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ATTACHMENT2.2-A 
Page 1 

STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: _______ _.,H,.A,wWc,.A=II"------------

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATIONS 

Agency* Citation(s) Groups Covered 
Department of Human Services determines eligibility for all groups. 

The following groups are covered under this plan. 

42 C.F.R. 435.U0 

42 C.F.R. 435.US 

A. Mandatory Coverage - Categorically Needy and Other 
Required Special Groups 

1. Recipients of AFDC 

The approved State AFDC plan includes: 

Iii:) Families with an unemployed parent with 
no time limit. 

Iii:) Pregnant women with no other eligible children. 

!ii AFDC children age 18 who are full-time Sh/dents 
in a secondary school or in the equivalent level of 
vocational or technical training. 

The standards for AFDC payments are listed in 
Supplement 1 of ATTACHMENT 2.6-A. 

• See Supplement 15 to Attachment 2.6-A for 
eligibility under section 1931 of the Act. 

2. Deemed Recipient of AFDC 

a. Individuals denied a title Iv-A cash payment solely 
because the amount would be less than $10. 

* Agency that determines eligibility for coverage. 

TN No. 97-003 
Supersedes 
TN No. 91-21 

MAH I 6 1998 
Approved Date ____ _ JUL I 1997 Effective Date ____ _ 
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Revlaion: HCFA-PM-U-4 (BPD) ATl'ACHMENT 2.2-A 
AUCUST lUl Page 21 • 

States HAWAII 
0MB NO. 1 0938• 

Ci tatlon( •) Group• Covered 

407 (b), 1902 
(a) (lO)(A) (1) 
and U05(m).( 1) 
of the Act 

1902(a)(52) 
and 1925 of 
the Act 

A. Mandatory cov1r191 - catagor1ca11v Needv and Qtbtr 
Beqyired spec111 Group■ (Continued) • 

J. Qualified Family Member• 

Effective October 1, 1990, qualified 
family ■ember■ who would be eligible to 
receive AFDC under •action 407 of the Act 
b•c•u•• the principal wage earner 18 
unemployed. 

W Qualified family member• are not included 
becau•e cash assistance payment■ may be made tc 
fa■iUe■ with unemployed parent■ for 12 months 
par calendar year. 

4. ra■ilie■ terminated fr011 AFDC ■olely because_ 
of earning■, hour■ of employment, or lo■■ of 
earned income disregard■ entitled up to twelve 
month■ of extended benefit■ in accordance with 
••ction 1925 of the Act. (Thia provi■ion expire■ on 
September 30, 1998.) 

•Agency that deteniinet eligibility for coverage. 

TN No. 91•21 
Supersede■ 
TN No. 88-15 

-
Approval Data -~10~.~'1"3~/~Q•2- Effective Date 10/01/91 

HCFA 1D1 7983! 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 3 
0MB NO.: 0938-State: __ -1],,,,w~A~I=I _____________ _ 

Agency• Citation(s) Groups Covered 

42 CFR 435.113 

A, Mandatory Coverage - Categorically Needy and Qther 
Required Special Groups (Continued) 

5. Individuals who are ineligible for AFDC solely 
because of eligibility requirements that are 
specifically prohibited under Medicaid. Included 
are: 

a, Families denied AFDC solely because of income and 
resources deemed to be available from--

(!) Stepparents who are not legally liable for 
support of stepchildren under a state law of 
general applicability; 

(2) Grandparents; 

( 3) Legal guardians; and 

(4) Individual alien sponsors (who are not 
spouses of the individual or the 
individual's parent)) 

b. Families denied AFDC solely because of the 
involuntary inclusion of siblings who have income 
and resources of their own in the filing unit. 

c. Families denied AFDC because the family 
transferred a resource without receiving adequate 
compensation. 

*Agency that determines eligibility for coverage. 

TN No. 91-21 
Supersedes 
TN No. 86-16 

Approval Date J0/1 3/92 Effective Date 10/01/91 

HCFA ID: 7983E 

v' 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A 
Page 3a AUGUST 1991 
0MB NO.: 093B-State: ___ HA_W_A~I~I _____________ _ 

Agency• Citation(s) Groups Covered 

42 CFR 435. lH 

1902(a)(l0) 
(A)(i)(III) 
and 1905(n) of 
the Act 

A. Mandatory coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

6. Individuals who would be eligible for AFDC except for 
the increase in OASDI benefits under Pub. L. 92-336 
(July 1, 1972), who were entitled to OASDI in August 
1972, and who were receiving cash assistance in 
August 1972. 

Includes persons who would have been eligible 
for cash a~~i5~~~~~·Zut had not applied in 
August 1972 (this group was included in this 
State's August 1972 plan). 

Includes persons who would have been eligible 
for cash assistance in August 1972 if not in a 
medical institution or intermediate care 
facility (this group was included in this 
State's August 1972 plan) . 

..JL Not applicable with respect to intermediate 
care facilities; State did or does not cover 
this service, 

7, Qualified Pregnant Women and Children. 

a. A pregnant woman whose pregnancy has been 
medically verified who--

( 1) Would be eligible for an AFDC cash 
payment, if the child had been born 
and was living with her. 

•Agency that determines eligibility for coverage. 

TN No. 91-21 
supersedes 
TN No. 

Approval Date 10/1 3/92 Effective Date -..i.J.iO,..,'.i0,1,J.,_,'.,.g,._J __ 

HCFA ID: 7983E 
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Reviaion1 HCFA-PM-92 -1 
FEBRUARY 1992 

(MB) ATTACH!1ENT 2.2-A 
Page 4 

STATE Pt.AN UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

Citation(•) 

1902(a) (lO)(A) 
{i)(III) and 
1905(n) of the 
Act 

TN No, 
Supersedes 
TN Ho, 91-21 

HAWAII 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Group■ covered 

and Other 

7. a. (2) Ia a member of a family that would be 
eligible for aid to families with dependent 
children of unemployed parent ■ if the State 
had an AFDC-unemployed parents program; or 

(3) Would be eligible for an AFDC cash payment 
on the basis of the income and resource 
requirements of the State's approved AFDC 
plan. 

b. Children born after September 30, 1983 who 
are under age 19 and who would be eligible 
for an AFDC cash payment on the basia of the 
income and resource requirements of the 
State's approved AFDC plan. 

Children born after 

(specify optional earlier date) 
who are under age 19 and who would be 
eligible for an AFDC caah payment on the 
ba ■ i■ of the income and resource 
requirements of the State•• approved 
AFDC plan. 

Approval Date 10/?Q/92 Effective Date 7 /1/92 
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l'evldont HCFA-PK-92 •l 
FEIRUAllY Jtt2 

(HB) ATTACHMENT 2.2-A 
••-a• s 

ITATI Pl.All VNDtR TJTLS XJX or THI SOCIAL SICURlTY ACT 

States 

Citation(•) 

1902(•)(10) 
(A)(l)(V) and 
1905 (a) of the 

HAWAII 

COY"IRAOI MID CONDJ'HONI or SLlOlllLJTY 

~. Mandatory COveraQe • CatmdcaU3 Reedy and Other 
ReQ\l[ricl lpecla10roup~ ntlnue) 

ala other than qualified 
nder it••• 

Act ?>utl~c .. +..s. ·.-4-,m A,~ 
°" e-ac.. z~, • 

r" 1>-QV\I\ 'lt-10. 1:). ha fullr ma 

. the Sta·te 
ion 

ro 

1902(e)(S) 11. •• A woman who, ~hlle pregnant, vaa eligible 
for, applied for, and receive• Medicaid unde. 
the approved state plan on the day her 
pregnancr end■. The WOfflaft continue■ to be 
eli9lble, •• though ■he were pregnant, for 
all pregnancy-related and poatpartu• Mdlcal 
a1ai1tance under the plan for a 60-day perloc 
(beginning on the laet day of her pregnancy) 
and for any reuinin9 day• in the 1110nth 1n 
which the 60th day fall■ • 

oft.he Act 

1902(8)(6) 
of the Act· 

fN No. 92-15 
1uper1ed•• 
TN IIO. SB-16 

b. A pregnant woman who would otherviae lo■• 
eli9lbillty becauae of an lncre&M 1n income 
(of the faa11y 1ft whlch •h• le a aeaber) 
du#ft9 th• pr99nancr or th• poatpartua perlO( 
whlcb extend• through th• end of the aontll lJ 
which the 60-day per1o4 (beC)1MlDCJ on the 
la■t day of pregnancy) enda. 

Approval Date 10/29/92 Sffectlve Date 7 /1/92 
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Revision: HCFA-PM~92-l 
February 1992 

(MB) ATTACHMENT '2.42-A 
Page6 

STATE PLAN UNDER TITLB XIX OF THE SOCIAL-SECURITY ACT 

Citation(s) 

1902(e)(4) 
oftbeAct 

42 CFll 43S.120 

State: HAWAII ____________ _.;. __ 

A. 

