PLANNING FOR HEALTHY BABIES (P4HB)
FAMILY PLANNING WAIVER APPLICATION/REVIEW FORM

Planning for APPLY ONLINE: www.planning4healthybabies.org
Healthy Babies

I:, Correspondencia en Espaﬁol (Check this option if you would like to receive Correspondence in Spanish)

FAMILY PLANNING ELIGIBILITY:
In order to qualify for this program, a woman must meet the following requirements:

e She must be between 18-44 years of age e She cannot have any Medical Insurance including
e She must NOT be pregnant private, Medicaid, Medicare, or PeachCare for Kids™
e She must be able to have a baby e Family income must be less than or equal to 200% of the Federal

Poverty Level (FPL).

SECTION 1. Applicant Female between 18-44 years of age.
-- el EEEEEEEEEEEEEEEEEEEEEEEEEEEEEn

Member 1

Member 2

Member 3

Member 4

First M.L Last Maiden Name

streetaddress: || | | | LI [T TP PIT Il T]]]

Number and street, including apartment number

City State Zip Code County

MalingAddressL | | | | | | [ | [ [ [ 1 [ [ [ ] ]]][]IITLlI ] []][][]

Number and street, including apartment number (If mailing address is the same as the street address, please leave blank.)

City State Zip Code County
Social Security Number:| | | |_| | |_| | | | | Date of Birth: || |/| | |/| | |
MM/DD/YY
Telephone Number: (| | | |)| | | |_| | | | | Cell Number: (| | | |)| | | |_| | | | |
E-mail Address: @

U.S. Citizen? O Yes ONo Race: OO American Indian or Alaska Native (O Asian (OBlack (O Hispanic
(O Native Hawaiian or Other Pacific Islander (OWhite (O Other

Are you currently pregnant? OYes (ONo  Are you able to have a baby? O Yes O No

Have you ever delivered a baby weighing less than 2500 grams (5 pounds, 8 ounces)? (OYes (ONo

Have you delivered a baby weighing less than 1500 grams (3 pounds, 5 ounces) on or after January 1, 2011? O Yes O No
If yes, please contact us at 1-877-P4H-B101 (744-2101) to request an additional form or download it from our website at www.planning4healthybabies.org

Are you currently covered by other Health Insurance? OYes (ONo  Are you currently on Medicaid? O Yes (ONo

Does anyone in the household have any private health insurance? O Yes (ONo

SECTION 2. Other Household Members Members living in the same household as applicant.

M
Neme [ L L L LT L[ [T TTTTIITITITT1%S I/ /]

First M.1. Last Suffix Sex Date of Birth MM/DD/YY

U.S. Citizen? OYes ONo Race: OO American Indian or Alaska Native (O Asian (OBlack (O Hispanic
(O Native Hawaiian or Other Pacific Islander (OWhite (O Other

Relationship to Applicant: (O Spouse (OChild OStep-child (O Grandchild O Other

M
Neme L [ [ [T T T T [TTTTITTTTTITTTIT1%SC/ /]

First M.L Last Suffix Sex Date of Birth MM/DD/YY

U.S. Citizen? OYes ONo Race: O American Indian or Alaska Native (O Asian (OBlack (O Hispanic
(O Native Hawaiian or Other Pacific Islander (OWhite (O Other

Relationship to Applicant: O Spouse (OChild  OStep-child O Grandchild O Other

M
Neme L [ [ [T T T T [TTTTITTTTTITTTT1%SC/ /]

First M.L Last Suffix Sex Date of Birth MM/DD/YY

U.S. Citizen? OYes ONo Race: O American Indian or Alaska Native (O Asian (OBlack (O Hispanic
(O Native Hawaiian or Other Pacific Islander (OWhite (O Other

Relationship to Applicant: O Spouse (OChild  OStep-child O Grandchild O Other

M
Neme L [ [ [T T T T [TTTTITTTTTITTTIT1%SC/ /]

First M.L Last Suffix Sex Date of Birth MM/DD/YY

U.S. Citizen? OYes ONo Race: OO American Indian or Alaska Native (O Asian (OBlack (O Hispanic
(O Native Hawaiian or Other Pacific Islander (OWhite (O Other

Relationship to Applicant: (O Spouse (OChild OStep-child (O Grandchild O Other




« SECTION 3. Income/Dependent Care List all income received and all dependent care paid by household members.

