation finalized
before Jan. 1, 2019.

[_]Farming or fishing $
[]Rental or royalty $
income

[_]Scholarship $
[ ]Investment $
[ ] Other income: $

Tribal income
Complete this
section only if you
are a member of a
federally recognized
Tribe or Alaska
Native corporation
shareholder.

Is any of your income from any of these sources?

[ ]Yes[ ] No

e Per capita payments from the Tribe: Money each person
receives from the tribe from natural resources, usage rights,
leases, or royalties.

¢ Income from Tribal land: Money from natural resources, farming,
ranching, fishing, or leases and royalties on land recognized as
Indian land by the Development of Interior (including reservations
and former reservations).

¢ Income from cultural items: Money from selling things that have
cultural significance.

If yes, amount: $ If yes, how often?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Deductions

If you pay for certain
things that can be
subtracted from
gross income on a
federal income tax
return, telling us
about them could
lower the cost of
your health
coverage.

Select all that apply and provide the amount and how often you pay it.

Note: Don’t include child support that you pay or a cost already
considered in your answer to net self-employment.

Type of Deduction Amount How often?

[_]Alimony paid for divorces $

finalized before Jan. 1, 2019.

[ ] Student loan interest $
[ ] Work-related expenses for $
reservists, performing artists,

and fee-based governmental
officials

[ ]Health Saving Account $
(HSA) Deduction

[ ] Deductible part of self- $
employment tax

[ ] Contributions to qualified $

self-employed retirement
plans (e.g. SEP, SIMPLE)

[]Self-employed health $
insurance deduction

[ ]Penalty of early withdraw $

of savings

[ ]Individual Retirement $

Account (IRA) deductions

[ ]Moving expenses $

[ ] Educator expenses $
$

[ ] Other expenses:

Estimated annual
income

Based on what you know today, how much do you think you will make in
the calendar year for which you are seeking coverage?

Amount: $ Year:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Current health
coverage

If you have coverage
through your
employer, report this
in the next
“Employer
coverage” section.

Are you currently enrolled in Medicare or will you be enrolled in
Medicare in the next 3 months? [ | Yes[ ] No

If yes, enter date (mm/dd/yyyy):

Are you currently enrolled in health coverage that will extend beyond 60
days from today? [ ] Yes[ |No

If yes, what type of coverage do you have? (check all that apply)

[ ]Oregon Health Plan [ | COBRA Coverage [ |Medicare

[ ]Peace Corps [ ] Medicaid in Another State

[ ] Retiree Health Benefits [ ] TRICARE

[ ]Veterans Affairs (VA) Health Care Program  [_] Other Coverage
If “Other Coverage” was selected, answer the questions below.

Insurance Name:

Policy Number:

Does this health coverage provide only limited benefits? [ | Yes[ | No
Limited benefit coverage pays for only certain health care services or
situations and is not comprehensive health insurance. Examples may include
fixed indemnity plans, accident-only coverage, or specified disease coverage.

Employer coverage
Only tell us about
coverage offers that
apply to the date you
seek to begin
coverage. If you are
unable to answer
these questions,
ask your employer
to complete the
Employer
Coverage Tool
first.

Will you be offered health coverage through a job (including another
person’s job, like a spouse or parent)? [ |Yes[ ] No

If yes, answer the rest of the questions in this section.

Employer name:

Employer phone:

Employer address:

City: State: ZIP code:

Does the plan that this employer offers meet the minimum value standard?

[ ]Yes[ ] No

What is the monthly premium for the lowest-cost plan that this employer
offers that meets the minimum value standard?

Total Amount: $ How often?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Health Have you been offered a Health Reimbursement Arrangement (HRA)

Reimbursement through a job? This could be your own job or a family member’s, like a
Arrangements spouse or parent. [ | Yes[ | No

(HRA) If th - " in thi i

ity s Elsaui yes, answer the remaining questions in this section.

offers with a start Employer name:

date between 60

days before today Employer phone:

and 60 days after
today. Employer address:

City: State: ZIP code:

Are you enrolled in, or planning to enroll in, the HRA offered to you?

[ ]Yes[ ] No

What kind of HRA is offered?
[ ]Individual Coverage Health Reimbursement Arrangement (ICHRA)

[ ] Qualified Small Employer Health Reimbursement Arrangement
(QSEHRA)

What is the maximum monthly amount you can be reimbursed through
your HRA? $

Monthly HRA Amount: $

What is the start date of this HRA (mm/dd/yyyy)?