.Groups Covmcl 

Mandatory Coverage - Catcgoricil!ly Needy and Other_ 
Required Special Groups (Continued) 

12. 

13. 

A child bom to a wom~ who is eligible for and 
receiving Medicaid.as categorically needy on the 
date of the child's binh. 'The-child is deemed 
01igible for one year from birth u long u 1he mother 
remains eligible or would remain eligible • 
if still pregnant and the child remains in the 
same housohold as the mother. 

Aged, Blind and Disabled Individuals Receiving 
Cash Assistance 

a. • Individuals receiving SSI. 

lbis includes baleficiaries' eligible 
spouses and persons receiving SSJ benefits 
pending a final dc:termination of blindness 
or disability or pending disposal of excess 
resources under 84 agreement with the Social 
Security Administration; and beginning 
January 1, 1981 persons receiving SSJ under 
section 1619(a) of the Act or considered u, 
be receiving SSI under section 1619(b) of 
the Act. 

--- Aged 

Blind 

Disabled 

• Agency that determines eligibility for coverage. 

TN No. 00-006 
Supersedes APR -, """" Approval Date:JUL J 1 2~":J Effective Da1e: WW 

TN No. 88-16 HCFA ID: 7983E 

JUL-05-2000 17:54 P.02 
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Revision: HCFA-PM-91-4 
August 1991 

State: 

Citation(s) 

42 CPR 435.120 

(BPD) ATTACHMENT 2.2-A 
Page6a 
0MB NO.: 0938-

------------
Grou~ Covered 

A. Mandatory Coverage- Cateaorically Needy and Other 
Required Special Groups (Continued) 

13. ltl b. Individuals who meet more restrictive 
requirements for Medicaid than the SSI 
requirements. (1bis includes persons who 
qualify for benefits under section 1619(a) 
of the Act or who meet the requirements for 
SSI status under section 1619(bX1) of the 

✓ 

✓ 

✓ 

Act and who met the State's more 
restrictive requirements for Medicaid in the 
month before the month they qualified for 
SSI under section 1619(a) or met the 
requirements under section 16 l 9(b XI) of the 
Act. Medicaid eligibility for these 
individuals continues as long as they 
continue to meet the l 6 l 9(a) eligibility 
standard or the requirements of section 
1619(b) of the Act.) 

Aged 

Blind 

Disabled 

The more restrictive categorical eligibility 
criteria are described below: 

• Definition of disability as defined in 42 
C.F.R. 435.540 and 435.541 

• Defmition of blindness as defined in 42 
C.F.R. 435.530 and 435.531 

(Financial criteria are described in 
ATTACHMENT 2.6-A). 

• Agency that determines eligibility for coverage. 

TNNo. -----01-011 
Supersedes Approval Date:DEC 2 0 2001 Effective Date: OCT ' '2tlffl 
TN No. 00-006 HCFAID: 7983E 



Revision: HCFA-PM-91-4 

Agency• 

1902(a) 
(l0XA) 
(i)(Il) 
and 190S 
oftq) of 
the Act 

August 1991 

State: 

Citation(s) 

(BPD) 

HAWAII 

Groups Covered 

A TI ACHMENT 2.2-A 
Page6b 
0MB NO.: 0938-

A. Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

14. Qualified severely impaired blind and disabled 
individuals under age 6S, who - -

a. For the month.preceding the first month of (q) 
eligibility under the requirements of section 
190S(q)(2) of the Act, received SSl, a State 
supplemental payment under section 1616 of the 
Act or under section 212 of P.L. 93-66 or 
benefits under section 1619(a) of the Act and 
were eligible for Medicaid; or 

b. For the month of June 1987, were considered to 
be receiving SSI under section 1619(b) of the Act 
and were eligible for Medicaid. These 
individuals must - -

(1) Continue to meet the criteria for blindness 
or have the disabling physical or mental 
impainnent under which the individual was 
found to be disabled; 

(2) Except for earnings, continue to meet all 
nondisability-related requirements for 
eligibility for SSI benefits; 

(3) Have unearned income in amounts that would 
not cause them to be ineligible for a payment 
under section 1611 (b) of the Act; 

• Agency that determines eligibility for coverage. 

TN No. 00-006 
Supersedes Approval Date: JUL 1 ·1 ~~"~ Effective Date: /\OP -----TN No. 86-16 HCFA ID: 7983E 
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Revision: HCFA-PM-91-4 (BPD) ATTACHMENT2.2-A . 
Page6c August 1991 

State: 

Agenc~ Citation(s) 

A. 

0MB NO.: 0938-

HAWAII 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special.Groups (Continued) 

(4) Be seriously inhibited by the lack of 
Medicaid coverage in their ability to 
continue to work or obtain employment; 
and 

(S) Have earnings that are not sufficient to 
provide for himself or herself a reasonable 
equivalent of the Medicaid, SSI (including 
any Federally administered SSP), or public 
funded attendant services that would be 
available ifhe or she did have such 
earnings. 

0 Not applicable with respect to individuals 
receiving only SSP because the State either 
does not make SSP payments or does not 
provide Medicaid to SSP-only recipients. 

• Agency that determines eligibility for coverage. 
TN No. 00-006 • 
Supenedes Approval Date: JUL 1 ·1 """~ ~ Effective Date: N'R 
TN No. 86-16 HCFA ID: 7983E 



Reviaion: HCFA-PM-tl-4 
AUCUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 'd 
OKI NO.a Otll-States ___ HA ___ W_A;IAI ____________ _ 

Agency• C1tat1on(a) Group1 covered 

1Ut(b)(l) 
of the Act 

A. Mandatory COYf[l9t • c1t1qorlcally Kt•dy and Oth•r 
Reqylrfd Special aroyp• (Continued) 

W The State applle1 more re1trlctlve eli91b11ity 
requirement■ for Medicaid than under ISi and 
under 42 CPR 435.121. Ind1v1dua11 who qualify for 
benefit• under aection 1f1t(a) of the Act or 
lndlvidual■ deacribed abov• who ... t the eli9ibility 
requlreaent1 for 191 benefit• under •action 
1,1t(b)(l) of the Act and who ut the ltate•• ■ore 
reatrictlve requirement• 1n the aonth before the 
month they qualified for Sil under 1ection ltlt(a) or 
met the requirement• of section 1,1t(b)(l) of the Ac~ 
are covered. Eligibility for th••• indlvidual1 
continue••• long aa they continue to qualify for 
benefit• under aection lllt(a) of the Act or uet the 
SSl requirement■ under 1ection 161t(b)(1) of the Ac~. 

•Agency that determine• e1191b111ty for coverage. 

TII llo. 91-21 
Super1ede1 
TJI No.----

= Approval Date 10Jl]J82 Effective Date 1Q(Q1/9l 

HCIA lDa 7tl31 



Revl ■ ionz HCFA-PM-91· • (BPD) ATTACHMENT 2.2-A 
Page,. ~UCUST 1991 

sute, HAWAII 
0MB NO.: OUI-

Agency• Citation( ■) Group■ Covered 

1634(c) of 
the Act 

u era us.122 

U CFR 435 .. 130 

A. M1ndatorv cov1r1a1 - c1t19or1c111y ftttdv •a4 Qth•r 
B1au1r1~ spec111 Group• (Continued) 

15. E~c•pt in Stat•• that apply aore re■trictive 
eligibility requiruenta for Medicaid than under 
SSI, blind or dieabled individual1 who--

•• Are at least 11 year■ of a9e1 

b. Lose SSI eligibility bec:au■e they become 
entitled to OASDI child'• benefita under 
■action 202(d) of the Act or an incr•••• 1n 
th••• benefit■ be■ed on their di■abillty. 
Medicaid eligibility "for th••· individual• 
continue• for ae lon9 aa they would be eligible 
for Sil, ab■ent their OASDI eli9lbility. 

a,7 c. The State appli•• aore reatr1ct1ve ell91b11ity 
requlr••nt• than tho•• under SIi, and part or 
all of the aaount of th• OASDI benefit-that 
cau■ed SSI/SSP 1ne1191bil1ty and 1ub1equent 
1ncrea••• are deducted vhen deteralnint the 
aaount of countable incoae for categorically 
needy eli9iblllty. 

D d. The State appll•• aore re1trictlve requlr-nt1 
than tho■• under Sil, and non• of the OASDI 
l)enefit 1• deducted 1n detera1nin9 the aaount 
of countable incoae for cat99orlcallr n•edy 
ell9ib111ty. 

17. 

Except in Stat•• that apply ■ore re■trictiv• 
ell9ibility requ1r-nta for Medicaid than under 
Sil, 1nd1v1dua11 who an 1ne119ible for SSI or 
optional Stat• ■uppl-nta (if the agency provide1 
Medicaid under 1435.230), IMlcau■• of requir•••nt■ 
that do not •PPlJ under title XIX of the Act. 

