Basic\Health..

Recertification Formt

August 20, 2009

p#*1D*
<NAME>

<ADDRESS>
<CITY, STATE ZIP>
To continue Basic Health (BH) coverage, you must respond by <MM/DD/YY>.

1.  Print your current street address, mailing address, and phone number:

Street address (cannot be a PO Box) City State ZIP

Mailing address (it different than above) City State ZIP

( ) -
Phone number

2. Ifyou are legally married or have legal dependents, list them here, even if they are not
enrolled in BH. If you have more dependents, use a separate sheet.

First name Last Name Date of Birth Relationship
Spouse

Dependent
Dependent
Dependent
Dependent

Yes No

3.  Are you or your spouse self-employed or do you have rental income? O O

Yes No

Do you have a Unified Business Identifier (UBI) number for your self employment? [ 0

If yes, write your UBI number here:
For questions about UBI numbers, call the Department of Licensing at 360-664-1400 or the
Department of Revenue at 1-800-647-7706.

IRCW/WAC: 70.47.050, 70.47.060, 70.47.170 / 182-25-040; 182-25-085; 182-25-090
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4. List current employers for you and your spouse, if legally married. Use a separate sheet if you
have more employers.

You Your Spouse
Current Employer/Company Name
Hire date
Current Employer/Company Name
Hire date
AGREEMENT

| understand that:

. | must provide proof of my gross family income (before taxes and deductions) and report income
changes that would change my premium or eligibility to Basic Health/Department of Social and Health
services (DSHS) within 30 days after the end of the month my income changed.

. By signing this form, | have authorized Basic Health and DSHS to verify my eligibility information and
family income with other state or federal agencies or other third-party sources.

. I must report address changes and changes in my family, | must report, for example, my marriage or
divorce, or the marriage or divorce of any family member on my account, the birth or adoption of a child,
or the date when a child leaves home or is no longer a dependent or is no longer a full-time student.

. My application and the documents | send to Basic Health will be used to determine eligibility for DSHS
programs (Basic Health Plus or the Maternity Benefits Program), according to DSHS program
requirements.

. By asking for and receiving DSHS benefits, my family and | assign to the state of Washington our rights
to any third-party payment for medical care of covered medical services while receiving medical
benefits.

. Basic Health’s deposit of my premium payment does not guarantee coverage. The payment will be

refunded if | am determined ineligible for coverage.

| authorize my health plan or medical provider to view medical records for me or my children to Basic
Health, for purposes of participation in Basic Health/DSHS programs.

| have read and | understand the information provided to me with the Basic Health application. |
declare, under penalty of perjury, that the information | have given in this application and documents |
send to Basic Health are true, correct, and complete to the best of my knowledge. | understand that if |
or any member of my family, or any person on my behalf, submits false information, my family or | may
lose coverage, may be held financially responsible for services obtained under Basic Health or
additional or past premium amounts due, and may face other penalties and prosecution. Any debt
owed to the state may be sent to a collection agency for recovery.

X X
Your signature (optional) Date Spouse’s signature (optional) Date

Privacy statement: The information you give us will be kept private to the extent allowed by applicable
federal and state laws. Basic Health is administered by the Washington State Health Care Authority. Our
Privacy Notice is available by calling 360-923-2822 or at www.hca.wa.gov.
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