State employee Are you offered Public Employees’ Benefit Board (PEBB) insurance
health benefit because you or a family member are an employee of the state of
Oregon?

[ ]Yes[ |No

Medical bills Would you like help paying any unpaid medical bills from the past two
(2) months?

[ ]Yes[ ]No

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Step 3: Review and sign

Incarceration

Are any household members incarcerated (in jail or prison)?

[ ]Yes[ ] No

If yes, tell us the person’s name:

Is this person pending disposition or waiting on a decision of charges?

[ ]Yes[ ] No

Renewal consent

To help lower the cost of my health coverage in future years, | agree to
let Explore Health check my income using computer sources, like the
Internal Revenue Service (IRS). | also agree to let Explore Health use
my income information, including tax return data, to see if | can continue
receiving financial help.

If these sources show | still qualify, my coverage and financial help will
be renewed for 12 months. Explore Health will send me a notice
explaining the renewal and give me a chance to make any changes to
my application.

| understand that if | do not give this consent, my coverage will be
renewed at full cost (without financial help). | also understand | can stop,
change, or opt out of this at any time.

[ Jlagree [ ]I Disagree

Other coverage

If anyone on your application has coverage through Explore Health and
is also found to have other health coverage (such as Medicare or the
Oregon Health Plan (OHP)), Explore Health will end their coverage.
They will receive a notice before the coverage ends, in case they need
to keep it or make changes. For any months when both coverages
overlap, they are responsible for paying the full monthly cost of the
Explore Health plan.

Reporting changes

| understand that changes in the number of people in my household,
address, income, or other details may affect my or my household's
eligibility for specific benefits. | understand that | have 30 days to notify
Explore Health if any of the information on my application changes.

Information sharing

By signing my name below, | agree that my information may be shared
with Oregon Health Authority (OHA) and Oregon Department of Human
Services (ODHS) to decide if | qualify for OHP. My application
information will be shared if anyone in my household may qualify for
OHP or if | ask for a decision about OHP.

By signing my name below, | give OHA/ODHS, which runs OHP, the
right to collect money from other health insurance, legal settlements, or
other sources for anyone on this application who enrolls in OHP. | also
give OHA/ODHS the right to get medical support from a spouse or
parent.

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Voter registration In addition to applying for health coverage, you may register to vote
where you live now or update your voter registration if your address,
name, or party affiliation has changed. For more information, please
visit oregon.gov/en/voter-registration.

Please note: Explore Health does not collect voter registration
information. Registering to vote is voluntary. Choosing to register or not
register will not affect your health coverage, financial help, or services
from Explore Health.

Oregon residency | also understand that to qualify for coverage through Explore Health, |
must live in Oregon.

By signing this application, | confirm that | live in Oregon, or that
everyone applying for coverage lives in Oregon. | understand that living
in Oregon is required to qualify. | agree to tell Explore Health if my
address or anyone’s residency changes.

Information | confirm that to the best of my knowledge, the information in this
accuracy application is true and correct.

By signing my name, | sign this application under penalty of perjury.
That means, to the best of my knowledge, | gave true, correct, and
complete answers to all the questions on this form. | know that under
federal law if | provide false and/or untrue information, | may be subject
to penalties and/or be liable for overpayments.

PERSON 1 (the primary contact) should sign this application. If you're an authorized representative,
you may sign here as long as PERSON 1 completed the Authorized Representative Form. If a
certified Insurance Agent or Assister has helped you with this application, you will also need to fill
out the Agreement to Assist Form.

If you're signing this application outside of Open Enroliment, make sure you complete
Appendix A: Questions about life changes.

Print full name

Signature

Date (mm/dd/yyyy)

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Step 4: Submit completed application

Please do not send originals, no documents are kept longer than 60 days and will be destroyed
after being uploaded into the Applicant Portal.

Online Mail Fax
For faster processing, c/o Documents 888-705-8691
upload this document in Explore Health
your online account at PO Box 191
ExploreHealthOR.gov. Salem, OR 97308

If you want to register to vote or update an existing voter registration, visit oregon.gov/en/voter-
registration.