Individual• receivln9 undatory State ■uppl ... nt 

•A9ency that detera1n•• eliglbilltr for covera9e. 

Ti llo. 91-21 Approval Date ,ni1vgz &Uectlve Det• 1n,r 
Super■ed•• v • 
TN lfo. ___ HCFA IDs 79131 



Revi1iona HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A 
Page If AUCUST lHl 

States HAWAII 
0MB NO.: 0938-

c1tat1on(1) Groups Covered 

42 era 435.lll 

A. Mandotorv cov1r1a1 - c1t1aor1ca11y Needy and Qtb1, 
B1au1rad sp1c111 Group• ccant1ny,s1) 

11. Ind-ividua·l• who in December 1973 were eligible for 
Medicaid a1 an e11ential 1pouae and who have 
continued, a1 1pou1e, to live with and be 
••••ntial to the vell-beln9 of a recipient of ca■ h 
aa1i1tance. The reciplent with whoa the ••••ntial 
1pou1e 11 llvln9 continu•~ to meet the December 
1973 ell91b111ty requ1r ... nt1 of the Stat••• 
approved plan for OAA, u, APTO, or AA-ID and the 
spouse contlnu•• to meet the Decem!>er 1973 
requirement■ for havln9 hll or her needa included 
in computing the caah pafllent. • 

JI:./ In December 1973, Medicaid coverage of the 
e11ential 1pou1e wa• li~lted to the follovin9 
group(•) 1 

D 
-L. Aged ..L. Blind ..L. D1Hbled 

Not applicable. In Decellber 1913, the 
e11entlal apou•• waa not eligible for Medicaid. 

•Agency that detemlne• ell9lblllty for coverage. 

TR ■o. 91-21 
Super1ec1e1 
TN Ito. 

Approval Date ... ,~a~/•l-3~/9~'-- Effective Date JQ/01/' 

KCFA IDs 7H3E 



Revislon1 HCFA-PM-91- 6 (BPO) ATTACHMENT 2.2-A 
P•CJ• lg AUCUST lttl 
0MB NO, r 0'31• 

State1 HAWAII 

Agency• Citation( ■) Groups Covered 

42 CFll 435,132 

42 CFI 435, Ul 

A, Mandatory cov1r1a• - c1t1gor1c,11y N•fdx and otb•r 
Bisvlr•d sp1c111 Group■ 1cont1nuts11 
u. 

20. 

In■titutionalized individual■ who were eligible 
for Medicaid in December 1973 a■ inpatient■ of· 
title XIX aedical in■titution■ or re■ tdent■ of 
title XIX intermediate car• facilitie■, if, for 
each con1ecutive month after December 1973, they-• 

•· Continue to •••t the December 1973 Medicaid 
State plan eligibility requirement■; and 

b, ReMin in■titutionalized1 -and 

c, Continue to. need in■titutional care. 

Blind and di■abled individual■ who--

•• MNt all current require■ent■ for Medicaid 
eli9ibility except the blindne■■ or diaability 
criteria, and 

b. Were eligible for Medicaid in Deceaber 1973 •• 
blind or di1ableds ancl 

c. ror ,each con■ecut1ve aonth after December 1973 
continue to aNt Deceaber lt7l eligibility 
criteria. 

•Agency that detam1ne■ eligibility for coverage. 

Tl lo, 9l-21 
super■ede■ 
TII llo, 

= 
Approval Date l&nJ/9a Effective D.lte }0/0}/91 

HCFA lDr 79131 



Revision: HCFA·PM-91·4 (BPD) ATTACHMENT 2.2-A 
,.CJ. 7 AUCUST 1991 

State1 HAWAII 
ON8 NO.: 0931-

Agency• • Citation(•) Group• Covered 

u crR 435 .134 

A. Mandatory cov•r•q• • cat1aor1ca11y Hfady and Otbtt 
B•ayired SPfc111 Group• (Continued) 

21. Individuals who would be 111/SSP eligible except 
for the incr•••• in OASDI benefit■ under Pub. L. 
92-33, (July 1, 1972), who were entitled to OASDI 
in Auguat 1972, and who were receiving cash 
aaa1atanc• in August 1972. 

D Include• per■on• who would have been eligible 
for cash aasiatanc• but had not applied in 
Auguat 1972 (thi■ group w~• included in thi■ 
Stat••• Augu■t 1972 plan). 

LI Includes per■o~• who would have been eligible 
for cash •••i•tance in Augu■t 1972 if not in a 
medical inatitution or intermediate care 
facility (thl■ group wa■ included in thia 
Stat••• Augu■t 1972 plan), • 

Not applicable with re■pect to interlNdiat• 
care tacilitl•■ J the State did or doea not 
cover thia ••rvice, 

•Agency that determines eli9ib111ty for coverage, 

TII JIO. §1-21 Approval Date 1cf/1a,ea Effective Date J0JOJJil 
supersede■ 
Tit Ro. Q-1§ HCPA IDs 79131 



( 

Rev1a1on: HCFA-PM-91-6 (BPD) ATTACHMENT 2.2-A 
Page I AUGUST lttl 

State I HAWAII 
0MB NO. I 0931• 

Agency• Citation( ■) Groups Covered 

u cr11 435.135 

A. Mandatory coverag• - cat1aor1ca11y Bt•dy and Qtb•r 
Reqyirtd sp1c111 group• (Continued) 

22. Individual■ who --

a. Are recelvln9 OASDl and were recelvln9 SSI/SSI 
but bee ... lnellglble for 911/SSP after April 
19771 and 

b. Would ■till be ellglble for ss1 ·or SSP if 
coat-of-llvlng lncrea■e■ 1n OASDI ~lei. under 
section 215(1) of the Act-received after the 
laat aonth for vhlch the 1nd1v1dual wa■ 
e11g1ble for and received ISi/SiP and OASDt, 
concurrently, were deducted fraa lncotM. 

LI Not applicable vlth re■pect to individuala 
rece1v1n9 only SIP becau•, the State eithe 
doe■ n·ot aake ■uch payaent■ or doe■ not. 
provide Medicaid to SIP-only recipient■ • . 

LI Mot applicable becauae the It.ate appl1•• 
aore n■trict1ve e1191bi11ty requlr ... nt.a 
tta.n tho■• under 111. 

/A/ The State applle■ aore re1trictiv• 
eligibility requlreant• than tho•• under 
SSI and the aaoun& of lncrea■• that cau•ec 
SSl/SSP inel1tlb11itr and luba-,uent 
lncreue■ are ded11ned whu detea11a1n9 ti 
U10unt of countable lncoae for catecior lea: 
needy e11g1b111ty. 

•Agency that determine■ eligibllity for cnv•r~ge. 

TII 110. 91-21 Approval Date jn(l 3/92 . lffec:Uv• Date 10/01/91 : 
Super■•d•• 
TN Ro. 87-17 HC:FA 1D1 71131 



Rev1 ■ ion1 HCFA·PM·t 1· 4 (BPD) • ATTACHMENT 2.2-A 
••9• t AUCUST Utl 

State I HAWAII 
OMI NO. I Otlt-

Agency• Citation(•) Group■ Covered 

1634 of the 
Act 

A. Mandatory cov1r191 - cat1aor1ca11v H••dy and Qtb•t 
B•quir•d Sp1c111 aroyp1 (Continued) 

23. Diaabled widowa and vidowera who vould be 
eligible for S81 or SSP except for the increa■e 
in their OASDI benefit• aa • re•ult of the 
elimination of th• reduction factor required by 
■ection 134 of Pub. L. tl-21 and vho ate deeaed, 
for purpo••• of title XIX, to be ·881 beneficiaries 
or ISP beneficiarie■ for individual■ vho vould be 
eligible for SSP only, under ■action ltl4(b) of 
the Act.-

a Not applicable vith reapect to indiYidual■ 
receivin9 only ISP becau•• the State either 
do•• not uke th••• payaent■ or doe• not 
provide Medicaid to SSP•only recipient■. 

iiJ The State appli•• aor• reatrlctive eli9ibility 
1tandarda than tho•• under Ill and con■ider■ 
th••• individual■ to have incoae equalling the 
SSI federal benefit rate, or tlle SIP benefit 
rate for individual■ who vould be elltlbl• for 
SSP only, when detemlnint countable incoae for 
Medicaid cate9orically needy eligibility. 

•Agency that deten1n•• el1g1b111ty for coverage. 