INCOME: AMOUNT HOW OFTEN? INl»‘}lei OF l’fEﬁgN RECEI:"deG DID YOU INCLUDE
BEFORE Taxes and Other Deductions| ~ (Weekly, Monthly, Every 2 weeks, Etc.) (Incudeonly |nc<|)i;rt1eed00:1 tehz ;pgﬁgéggrne)nts attheaddess| pROOF OF INCOME?
Current employer’s name:
OYes O No
Current employer’s name:
OYes O No
Social Security (RSDI) OYes O No
Supplemental Security Income OYes O No
Workers’ Compensation OYes O No
Pensions or Retirement Benefits OYes O No
Child Support Yes No
(List amount each child receives.) © ©
Self Employment OYes O No
Contributions OYes O No
Unemployment Benefits OYes O No
Other Income, please specify:
P pecify OYes ONo
Do you pay for dependent care (or care for an adult who cannot care for himself/herself) so that someone in your household can work?
NAME OF ADULT NAME OF CHILD OR UNDER THE NAME OF DAY CARE AMOUNT HOW OFTEN?
WHO WORKS ADULT CARED FOR AGEOF2? OR CAREGIVER PAID Weekly, BiVWeekly, Monthly, Etc.
OYes ONo
OYes ONo

SECTION 4. Proof of Income

You will be requested to provide the most recent copies of proof of all your income. You may provide verification with your application or you
may choose to be notified by mail. These are the types of information you need to send for your application to be processed:

For money you earn by doing a job or service, you must send:

Weekly pay - (4) weeks of pay stubs (4 most current paystubs)—OR—Bi-Weekly pay - (2) pay stubs received every other week (2 most current paystubs)—
OR—Semi-Monthly - (2) pay stubs received two times a month (2 most current paystubs) —OR—Monthly - (1) pay stub received one time a month (two
most current paystubs)—OR—Paid Cash - Letter from Employer signed by an Officer of the Company on Company letterhead—OR—Yearly - Tax Forms
filed—OR—Self Employment Documents - such as federal income tax return or business records including receipts, bills and invoices.

Please show proof of money anyone in the household receives from any agencies, parents or relatives, or any other sources. This might include:
e SSI or SSA - Current year award letter ¢ Unemployment check - (4) weeks of pay stubs (4 most current anstubs) e Workers’ Compensation - letter
from insurance company stating amount received and how often received, provide contact name and number. e Contributions — a si?ned/dated letter
from person who gives you money, provide name, address and contact number. Provide amount received and how often received. ¢ Child Sugport (paid
directly to you) - a signed/dated written statement from the(j)arent who gives you money, provide the name, address and contact number. Provide
amount received and how often received. e Child Support (paid through court) - court papers or letter stating the amount of income received and how
often it is received. ® Other Unearned Income - a signed/dated letter stating amount received and how often received. Provide name, address and
contact number or (4) weeks of pay stubs (4 most current paystubs).

; SECTION 5. Understanding/Authorization sworn Statement of Member.

| certify that | have provided true and accurate information about my family and income. | understand that my eli%ibility for on-going Planning for Healthy
Babies services must be reviewed one year after approval. Proof of Citizenship or legal immigration status must be verified for eligibility for Planning for
Healthy Babies. Failure to comply will result in a denial of your application. Social Security Numbers are used for computer matches with other agencies
in order to assist in verifying eligibility for Planning for Healthy Babies.

I am applying for Planning for Healthy Babies or Medicaid for myself, | certify under penalty of perjury that | am a U.S. Citizen and/or lawfully present
in the United States.

DATE OFAPPLICATION| | |/| | |/| | |
APPLICANT’S SIGNATURE MM/DD/YY

[J 1, along with my other household members, wish to be considered for Medicaid for which we are potentially eligible.

| agree to assign to the State all rights to medical support and to payment for medical care from any thirdcjnarty (hospital and medical benefits). | agree
to cooperate with the State in identifying and providing information to assist the State in pursuing any third party who may be liable to pay for care and
services. | understand that | must report any payments received for medical care within 10 business days of receipt.

| am a parent or legal guardian, | certify that the applicant(s) is a U.S. Citizen and/or lawfully present in the United States.

DATE OFAPPLICATION| | |/| | |/| | |

PARENT OR LEGAL GUARDIAN'’S SIGNATURE MM/DD/YY
Please mail application and income documents to:

Georgia Department of Community Health Planning for Healthy Babies (P4HB), P.O. Box 1810, Atlanta, GA 30301-1810 OR Fax to: 1-888-744-2102
P4HBOI Rev 11/03/10 If you have any questions, please call toll free: 1-877-P4H-B101 (744-2101)