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Appendix A: Questions about life changes

If you are applying for health coverage outside Open Enrollment, you will need to report a
qualifying life event to be eligible to enroll in coverage using a Special Enroliment Period. If found
eligible, you will be enrolled in Oregon Health Plan (OHP) any time of the year. Members of a
Federally Recognized Tribe or a shareholder in a regional Alaska Native Corporation or Village can
enroll in coverage through Explore Health any time of the year. If you believe you qualify for a
Special Enroliment Period for a reason that is followed by an asterisk (*), please complete the
“Information about prior coverage” section at the end of Appendix A.

Loss of employer or other
coverage

Did anyone lose employer or other coverage in the last 60 days, or
do they expect to lose employer or other coverage in the next 60
days? [ ]Yes[ |No

Name(s):

Date coverage ended or will end (mm/dd/yyyy):

Loss of Oregon Health
Plan (OHP)

Did anyone lose OHP coverage in the last 60 days, or do they
expect to lose OHP coverage in the next 60 days? [ ]Yes[ ]No

Name(s):

Date coverage ended or will end (mm/dd/yyyy):

New HRA offer Did anyone receive a new HRA offer in the last 60 days, or does
anyone expect to receive a new HRA offer in the next 60 days?
[ ]Yes[ |No
Name(s):
Date (mm/dd/yyyy):

Marriage* Did anyone get married in the last 60 days? [ | Yes[ | No

Name(s):

Date (mm/dd/yyyy):

Release from
incarceration

Did anyone get released from incarceration (jail or prison) in the
last 60 days? [ | Yes[ | No

Name(s):

Date (mm/dd/yyyy):

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Gain of citizenship or
eligible immigration status

Did anyone gain citizenship or eligible immigration status in the
last 60 days? [ | Yes[ | No

Name(s):

Date (mm/dd/yyyy):

Birth or adoption

Did anyone gain or become a dependent due to birth or adoption
in the last 60 days? [ ] Yes[ |No

Name(s):

Date (mm/dd/yyyy):

Gain of dependent due to
child support, foster
(substitute) care, or court
order

Did anyone gain or become a dependent due to a child support,
foster (substitute) care, or other court order in the last 60 days?

[ ]Yes[ |No

Name(s):

Date (mm/dd/yyyy):

Move to Oregon

Did anyone move to Oregon in the last 60 days? [ | Yes[ ] No

Name(s):

Date (mm/dd/yyyy):

[ ] Select here if move was from a foreign country or U.S. territory.

Residential address
change making new plans
available*

(address change may only
qualify for a special
enrollment period if new
plans are available to you at
your new address)

Did anyone move to a new address within Oregon that made new
Explore Health plans available? [ ] Yes[ | No

Name(s):

Date (mm/dd/yyyy):

ZIP code of previous address:

[ ] Select here if move was from a foreign country or U.S. territory.

Error by Explore Health or
Explore Health enroliment
partner

Did anyone experience an error by Explore Health or an Explore
Health enroliment partner in the last 60 days? [ ] Yes[ |No

Name(s):

Date (mm/dd/yyyy):

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Delay in Oregon Health
Plan (OHP) denial

Was anyone unable to enroll in Explore Health during an
enrollment period because they may have been eligible for OHP
but were not approved for OHP and instead found eligible for
coverage through Explore Health?

[ ]Yes[ |No

Name(s):

Date (mm/dd/yyyy):

Domestic violence or
spousal abandonment

Did anyone experience domestic violence or spousal
abandonment in the last 60 days? [ ]| Yes[ ] No

Name(s):

Date (mm/dd/yyyy):

Exceptional
circumstances

Did anyone experience exceptional circumstances that prevented
their enrollment during an eligible enrollment period?

[ ]Yes[ |No

Name(s):

Date (mm/dd/yyyy):

Information about prior coverage

Name of Enrollee:

What type of health coverage
did you have?

[ ] Employer-sponsored health insurance

[ ] Individual or Marketplace health insurance

[ ] Medicaid

[ ] Medicare

[ ] Military health coverage (TRICARE, VA, etc.)
[ ] Other (describe):

Name of the insurance
company or program:

Policy, Member, or ID
Number (if known):

Employer Name (if employer-
sponsored):

Coverage Start Date:

Coverage End Date:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.



https://ExploreHealthOR.gov

Why did your previous [ ] Lost job or employer coverage
coverage end? [ ] COBRA ended

[ ] Aged off of parent's plan

[ ] Moved

[ ] Divorce or legal separation

[ ] Other (specify):

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Appendix B: Additional household member information

Full name

First: Middle: Last: Suffix:

Additional
information

Date of birth (mm/dd/yyyy):

D Yes D No

Are you married/in a registered domestic partnership?