TIC lo. §1-21 Approval Date ] 4¥] 3/92 lffectlve Dete 1QJ01J81 
Superaed•• 
TII Ro. 89-7 HCFA IDI 79131 



p 
ltate/Terrltory1 ___ _,.;HA~W~A~I~I~---------

Apncy• Citation( ■) 

1634(d) of the 
Act 

Groupe covered 

Mandatory COveraQe • catmdcal!J l • edy and Other 
lequlred lpecla17Jroupe ntlnu ) 

24, Dl■@led w~dOd, diubled widower■, •nd d1t&blt 
unmarried dlworced ■pou1e1 who had been marrlec 
to the ln1urecl 1ndlv1dual for• period of at 
lea■t ten reu• before the divorce bee ... 
effective, who have attained the ap of so, whc 
are receivl.119 title n payaent■, and who beeau1 
of the receipt of title II lncoae lo■t 
eli9ibllity for ISi or IIP wbicb tbey received 
in the aonth prior to the aontb la which they 
~an to receive title n pa,-nt■, who would ti 
ell9ible for UI or 11• 1f the ~nt of the 
title n beneUt wre not couated a■ incaae, an 
who are not entitled to Nedicare •~ •• 

.....L 

Th• ltat e appli• • IION re■trlctive 
•li91bl1lty requiNMntl for lte blind c 
di■abled thaa tho■• of tbe 181 progr•. 

In deterainint ell91~111ty al 
cat-.,rlcallr needJ, tJle ltat• di■r99ard 
the aaount of tbe title n benefit■ 
ldentifi..S la I 1134(4)(1)(A) la 
deteralnlncJ tbe lncoM of the indbidual 
but clcle■ not dl■retard anr aor• of· thie 
lnccae than would redlac• the 1nd1Yldual • 
lncoae to the Ill 1ftcaM 1tandard. 

ln cleterainlncJ e1191blllty •• 
cat910rlcal17 IINdJ, tlle ltate di■r99ard 
only pan of tM aaouat of tlle benefit• 
ldentlfied la 11134(d)(l)(A) ln 
deterainint tM incaae of t he indbldual 
vhicb aaount woald not reduce the 
indbldual • • lllCCIN below the NI incoae 
■tandard. the .-.mt of tbeN benefit■ 
to cli■regarded 11 ■peo1f1ed la luppl-n· 
• to Attaclllleft 2.1-a. 

In detes:ainiat e119iltllity •• 
cat990rical17 needr, tM ltate chooM■ 
not to deduct ur of tbe benefit 

-identified la I 1134(dJCl)CA) la 
deterainint tbe incoM of tM individual 

•Agency that determine•• eli91b1llty for coveracJe. 

TN No. 91-21 
Super■edi■ 
TII •o• 

Approval Date 10/13/92 lffectlv• Date 10/01/91 



Agency• Citation(s) 

1902(a)(10)(E)(i), 
1905(p) and 
1860D-14(a)(3)(D) 
of the Act 

1902(a)(10)(E)(ii) and 
1905(s) of the Act 

State: ____ ..1H:JJawwix,aaiiLi ___ _ 

Groups Covered 

ATTACHMENT2.2-A 
Page 9b 

A. Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

25. Qualffied Medicare beneficiaries -

a. Who are entitled to hospital insurance benefits 
under Medicare Part A, (but not pursuant to an 
enrollment under section 181 BA of the Act); 

b. Whose income does not exceed 1 oo percent of 
the Federal poverty Level; and 

c. Whose resources do not exceed three times the 
SSI resource limit, adjusted annually by the 
increase in the consumer price index. 

(Medical assistance for this group is limited to 
Medicare cost-sharing as defined in item 3.2 of this 
plan) 

26. Qualified disabled and working individuals --

a. Who are entitled to hospital insurance benefits 
under Medicare Part A under section 1818A of 
the Act; 

b. Whose income does not exceed 200 percent of 
the Federal poverty level; and 

c. Whose resources do not exceed two times the 
SSI resource limit. 

d. WhO are not otherwise eligible for medical 
assistance under Title XIX of the Act. 

(Medical assistance for this group is limited to 
Medicare Part A premiums under section 181 BA of 
the Act.) 

• Agency that determines eligibility for coverage. 

TN No. 10-001 
Supersedes Approval Date: 

MAY 2 8 2010 
Effective Date: 01101/10 

TN No. 93-03 



Agency• Citation(s) 

1902(a){1 0)(E){iii), 
1905(p)(3)(A){ii), 
and 
1860D-14(a){3)(D) 
of the Act 

1902(a){1 0)(E)(iv) 
and 1905(p)(3){A)(ii) 
and 1860D-14(a)(3)(D) 
of the Act 

State: ____ .wH,,.a.!lw.,.ai._i ___ _ 

Groups Covered 

ATTACHMENT 2,2•A 
Page 9b1 

A. Mandatory Coverage • CategorlcaUy Needy and other 
Required Special Groups (Continued) 

27. Specified low-income Medicare beneficiaries - • 

a. Who are entitled to hospital insurance benefits 
under Medicare Part A (but not pursuant to an 
enrollment under section 1618A of the Act); 

b. Whose income Is greater than 100 percent but 
less than 120 percent of the Federal poverty level; 
and 

c. Whose resources do not exceed three times the 
SSI resource limit, adjusted annually by the 
increase in the consumer price index. 

(Medical assistance for this group is limtted to 
Medicare Part B premiums under section 1839 of 
the Act.) 

26, Qualifying Individuals •· 

a. Who are entitled to hospital insurance benefits 
under Medicare Part A (but not pursuant to an 
enrollment under section 161 BA of the Act); 

b. Whose income is at least 120 percent but less than 
135 percent of the Federal poverty level; 

c. Whose resources do not exceed three times the SSI 
resource limit, adjusted annually by the increase In 
the consumer price index. 

• Agency that determines eligibility for coverage. 

TN No. 10-001 
Supersedes Approval Date: ll.AY 2. 8 2010 Effective Date: 01/01/10 
TN No. 96-006 



Agency* Citation(s) 

1634(e) of the Act 

State: ____ ...cH.,,a.,w,.a.,,11...._ __ _ 

Groups Covered 

ATTACHMENT 2.2-A 
Page9b2 

A. Mandatory Coyerage - Categorically Needy and Other 
Required Special Groups (Continued) 

29. a. Each person to whom SSI benefits by reason 
of disability are not payable for any month solely 
by reason of clause (i) or (v) of Section 1611 (e) 
(3)(A) shall be treated, for purposes of title XIX, 
as receiving SSI benefits for the month. 

X b. The State applies more restrictive eligibility 
standards than those under SSI. 

Individuals whose eligibility for SSI benefits are 
based solely on disability who are not payable for 
any months solely by reason of clauses (i) or (v) 
of Section 1611 (e)(3)(A), and who continue to 
meet the more restrictive requirements for 
Medicaid eligibility under the State plan, are 
eligible for Medicaid as categorically needy. 

*Agency that determines eligibility for coverage. 

TN No. 10-001 
Supersedes Approval Date: Effective Date: 01/01/2010 
TN No. 93-03 



"' 

Revlslon: HCFA-PM-91-4 (BPD) A'M'ACHMENT ,.,-A 
Page tc AUCUST 1991 

States HAWAII 
0MB No , : 0 9 J 1-

42 CFR 
435,210 
U02(a) • 

Group■ Covered 

a. optional Group• other Than tb• Medically Needv 
a.7 1. Individual• deacribed ~•low who meet the 

income and re■ource requirement• of AFDC, ssr, or an 
optional -State ■uppleaent •• 1pecified in 42 

( 10) (A) (U)' and ~rR 435,230, but who do not receive ca1h 
U05(a) of 
the Act 

42 CFll 
435,211 

as■ 11tance. 

-.&. 

LI Th• plan cover■ all individual••• described 
above. 

JV Th• plan cover■ only the following 
group or group1 of individual11 

.JL Aged 

..L. Blind 

..I- D1aabled 

..J_ Caretaker relative• 

..x_ Pregnant WOiien 

@ 2. Individual■ who would be eli9ible for AFDC~ SIi 
or an optional State auppl•••nt a■ 1pecified ~n 42 
CFR 435.230, if they were not in• ••die•~ 
inatitut.lon. 

•Agency that deteraln•• e1191b111ty for coverage. 

fii No. 91-21. 
Supe~a.ae1 
ff Ito. 89a 07 

Approval Date ] 0/] 3/92 EffectiveD&te 10/01{9l 

HCFA tD1 79831 



Revision: - HCFA-PM-91-10 
December 1991 

(BPD) ATf ACHMENT2.2--A 
Page 10 

Agency* 

42 CFR 435.212 & 
1902(e)(2) of the 
Act, P.L. 99-272 
(section 9517) P.L. 
101-508 (section 
4732) 

State: HAW All ____ _;_ ______ _ 
Citation(s) • Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) -
3. The State deems as eligible those individuals who 

became otherwise ineligible for Medicaid while 
enrolled in an HMO qualified under Title XIII of the 
Public Health Service Act, or a ~ed care 
organimtion (MCO), or a primary care case 
management (PCCM) program, but who have been 
enrolled in _the entity for less than the minimum 
enrollment period listed below. Coverage under this 
section is limited to MCQ or PCCM services and 
family planning services described in section 
1905(a)(4)(C) of the Act. 