D Yes D No

Are you applying for coverage?

Household
relationships

Write in the names of all the other members of your household and
how you are related to them:

Social Security
number

Only required for
household
members applying
for coverage.

Social Security number:

D | am not applying for coverage, so | am not providing my SSN.

Does the name you provided match the name on your Social Security
card? D Yes D No

If no, enter the first and last name shown on your Social Security
card:

Pregnancy

We ask this
information to check
if you may be
eligible for Oregon
Health Plan (OHP)
on basis of current
or recent pregnancy.

DYes D No

Are you currently pregnant?

If yes, number of babies expected:

If yes, due date (mm/dd/yyyy):

D Yes D No

Were you pregnant in the last 90 days?

If yes, when did the pregnancy end (mm/dd/yyyy)?

Disability

Are you limited in your ability to work, go to school, or take care of daily
needs because of a physical disability or mental health condition?

D Yes D No

Do you need help with activities of daily living (like bathing, dressing,
and using the bathroom), or live in a nursing home or other medical
facility?

D Yes D No

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Parent/Caretaker Do you live with at least one child under the age of 19 and are you the
primary person taking care of them:

[ ]Yes[ ] No
If yes, list their names and your relationship to this child/these
children?
Tax household Do you plan to file a federal income tax return this year?
information []Yes [ ]No

Filing taxes is not

required to apply for | |fyeg, list names of dependent(s):
coverage, but you

need to file to qualify

for a premium tax
credit to reduce
your monthly [ ]Yes[ |No

If yes, will you file jointly with a spouse/domestic partner?

premium.
Will you be claimed as a dependent on someone’s tax return?

[ ]Yes[ ] No

If yes, name of the filer:

If yes, how are you related to the filer?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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U.S. citizenship

Are you a U.S. Citizen or National? [_] Yes [ ] No

If yes, are you a naturalized or derived citizen? [_] Yes [ | No

If you are a naturalized or derived citizen, provide your
naturalization or citizenship certificate number below.

Naturalization certificate number:

Citizenship certificate number:

Immigration status

If you are not a U.S. citizen or U.S. national, do you have eligible
immigration status? [ ] Yes [ | No

If yes, enter immigration document information below.

Name (as shown on your document):

Status type:

Document number:

Status award date (mm/dd/yyyy):

Alien or 1-94 number:

Card, passport, or SEVIS ID number:

Other (category code or country of issuance):

Document expiration date (mm/dd/yyyy):

Do you also have any of these immigration statuses? (check all that apply)

D Certification from U.S. Department of Health and Human Services
(HHS) Certificate from the Office of Refugee Resettlement (ORR)

[ ] Office of Refugee Resettlement (ORR) Eligibility Letter (if under 18)

D Cuban/Haitian Entrant

D Resident of American Samoa

D Battered spouse, child, or parent and/or Violence Against Women Act

(VAWA) Self-Petitioners

D Document indicating membership of federally recognized tribe or
American Indian born in Canada

D Document indicating withholding of removal

D Compacts of Free Association (COFA) migrants

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If

you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.



https://ExploreHealthOR.gov

Have you lived in the U.S. since 19967

[ ]Yes[ ] No

Have you had your current immigration status for the last 5 years?

[ ]Yes[ |No

Are you a veteran or on active duty in the military?

[ ]Yes[ |No

Ethnic Identity Are you of Hispanic, Latino/a/x/e, or of Spanish ancestry?
(optional) []Yes [ ]No

If yes, check all that apply:
[ ]Cuban

[ ] Mexican

[] Puerto Rican

[ ] Other:

Racial Identity [ ] American Indian or Alaska Native
(optional) [ ] Asian Indian

[ ] Black and African American

[ ] Chinese

[] Filipino/a

[ ] Chamoru (Chamorro) Japanese
[ ] Korean

[ ] Middle Eastern/North African/Southwest Asian
[ ] Native Hawaiian

[ ] Asian (Other)

[_] Pacific Islander (Other)

[ ] Samoan

[ ] Vietnamese

[ ] White

[ ] Other:

What was your sex D Male
assigned at birth? D Female

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Which gender do [ ] Male
you most closely
identify with? [_]Female

(optional) [_] Transgender male
D Transgender female
D Non-binary

D Not sure

[ 1A gender not listed

D Prefer not to answer

What is your sexual | [ | Lesbian or gay

orientation? ]
(optional) D Straight

D Bisexual
D Not sure
D A sexual orientation not listed

D Prefer not to answer

American Indian/ Are you a member of a Federally Recognized Tribe or a shareholder in
Alaska Native a regional Alaska Native Corporation or Village?