X The State elects not to guarantee eligibility. 

The State elects to guarantee eligibility. The 
minimum enrollment period is __ months (not to 
exceed six). 

The State measures the minimum enrollment period 
from: 
[ ] The date beginning the period of 

enrollment in the MCO or PCCM, without 
any intervening disenrollment, regardless of 
Medicaid eligibility. 

[ ] The date beginning the period of 

[ ] 

enrollment in the MCO or PCCM as a 
Medicaid patient (including periods when 
payment is made under this section), without 
any intervening disenrollment. 

The date oogioning the last period of 
enrollment in the MCO or PCCM as a 
Medicaid patient (not including periods when 
payment is made under this section) withol,lt 
any intervening disenrollment or periods of 
enrollment as a privately paying patient. (A 
new minimum enrollment period begin$ each 
time the individual becomes Medicaid 
eligible other than under this section). 

* Agency that determines eligibility for coverage. 

TN No. 03-003 
Supersedes 1. 
TN No. 9t-2I 

Approval Date: MAR • ~ 2004Effective Date: ____ ;...__ 
AUG l 3 



-
Revision: HCFA-PM-91-1-4 

December 1991. 
(BPD) ATTACHMENT 2.2-A 

Page 10a 

State: HAW All ------------
Citation(s) Groups Covered 

1932(a)(4) oftheAct B. Optional Groups Other Than the Medically Needy 
(Continued) 

t 903(mX2)(H), 
1902(a)(S2) of the 
Act 
P.L. 101-508 
42 CFR 438.56(g) 

The Medicaid Agency may elect to restrict the 
disenrollment of Medicaid enrollees of MCOs, PIHPs, 
P AHPs, and PCCMs in accordance with the regulations at 
42 CFR 438.56. This requirement applies unless a 
recipient can·demonstrate good cause for disenrolling or if 
he/she moves out or'the entity's service area or becomes 
ineligible. 

X Disenrollment rights are restricted for a 
period of Jl_ months (not to exceed 12 months). 

During the first three months of each enrollment 
period the recipient may disenroll without cause. 
The State will provide notification, at least once 
per year, to recipients enrolled with such 
organization of their right to and_ restrictions of 
tenninating wch enrollment. 

No restrictions upon disenrolbnent rights. 

In the case of individuals who have become ineligible for ·­
Medicaid for the brief period described in section 
1903(m)(2)(H) and who sere enrolled with an MCO, 
PIHP, PAHP, or PCCM when.they became ineligible, the 
Medicaid agency may elect to reenroll those individuals in 
the same entity if that entity still has a contract. 

X The agency elects to provide automatic 
reenrollment of the above individuals into the same 
entity if they were disenrolled solely because of 
loss of Medicaid eligibility for a period of 2 months 
or less. 

The agency elects not to reenroll above individuals 
into the same entity in which they were previously 
enrolled. 

• Agency that determines eligibility for coverage. 

TN No. 03-003 
Supersedes 
TNNo. -----

Approval Date: MAR i 2004 Effective Date: AUG 1 .:i -----
' 1_v t , J-



Revision; HCFA-PM-91-1-4 (BPD) A'ITACHMENT 2.2-A 
Page 11 August 1991 
0MB NO.: 0938 -

State: HAW All -----~...=-----
Citation(s) Groups Covered 

B. Optional Oroyps Other Than the Medically Needy 
(Continued) 

42 CFR 435.217 (X] 4. A group or groups of individuals who would 

TN No. 05-011 
Supenedes 
TN No. 03-003 

be eligible for Medicaid tmder the plan if they 
were in a NF or an ICFIMR_ who but for the 
provision of home and community-basod services 
under a waiver granted under 42 CFR Part 441, 
Subpart O would require institutfonaHmtion, and 
who will receive home and community-based 
services under the waiver. The group or groups 
covered are listed in the waiver request. This 
option is effective on the effective date of the 
State's section 191S(c) waiver under which this 
group(s) is covered. In the event an existing 
191S(c) waiver is amended to cover this group(s), 
this option is effective on the effective date of the 
amendment 

Approval Date: MAR - 6 2006 Effective Date: 10/01/05 



Aevlaiona HCFA-PM-91•4 (BPD) ATTACHMENT Z.Z-A ••ca• l la AUCU,ST 1991 

States HAWAII 
OMI NO. t Otll· 

Agency• Citation( ■) Group■ Covered 

1902(a)( 10) 
(A)(U)(VII) 
of the Act 

a. Optional Group• Oth•r Than th• Medically Nt•dy 
(Continued) 

@ ,. Individual• who vould be eligible for 
Medicaid under the plan if they were 1n a 
medical in■t1tut1on, who are ter•inally 
111, and who receive ho■pice care in 
accordance vith • _voluntary election de■cribed in 
1ect1on 190'J(o) of the Act. 

LI 

Th• State cover• all 1nd1v1dua11 •• 
de■cribed above. 

The State cover• only the follov1n9 group or 
group• of indlvldual11 

Aged 
Blind 
Dlaabled 
Individual• under the •9• of•• 

21 
20 
1t 

- 11 Caretaker relative■ 
Pregnant voaen 

•·.g•ncy that detera1n•• el191b1Uty for coverap. 

TN llo. 91-21 
super1eciea 
TII IO. 

Approval Date ]0(}3(92 

-· 
dtec:tlve Date lU/Ol/91 
HCrA IDs 7HJI 



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Agency* Citation(s) 

(BPD) 

HAWAII 

ATTACHMENT 2.2-A 
Page 12 
0MB NO,: 0938-

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

42 CFR 435.220 

1902(a)(10)(A) 
(ii) and l90S(a) 
of the Act 

42 CFR 435.222 
1902 (a) (10) 
(A) (ii) and 
1905(a)(i) of 
the Act 

6, Individuals who would be eligible for AFDC if 
their work-related child care costs were paid 
from earnings rather than by a State agency as 
a service expenditure. The State's AFDC plan 
deducts work-related child care costs from 
income to determine the amount of AFDC. 

f:i.l The State covers all individuals as 
described above. 

LI The State covers only the following 
group or groups of individuals: 

1. LI a. 

Individuals under the age of--
21 
20 
19 

_ 18 
caretaker relatives 
Pregnant women 

All individuals who are not 
described in section 
1902(a)(10)(A)(i) of the Act, who 
meet the income and resource 
requirements of the AFDC State 
plan, and who are 21 years of age as 
indicated below. 

20 
19 
18 

TN No. 
Supersedes Approval Date 70/13/92 Effective Date 10/01/91 

HCFA ID: 7983E 
TN No, 86-16 

I 



·~· 

Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A 
Page 13 AUGUST 199 l 

State: 

Agency• Citation(s) 

42 CFR 435.222 

0MB NO.: 0938-

HAWAII 

Groups Covered 

8. Optional Groups Other Than the ·Medically Needy 
(Continued) 

7. LY,./ b. Reasonable classifications of individuals 
described in (a) above, as follows; 

.JL_ ( 1) 

_lL (a) 

.JL (b) 

X (c) 

..lL. ( 2) 

..lL (3) 

(4) 

Individuals for whom public 
agencies are assuming full or 
partial financial responsibility 
and who are: 

In foster homes (and are under 
the age of ..£1_). 

In private institutions (and are 
under the age of ......zL). 

In addition to the group under 
b.(l)(a) and (b), individuals 
placed in foster homes or 
private institutions by private, 
nonprofit agencies (and are 
under the age of 21 ) . 

Individuals in adoptions subsidiied 
in full or part by a public agency 
(who are under the age of 21 ), 

Individuals in NFs (who are under 
the age of 19 ) . NF services 
are provided under this plan. 

In addition to the group under 
(b)(3), individuals in ICFs/MR (who 
are under the age of 19 ). 

TN No. 91-21 
Supersedes Approval Date JQ/)3(92 Effective Date 

HCFA ID: 7983E 

l Q/Qj {91 
TN No, 90-1 



Revision: HCFA-PM-91- 4 
AUGUST 1991 

State: 

Agency• Citation(s) 

(BPD) 

HAWAII 

ATTACHMENT 2.2-A 
Page lJa 
0MB NO.: 0938-

Groups Covered 

B, Optional Groups Other Than the Medically Needy 
(Continued) 

TN No, 91-21 
Supersedes , 
TN No. 90-, -----

Approval Date 

-1\.. (5) 

( 6) 

10/13/92 

Individuals receiving active 
treatment as inpatients in 
psychiatric facilities or programs 
(who are under the age of 19 ), 
Inpatient psychiatric services for 
individuals under age 21 are 
provided under this plan, 

Other defined groups (and ages), as 
specified in Supplement l of 
ATTACHMENT 2,2-A. 