American Indians
Y N
and Alaska Natives D s D °

can get services If yes, answer the questions below.
from the Indian . .
Health Service, a Are you a member of a Federally Recognized Tribe?

tribal health program, | [ ] Yes [ | No

or an urban Indian
health program. They | If yes, enter the tribe name and the state the tribe is located in:
also may not have to
pay cost sharing and

may get special Are you eligible to get health services from the Indian Health Service, a
mopthly enrollment | {riha| health program, an urban Indian health program, or through
periods. referral from one of these programs?

[ ]Yes[ ] No

Have you ever gotten a health service from the Indian Health Service, a
tribal health program, an urban Indian health program, or through a
referral from one of these programs?

[ ]Yes[ ] No

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Oregon Health Plan
(OHP) denial

Were you denied OHP in the past 90 days?
[ ]Yes[ ]No

When were you denied OHP (mm/dd/yyyy)?

Current job 1

If your pay stub lists
"federal taxable
wages" or "taxable
income," enter that
amount. If not, enter
your gross income
(income before
taxes are taken out)
minus any pre-tax
deductions withheld
by your employer.

Employer name:

Employer phone:

Wages/tips before taxes: $

How often?

[ ]Hourly
[ ] Twice a month

[ 1Daily [ ]Weekly [ ]Every 2 weeks
[ IMonthly [ ]Yearly [ ]One time only

Average number of hours worked per week:

Current job 2

If your pay stub lists
"federal taxable
wages" or "taxable
income," enter that
amount. If not, enter
your gross income
(income before
taxes are taken out)
minus any pre-tax
deductions withheld
by your employer.

Employer name:

Employer phone:

Wages/tips before taxes: $

How often?

[ IHourly
[ ] Twice a month

[ 1Daily [ |Weekly [ _]Every 2 weeks
[ IMonthly [ ]Yearly [ ]One time only

Average number of hours worked per week:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Other income this
month

Fill in all that apply,
give the amount, and
how often you get it.
You don’t need to
tell us about income
from child support,
veteran benefit
payments, or
Supplemental
Security Income
(SSI). If the payment
is one time only,
write in the month
and year.

Type of Income Amount How often?

[ ]Unemployment

[ ]Pension

[ ] Retirement

[ ]Social Security

[ ] Capital gains

AR A A P B A

[_] Alimony from divorce
or separation finalized
before Jan. 1, 2019.

[_]Farming or fishing $
[]Rental or royalty $
income

[_]Scholarship $
[ ]Investment $
[ ] Other income: $

Tribal income
Complete this
section only if you
are a member of a
federally recognized
Tribe or Alaska
Native corporation
shareholder.

Is any of your income from any of these sources?

[ ]Yes[ ] No

e Per capita payments from the Tribe: Money each person
receives from the tribe from natural resources, usage rights,
leases, or royalties.

¢ Income from Tribal land: Money from natural resources, farming,
ranching, fishing, or leases and royalties on land recognized as
Indian land by the Development of Interior (including reservations
and former reservations).

¢ Income from cultural items: Money from selling things that have
cultural significance.

If yes, amount: $ If yes, how often?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Deductions

If you pay for certain
things that can be
subtracted from
gross income on a
federal income tax
return, telling us
about them could
lower the cost of
your health
coverage.

Select all that apply and provide the amount and how often you pay it.

Note: Don’t include child support that you pay or a cost already
considered in your answer to net self-employment.

Type of Deduction Amount How often?

[_]Alimony paid for divorces $

finalized before Jan. 1, 2019.

[ ] Student loan interest $
[ ] Work-related expenses for $
reservists, performing artists,

and fee-based governmental
officials

[ ]Health Saving Account $
(HSA) Deduction

[ ] Deductible part of self- $
employment tax

[ ] Contributions to qualified $

self-employed retirement
plans (e.g. SEP, SIMPLE)

[]Self-employed health $
insurance deduction

[ ]Penalty of early withdraw $

of savings

[ ]Individual Retirement $

Account (IRA) deductions

[ ]Moving expenses $

[ ] Educator expenses $
$

[ ] Other expenses:

Estimated annual
income

Based on what you know today, how much do you think you will make in
the calendar year for which you are seeking coverage?

Amount: $ Year:

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Current health
coverage

If you have coverage
through your
employer, report this
in the next
“Employer
coverage” section.

Are you currently enrolled in Medicare or will you be enrolled in
Medicare in the next 3 months? [ | Yes[ ] No

If yes, enter date (mm/dd/yyyy):

Are you currently enrolled in health coverage that will extend beyond 60
days from today? [ ] Yes[ |No

If yes, what type of coverage do you have? (check all that apply)

[ ]Oregon Health Plan [ | COBRA Coverage [ |Medicare

[ ]Peace Corps [ ] Medicaid in Another State

[ ] Retiree Health Benefits [ ] TRICARE

[ ]Veterans Affairs (VA) Health Care Program  [_] Other Coverage
If “Other Coverage” was selected, answer the questions below.

Insurance Name:

Policy Number:

Does this health coverage provide only limited benefits? [ | Yes[ | No
Limited benefit coverage pays for only certain health care services or
situations and is not comprehensive health insurance. Examples may include
fixed indemnity plans, accident-only coverage, or specified disease coverage.

Employer coverage
Only tell us about
coverage offers that
apply to the date you
seek to begin
coverage. If you are
unable to answer
these questions,
ask your employer
to complete the
Employer
Coverage Tool
first.

Will you be offered health coverage through a job (including another
person’s job, like a spouse or parent)? [ |Yes[ ] No

If yes, answer the rest of the questions in this section.

Employer name:

Employer phone:

Employer address:

City: State: ZIP code:

Does the plan that this employer offers meet the minimum value standard?

[ ]Yes[ ] No

What is the monthly premium for the lowest-cost plan that this employer
offers that meets the minimum value standard?

Total Amount: $ How often?

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Health Have you been offered a Health Reimbursement Arrangement (HRA)

Reimbursement through a job? This could be your own job or a family member’s, like a
Arrangements spouse or parent. [ | Yes[ | No

(HRA) If th - " in thi i

ity s Elsaui yes, answer the remaining questions in this section.

offers with a start Employer name:

date between 60

days before today Employer phone:

and 60 days after
today. Employer address:

City: State: ZIP code:

Are you enrolled in, or planning to enroll in, the HRA offered to you?

[ ]Yes[ ] No

What kind of HRA is offered?
[ ]Individual Coverage Health Reimbursement Arrangement (ICHRA)

[ ] Qualified Small Employer Health Reimbursement Arrangement
(QSEHRA)

What is the maximum monthly amount you can be reimbursed through
your HRA? $

Monthly HRA Amount: $

What is the start date of this HRA (mm/dd/yyyy)?

State employee Are you offered Public Employees’ Benefit Board (PEBB) insurance
health benefit because you or a family member are an employee of the state of
Oregon?

[ ]Yes[ |No

Medical bills Would you like help paying any unpaid medical bills from the past two
(2) months?

[ ]Yes[ ]No

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Appendix C: Privacy and non-discrimination summary
Privacy Disclosure

Explore Health protects the privacy and security of the personally identifiable information (PII) that
you provide. Your individual identifying information will not be shared, sold, or transferred to any
third party without your prior consent, unless required or otherwise permitted by law. Explore
Health may use data from other federal or state agencies to determine eligibility for the individuals
on your application. If you have questions about this data, contact Explore Health at 855-268-3767
(relay calls welcome). For more information about privacy and security of your information, visit
ehlinks.info/privacy.

Nondiscrimination Disclosure

Explore Health: Oregon’s Health Insurance Marketplace
Oregon Health Authority — Health Policy & Analytics Division

Explore Health is committed to providing all people with equal access to our services. We follow
federal nondiscrimination laws, including Section 1557 of the Affordable Care Act (42 U.S.C.