Effective Date 10/01/91 

HCFA ID: 7983E 

✓ 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A 
Page 14 AUGUST 1991 

State: 

Agency* Citation(s) 

l902(a)(l0) ll,./ 
(A) (ii) (VIII) 
of the Act 

TN No. 91-21 

0MB NO.: 0938-
HAWAII 

Groups Covered 

a. Optional Groups Qther Than the Medically Needy 
(Continued) 

8. A child for whom there is in effect a 
State adoption assistance agreement 
(other than under title IV-E of the 
Act), who, as determined by the State 
adoption agency, cannot be placed for adoption 
without medical assistance because the child has 
special needs for medical or rehabilitative care, 
and who before execution of the agreement--

a. Was eligible for Medicaid under the State's 
approved Medicaid plan; or 

b. Would have been eligible for Medicaid if the 
standards and methodologies of the title IV-E 
foster care program were applied rather than 
the AFDC standards and methodologies. 

The State covers individuals under the age of--
X 21 

- 20 
19 
18 

Supersedes Approval Date 10/13/92 Effective Date 10/0l /91 

HCFA ID: 7983E 
TN No. 86-16 



Revision: HCFA-PM-91-4 
AUGUST 19 91 

State: 

Agency* Citation (s) 

(BPD) 

HAWAII 

Groups Covered 

ATTACHMENT 2.2-A 
Page 14a 
0MB No.: 0938-

B, Optional Groups Other Than the Medically Needy 
(Continued) 

42 CFR 435,223 LI 

1902(a) ( 10) 
(A)(ii) and 
1905(a) of 
the Act 

TN No, 91-21 

9, Individuals described below who would be eligible 
for AFDC if coverage under the State's AFDC plan 
were as broad as allowed under title IV-A: 

Individuals under the age of-­
_21 
_20 

19 
_18 
Caretaker relatives 
Pregnant women 

supersedes 
TN No, 86-16 

Approval Date 10/13/92 Effective Date 10/01/91 

HCFA ID: 7983E 

V 



( 

Rev11lon: HCFA-PM-tl-4 
AUGUST Utl 

State: 

A9ency• Citation( ■) 

(BPD) 

HAWAII 

ATTACHMENT 2.2-A 
Page 15 
OMI NO., 0931-

Group■ Covered · 

B. Optional Group■ Othtr Than tb• Mtdically Ne.dy 
(Continued) 

42 CFR 435.230 LJ 10. stat•• u11nq ssr cr1t1r11 vltb •qr•-nt■ und•r 
11ct·1on1 lf U and int of tb• a,ct. 

TN Ro. 91-21 
super•ed•• 
TII No. 89-2 

• The follovln9 group• of lndlvldual■ who receive 
only a State ■uppleMntary payment (but no SSI 
payment) under an approved optional State 
aupple■entary payment pr09ru that ... t• the 
following condltlona. The ■uppl•••nt la--

•• heed on -need and pald ln ca■h on a regular 
IN•l■• 

b. Equal to the difference between the 
lndivldual'• countable lncoa• and the lnco .. 
■tandard u•ed to deteraln• eli91bil1ty for 
the •uppl ... nt. · 

c. Available to all individual■ ln th• State. 

d. Paid to on• or 110r• of the cla■alflcatlon■ 
. of lndi•lduala lilted below, vho would be 
eligible for SI% except for the level of 
their lncOM. 

(1) All aged 1nd1vldua11. 

(2) All bll.nd lnd1•1dual•• 

(l) All dlaablecl 1nd1v1dua11. 

Approval Date J QI] 3(92 Effective Date 10/01/91 

IICFA II) I 79131 



Revi■ iont HCFA-PM-91-4 
AUCUST lttl 

States 

Agency• Citation( ■) 

(BPD) 

HAWAII 

ATTACHMENT 2.2-A 
••CJ• 1' 
OMI NO. 1 OUI-

Group■ covered 

a. optional Group■ Qtbtr Than tb• Htdically B••dx 
(Continued) 

42 , CFR 435.230 , 

'l'X No. H-21 
Super■ede■ 
TN No. 89-2 

(4) Aged individual• in d0111ciliary 
facilitiee or other 9roup livin9 
arran9 ... nta aa defined under SSI. 

(5) Blind individual■ in d011lelliary 
facilitie■ or other group living 
arrangeMnt• •• defined under SSI. 

(I) 

(7) 

(I) 

(t) 

Di■abled individ~al■ in d011iciliary 
faciliti•• or other 9roup living 
arran9 ... nt• aa defined under SSI. 

Individual• receiving• Federally 
ada~ni■tered optional ltate ■upple■ent 
that ... ta the conditiona ■pecified i~ 
u era 435.230. 

Individual• receiving a Stat• 
adllini■tered optional State ■upple•nt 
that ... u the conditiona 1pecUled in 
42 CPR 4J5.2JO. 

lndlvlduala in additional 
cla■eificatione approved by the 
secretary a■ follovas 

Approval Date lQ/13/92 Effective Date )QIQ] 191 
> ' I 

HCFA IDs 79131 



Revlalont HCFA-PM-91-6 (BPD) ATTACHMENT 2. 2-A 
••CJ• 11• AUCUST 1991 

St.ate I HAWAII 
0MB NO·. a 0931-

Agency• Citation<•> Group• Covered 

•• Optional Group• Otbf[ Than th• Mtdi,allv Needy 
( Cpnt.1 nued) 

The aupplement variea ln incOIN atandard by political 
aubdiviaiona according to coat-of-livin9 differenc••· 

, ... 
No. 

The 1tandarda for optional State auppl••ntary 
payment■ are Uated in Supplement 6 of A'M'Ac:KMENT 
LJ.:A. 

'l'N Jfo. 91-21 
Superaed•• Approval Date JQt]J/92 Effective Date ]QIQ]/91 

HCFA 1D1 79131 
Tll No. 



Revi1ion1 HCFA·PM·tl·• 
AUCUST Utl 

(IPD) ATTACHMENT 2,2-A 
P•CJ• 17 

Statez 

A9ency• Citation( ■) 

42 CFR 435.121 
and· 435.230 
1902(a) (10) (A) 
(ii) (XI) ?of the 
ACt 

' 0MB NO.: 0938· 
HAWAII 

Group• Covered 

a. 0pt1on11 croup• Qtb•r Than tb• b4lca11y Needy 
(Continued) ~· 1t!-,., v'· 

··, ,1,7r-,~ ';,, 

.iJ 11. section f102u{-1t1t11 104 ssx cr1t1r11 stat•a 
without •arn■iot■ under 11ct1on 1,11 or 111i 
of t.b• Act. ,.. 

The followin9 9roup1 of 1ndivldua11 who receiv• 
a State 1uppleaentary payment under an approvec 
optional State auppl-ntary payaent progr .. 
that ••t• the-followin9 conditiona. The 
1upple■ent 1•--

a~ Baaed on need and pai~ in caah on a reCJUlar 
ba1i1. 

b. Equal to the difference Ntvun ~h• 
individual' ■ c9untable incoae and the incomt 
atandard u1ed to deteraine eli91b111ty for 
the ■uppleMnt. 

c. Available to all individual• ln each 
cla■aification and available on• Statewide 
baaia. 

d. Paid to on• or aor• of th• cla11ificationa 
Of individual• lilted NlOVI 

(1) All a9ed individual■. 

(2) All blind 1nd1v1duala. 

(3) All diaabled 1nd1vidua1a. 

TN No. 91-21 
Superaedel Approval Date 10/13/92 
TN Ito. • 88-14 

lffec:t1va Date 10/01/91 
BCFA tD1 7H31 



0 
Revilion:, HCF~·PM-91-4 (BPD) ATTACHMENT 2,2-A 

AUCUST U91 

State: 

Agency• Citation( ■) 

• TN No. 91•21 

Page 11 

HAWAII 
0MB NO. a 0938-

Groups covered 

a. Optional Group■ Qtbtr TblD th• Medically Needy 
(Continued) 

...L (4) Aged individual• in doaic111ary 
facilitiea or other 9roup livin9 
arran9 ... nt1 a• defined under SSI. 

..L (5) Blind individual• in doe1c111ary 
facil1t1e1 or other group livin9 

..!... ,,, 

(7) 

arran9 ... nt1 a• defined under ssi . 
Di1abled lndividuall· in d011Jc111ary 
facilitle1 or other group living 
arrang•enta •• defined under SSI. 
lndivldual1 receivin9 federally 
a•ini■tered optional •~ate 1upplement 
that ••t• the condition, 1pecified.in 
42 en us.210. 

(8) Indivlduall receivin9 • State 
admini1tered optional sute euppl•••nt 
that ... t, the conditiona 1pec1f1ed in 
42 era us.210. 

(t) Individual• in additional 
cla111ficat1on■ approved by the 
secretary•• follov11 

Super1ede1 
'1'N No. 87•16 

Approval Date JQ{]3{92 Effective Date JQ/Q] 191 

HCFA ID1 7tl3! 
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Revision: HCFA-PM-91-4 
AUCUST Utl 

(BPD) ATTACHMENT 2.2-A 
Page lla 
0MB NO, I 0938-

sute: ----M-Wl&IA.,.I,.I __________ _ 

Agency• Citation(•) Croup■ Covered 

•• Optlpnal Grpypa Other Tb•o th• Medicallv Ne•dy 
(Continued) 

The aupple■ent varie■ 1n lncoae ■tandard by 
political ■ubdlv1■1on■ according to 
cost-of-11v1n9 differences. 

Yea 

..L No 

The ■tandards for optional Stat~ 1uppleaentary 
payment■ •r• llated in Suppluent I of 
A'rJ'ACHMEHT 2·, 1-1. 

-TN No. 91-21 
Super■ecl'ea Approval Date 10/13/92 Effective Date 10/01/91 

HCFA IDI 7'131 
TN No. 



Revision: HCFA-PM-91·4 (BPD) ATTACtsMt.k, , • "'-A 
Page 19 AUCUST 1991 

State: HAWAII 
0MB Ho. I 0931-

Agency• Citation( ■) 

42 CFR CJS.231 Q 
1902(a)( 10) 
(A) ( U)(V) 
of the Act 

1902(•)( lO)(A) 
(U) and 1905(&) 
of the Act 

TN No. 91-21 

Group■ Covered 

•· Qption11 croup■ other tb10 tb• Med1c111v lff•dy 
(Continued) 

12. Individual■ who are in 1n■titut1on• for ·at 
least JO con■ecutive days and who are 
el19ible under• ■pec1al 1ncoM level. 
£11gibil1ty be91n■ . on the firat day of 
the JO-day period. The■• indlviduala 
meet the income ■tandarda ■pacified in 
Supple■ent · 1 to A'rJ'ACHMENT 2,f-6• 

LI Th• State cover■ all individual■ a■ · de■cribed 
above. 

Ci The State cover■ only the following group or 
group■ of ind1vidual■ i 

Aged 
Blind 
Di■abled 
Individual■ under the age of-­
_ Zl 
_ 20 
_ 19 
_ 11 
caretaker relative■ 
Pre911ant women 

Super■ed•• 
TN No. 89-3 

Approval Date .]Q/]3/92 Effective Date 10/01/9} 
HCFA ID: 7HJE 



( 

1tevi■ion1 HCFA-PM-91•4 
Al'GUST ) 9 91 

State: 

Agency• C1tation( ■ t 

(BPD) AffACHMENT 2.2-A 
••CJ• 20 
ONI N0.1 OUI• 

Group• covered 

a. Optlonal Group• Other Than th• Mtdlctlly HetdL 
(Continued) 

1902(e) (l) 
of the Act 

1t02(a) ( 10) 
(A)(U) (IX) 
and 1902(1) 
of the Act 

TN JIO. 91-21 
luper•ed•• 
'I'll II0° 90-ll 

LI 13. 

4/ 14. 

certain dlaabled children a9e 11 or 
under who are livin9 at hoae, vho 
would be eligible for Medicaid under the plan 
if they were in a medical inatitution; and 
for whom the State ha• Mde a determination•• 
required u"der ■ection 1902(e)(l)(B) of the Ac· 

Suppl•Mnt l to 611'ACJINENT 2,2-1 de■cribe■ th• 
■ethod that 1■ u■ed to detenine the coat 
effectiven••• of carln9 for thi■ group of 
di■abled children at hoae. 

The follovin9 individual■ who are not 
mandatory cate9orically needy who•• inco .. 
doe■ not exceed the 1nco•• level (e•tabli■hed 
at an amount above the .. ndatory level and 
not more than 185 percent of the Federal 
poverty incou level) apecified ln lyppl•unt 
to A'M'ACHM!Nf 2,f-A for• f-1ly of the•••• 
alae, lncludln9 the woaan and unborn child or 
infant and who uet the re■ourc• ■tand•rda 
apeclfled 1n Syppl-flt 2 to AttM:Ml!T 2,§-A: 

a. WOMn during pregnancy (and durln9 the 
,o-day period beg1nn1n9 on the la■t day of 
pre9nancy)J and 

b. Infant• under on• year of a9e. 

Approval Date 10/13/92 Effective Date 10/01 [91 

HCFA JD1 1Hll 



August 1991 

Agency* 

1902(a) 
(l0)(A) 
(ii)(IX) 
and 1902(1)(1) 
(D) of the Act 

TNNo. 00-006 

State: 

Citation(s) 

□ 

B. 

15. 

Page 21 
0MB NO.: 0938-

HAWAII 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

The following individuals who are not 
mandatory categorically needy, who have income 
that does not exceed the income level 
( established at an amount up to 100 percent 
of the Federal poverty level) specified in 
Supplement 1 of ATTACHMENT 2.6-A for a family 
of the same size. 

Children who are born after September 30, 1983 
and who have attained 6 years of age but have 
not attained - -

D 7 years of age; or 

D 8 years of age. 

-----Supersedes Approval Date: ,1UL 1 1 ,.,.,..,Effective Date: APR I 2000 
TN No. 90-11 HCFA ID: 7983"""E,-----



r 
Revhion1 HCFA•PN-91-4 (BPDJ ATTACHMENT 2.2-A 

Page 22 AUCVST 1191 

Stater 

A9ency• Cltatlon(I) 

lt02(a) iiJ 
(U)(X) 
and 1902(•) 
(1) and (l) 
of the Act 1 

0MB NO, 1 0931-
HAWAII 

Groups Covered 

8. Optional Group• Othtr Than the Mtdlcally Nttdy 
_(Continued) 

lf. lndivldual■--

a. Who are 15 year■ of •CJ• or older or 
•r• di1abled, •• deter1111ned under 
■ection 1614(a)(l) of the Act. 
Both aged and di1abled .1nd1v1dua11 are covered 
-under thl■ ellg1b111tr 9roup. 

b. Who■• lncoae doe■ not exceed the income level 
(e■tabliahed _ at an amount up . to 100 percent of 
the Federal 1nco■e poverty level) ■peclfled in 
Supplement 1 to AWACHMENT 2,§-l for• family 
of the•-- ■ize1 and 

c. Who•• re■ourcea do not exceed the aaai•u• 
amount allowed under SSIJ under the State• ■ 
■ore re■trlctlve financial cr1ter1a, or under 
·the State•• .-ctically needy progru •• 
specified in A'J"l'ACHM!NT 2,f-6• 

TN No. §1-21 
Supersede■ Approval Date )0(]3(92 Effective Date J Q/Q] 191 

HCFA ID: 7tllE 
TM No. 88a38 I 



l'\.VV l.:llVII. ll'\..,l .1,,.-,1. H ;..- J. 

February 1992 Page 23 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation(s) 

1902(a)(47) 
and 1920 of the Act 

TN No. 00-006 
Supersedes 
TN No. 94-015 

State: HAWAII 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

Pregnant women who are determined by a 
"qualified provider" ( as defined in 
§1920(b)(2) if the /act) based on 
preliminary information, to meet the 
highest applicable income criteria 
specified in this plan under Attachment 
2.6-A and are therefore determined to be 
presumptively eligible during a presumptive 
eligibility period in accordance with § 1920 
of the Act 

Approval Date: i tl 1 1 ... • ··Effective Date: p.op I ?.000 
-----



. . Revision: HCFA-PM-91-8 (MB) 
October 1991 

ATl'ACHMENT 2.2-A 
Page23a 
OMBNO.: 

State/l'errltory: HAWAil 

Citation 

1906 of the 
Act 

1902(aXl0)(F) 
and 1902(uX1) 
oftheAct 

TN No. 01-006 
Supersedes 
1NNo. • -----

B. 

Groups Covered 

Qptional Coverage Other Jban the Medically Neeqy 
(Continued) 

18. Individuals required to enroll in 
cost-effective employer-based group health 
plans remain eligible for a minimum 
enrollment period of __ months. 

19. lndiwduals entitled to elect COBRA 
continuation coverage and whose 
income as determined under Section 
1612 of the Act for purposes of the 
SSI pro~ is no more than 100 percent 
of the Federal pvoerty level, whose 
resources are no more than twice the SSI 
resource limit for an individ~ and for 
whom the State determines that the cost of 
COBRA premiums is likely to be less 
than the Medicaid expenditures for an equivalent 
set of services. See 
Supplement 11 to Attachment 2.6-A. 

JO[ '1 2001 
Approval Date: OCT 1 8 2001 Effective Date: 



Citation(s) 

l 902(a)( I 0)(A) 
(ii) (XIV) of the Act 

TN No. 08-004 
Supersedes 
TN No. 0 I -006 

ATTACHMENT 2.2-A 
Page 23b 

State: HAW All _____ .=._::.:.;._:..:.:.:c..._ __________ _ 

B. 