§ 18116) and 45 CFR Part 92, as well as Oregon civil rights laws (ORS 659A, ORS 659.850, ORS
659.875, and ORS 746.021). We do not exclude, deny benefits to, or otherwise discriminate
against any person based on: race, color, national origin, disability, sex (including pregnancy,
sexual orientation, gender identity, and sex stereotypes), age, religion, marital status, familial
status, ancestry, citizenship or immigration status, genetic information, military status or status as a
veteran, order-of-protection status, protected hair textures and hairstyles (Oregon CROWN Act),
and any other characteristic protected under federal law or Oregon law.

How to File a Complaint

If you believe you were discriminated against for any of the reasons listed above, you may file a
complaint with:

Explore Health Civil Rights Coordinator

Oregon Health Insurance Marketplace
Oregon Health Authority

500 Summer St. NE

Salem, OR 97301

Email: explorehealth@oha.oregon.gov
Phone: 855-268-3767 (relay calls welcome)

You may also contact:

U.S. Department of Health & Human Services, Office for Civil Rights
Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Mail: 200 Independence Ave. SW, Room 509F, Washington, DC 20201

Oregon Division of Financial Regulation (DFR)
Submit a complaint: https://dfr.oregon.gov
Phone: 888-877-4894

Email: DFR.InsuranceHelp@dcbs.oregon.gov

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Get help in another language

If you or someone you’re helping has questions about Explore Health, you have the right to get
help and information in your language at no cost. To talk to an interpreter, call 855-268-3767
(relay calls welcome). Or visit us at ExploreHealthOR.gov.

Si usted, o alguien a quien ayuda, tiene preguntas sobre Explore Health, tiene derecho a recibir
ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-
268-3767 (se aceptan llamadas de retransmision). O visitenos en ExploreHealthOR.gov.
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nhan sy trg gilip va théng tin bang ngén ng* cta minh hoan toan mién phi. Dé trao dsi véi thong
dich vién, vui ldng goi sé 855-268-3767 (chap nhan cac cuéc goi qua dich vu chuyén tiép). Hoac
truy cap trang web ExploreHealthOR.gov.
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NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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Wenn Sie oder eine Person, die Sie unterstitzen, Fragen zu Explore Health haben, haben Sie das
Recht, kostenlos Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher
zu sprechen, rufen Sie die Nummer 855-268-3767 an (Relay-Anrufe sind willkommen). Oder
besuchen Sie uns unter ExploreHealthOR.gov.

Yog tias koj, lossis ib tus neeg uas koj tab tom pab, muaj lus nug txog Explore Health, koj muaj cai tau txais
kev pab thiab cov ntaub ntawv hauv koj hom lus yam tsis tas them ngi. Yog xav tham nrog tus neeg txhais
lus, hu rau 855-268-3767 (txais tos cov neeg hu xov tooj rov gab). Los yog tuaj saib peb ntawm
ExploreHealthOR.gov.

Elafe kwe, ak juon eo kwoj jiban, ewor am kajitok kin Explore Health, ewor am marofi fian bok jibafi im
melele ko ilo kajin eo am ilo ejelok wonaan. Nan konono ibben juon ri ukok, call 855-268-3767 (relay calls
welcome). Ak lolgk kom ilo ExploreHealthOR.gov.
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Daca dumneavoastra sau cineva pe care il ajutati are intrebari despre Explore Health, aveti dreptul sa
primiti ajutor si informatii in limba dumneavoastra, fara costuri. Pentru a vorbi cu un interpret, sunati la
855-268-3767 (apelurile de retransmitere sunt binevenite). Sau vizitati-ne la ExploreHealthOR.gov.

Haddii adiga, ama qof aad caawinayso, aad gabtid su'aalo ku saabsan Explore Health, waxaad xaq u
leedahay inaad hesho caawimo iyo macluumaad lugaddaada ah iyada oo aan wax kharash ah kugu kacayn.
Si aad ula hadasho turjumaan, wac 855-268-3767 (wicitaannada gudbinta waa la soo dhaweynayaa). Ama
na soo booqo ExploreHealthOR.gov.
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Kung ikaw, o ang taong tinutulungan mo, ay may mga katanungan tungkol sa Explore Health, may
karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Para makipag-
usap sa isang tagasalin, tumawag sa 855-268-3767 (tinatanggap ang relay calls). O bisitahin kami sa
ExploreHealthOR.gov.

NEED HELP WITH THIS APPLICATION? Visit ExploreHealthOR.gov or call us at 855-268-3767 (relay calls welcome). If
you need help in alanguage other than English, tell us the language you need. We will get you help at no cost to you.
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