X 

Groups Covered 

Optional Coverage Other Than theMedically Needy 
(Continued) 

19. Optional Targeted Low Income children who: 

a. are not eligible for Medicaid under any other 
optional or mandatory eligibility group or 
eligible as medically needy (without 
spenddown liability); 

b. Would not be eligible for Medicaid under the 
policies in the State's Medicaid plan as in 
effect on April 15, 1997 (other than because of 
the age expansion provided for in 
§ I 902(1)(2)(O); 

c. are not covered under a group health plan or 
other group health insurance (as such terms are 
defined in §2791 of the Public Health Service 
Act coverage) other than under a health 
insurance program in operation before July I, 
1997 offered by a State which receives no 
Federal funds for the program; 

d. have family income at or below: 

200 percent of the Federal poverty level for the 
size family involved, as revised annually in the 
Federal Register; or 

A percentage of the Federal poverty level, 
which is in excess of the "Medicaid applicable 
income level" (as defined in §21 I0(b)(4) of the 
Act) but by no more than 50 percentage points. 

The State Covers: 

X All children described above who are under 
age 19 with family income at or below 250 
percent of the Federal poverty level. 

Approval Date: MAY 3 0 2008 Effective Date: 01/01/2008 



• 

. . 
State: 

1902(eX12) of the Act 

I <jltlA-
1992A ofthe Act 

TN No. 01-006 
Supersedes 
1N No. 00-004 

A1TACBMENT 2.2-A 
Paae23c 

HAWAll 

The following reasonable 
classifications of children described 
above who are under age __ (18, 19) 
with family income at or below the 
percent of the Fede,al poverty level 
specified for the classification: 

(ADD NARRATIVE DESCRIPTION(S) 
OF UIE REASONABLE 
CLASSIFICATION($) AND THE 
PERCENT OF nm FEDERAL 
POVER1Y LEVEL USED TO 
ESTABUSH ELIGIBILITY FOR EACH 
CLASSIFICATION.) 

21. A child under age __ (not to exceed age 
19) who has been determined eligU,le is deemed 
to be eligible for a total of __ months (not to 
exceed 12 months) regardless of changes in 
circumstances other than attainment of the 
maximum age stated above. 

22. Children under age 19 who are determined by 
a "qualified entity'' (as defined in 
§1902(bX3)(A)) based on preliminacy 
information, to meet the highest applicable 
income criteria specified in this plan. 

The presumptive period begins on the day that the 
determination is made. If an application for 
Medicaid is filed on the child's behalf by the last 
day of the month following the month in which 
the determination of presumptive eligibility was 
made, the presumptive period ends on the day that 
the State agency makes a determination of 
eligibility based on that application. If an 
application is not filed on the child's behalf by the 
last day of the month following the month the 
determination of presumptive eligibility was 
make, the presumptive period ends on that last 
day. 

oc • 
Approval Date: T 1 8 200J Effective Date: JUL 1 2001 

-: 



Citation(s) 

1902(a)(I0)(A) 
and 1920 of the Act 

l 920B of the Act 

( 

1NNo. 01-006 
Supersedes 
1NNo. -----

State: HAWAil 

ATIACHMBNT 2.2-A 
Page23d 

-----------------
Groups Covered 

B. Optional Coverage Other Than the 
Medically Needy (Continued} 

X 23. Women who: 

a. have been screened for breast or .cervical 
cancer under the Centers for Disease Control 
and Prevention Breast and Cervical Cancer 
Early Detection Program established under 
title XV of the Public Health Service Act in 
accordance with the requirements of section 
1504 of that Act and need treatment for 
breast or cervical cancer, including a pre-, 
cancerous condition of the breast or cervix; 

b. are not otherwise covered under creditable 
coverage, as defined in section 2701 ( c) of 
the Public Health Service Act; 

c. are not eligible for Medicaid under any 
mandatory categorically needy eligibility 
group;and 

d. have not attained age 65. 

24. Women who are determined by a "qualified 
entity'' (as defined in 1920B (b) based on preliminary 
infonnation, to be a woman described in 1902 (aa) of the 
Act related to certain breast and cervical cancer patients. 

The presumptive period begins on the day that the 
determination is made. The period ends on the date that 
the State makes a determination with respect to the 
woman's eligibility for Medicaid, or if the woman does not 
apply for Medicaid ( or a Medicaid application was not 
made on her behalf) by the last day of the month following 
the month in which the determination of presumptive 
eligibility was made, the presumptive period ends on that 
last day. 

Approval DatePCT l 8 200l Effective Date: JUL • 1 2001 



ATTACHMENT 2.2-A 

Page 23e 

OMB No.: 

TN No. 

Supersedes 

TN No. 

21-0004

Approval Date: 05/10/2021 Effective Date:  01/01/2021 

 NEW 

State: HAWAII 

Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy

(continued)

1902(a)(10)(A)(ii)(XIII) of the Act 25. BBA Work Incentives Eligibility Group:

Individuals with a disability whose net

family income is below 250 percent of the

Federal Poverty Level for a family of the

size involved and who, except for earned

income, meet all criteria for receiving

benefits under SSI program. See page 12c

of Attachment 2.6-A.

1902(a)(10)(A)(ii)(XV) of the Act 26. TWWIIA Basic Coverage Group:

Individuals with a disability at least 19

but less than 65 years of age, whose

income and resources do not exceed a

standard established by the State. See

page 12d of Attachment 2.6-A.

1902(a)(10)(A)(ii)(XVI) of the Act 27. TWWIIA Medical Improvement Group:

Employed individuals at least 16 but less

than 65 years of age with medically

improved disability, whose income and

resources do not exceed a standard

established by the State. See page 12h of

Attachment 2.6-A.

NOTE: If the State elects to cover this

group, it MUST also cover the eligibility

group described in item 26 above.

□ 

□ 



Revl1lon: HCFA•PM-91-6 

AUGUST lttl 
(8PD) 

HAWAII 

AffACHM£NT 2.2-A 
•• ,. 24 
0NI 10.1 0931-

States 

Agency• C1tat1on( ■) Group■ Covered 

c. opt10011 cov•r•s• of tb• Mfdlea11y lttdx 
42 CFR 435.301 

1902(e) of the 
Act 

U02(a) ( 10) 
(C)(ll)(I) 
of the Ac:t 

TN llo. 91-21 
super■ed•• 
ff IIO. 

Thll plan lnc:ludel the Mdic:ally needy. 

L7 No. -
47 T••• 1')111 plan cover■, 

1. Pregnant vo•n vho, except for 1ncoae and/or 
re■ource1, would. be e119ible a■ categorically need1 
under title Xll of the Act. • 

2. Women vho, vh1le pr99nant, ver• eligible 
for and have applied for Medicaid encl • 
receive Medicaid a■ Md1ca11y needy under 
the approved State plan on the date the pregnancy 
enda. Th••• w011en continue to be ell91ble, •• thou 
they were pregnant, for all pr99nancy-relatect anct 
po1tpart1111 ■ervice■ under the plan for a 60-day 
period, be9lnnin9 with th• date the pregnancy end•, 
and any r-1n1n9 day■ in the ac,nth in which the,~ 
day fall■. 

3. lndlvidual■ under •t• 11 vho, but for 
lncoae and/or r•~ourcea, would be ell9lble 
under ■ection 1t02(a)(10)(A)(1) of the Act. 

I 

Approval Date 10/13/92 EUecthe Date 10/01/91 
HCFA IDs 7tlll 



Revision: HCFA·PM-91•4 (BPD) ~TTACHM!NT 2.2-A 
Pa9e 25 Al'CL'ST 1991 

State: HAWAII 
OMI NO.: 0'31· 

Agency• Cltatlon(a) Group1 Covered 

c. Optional Cov1r1q• of Htdlcally BttdY (Continued) 

U02(e)(4J of 
the Act 

42 crR us. 301 

TN No. 91•21 
Super1ede■ 
TN No. 

4. Newborn children born on or aft•~ 
.October 1, 1914 to a woun vho 1• e119ible 
a■ medically needy and 11 receiving 
Medicaid on the date of th• child'• blrt". Th• Child 
i ■ deemed to have applied and been found ell91ble for 

'ke~lcaid on the date of birtb encl r ... 1n1 eligible 
for one year 10 long a, the waaan r ... in■ eligible 
and the child 1• -a Maber of the voaan•• hou■ehold. 

s.D a. r1nanc1ally eli91ble individual• who are not 
de■cribed in 1ect1on c.J. above ind who are 
under the age of-· • 

21 
20· 
1t 
11 or under •9• lt vho are full-ti-. 
1tudenta in a aeconclary 1cllool or 1n tM 
equivalent level of vocational or 
technical tralnln9 

[J;i b. Reaaonable cla1•lflcatlon1 of financially 
eligible 1nd1v1duala under tu ate• of 21, 20, 
~•, or 11 a• apec1Ued belOWI 

..!.. (1) 

-'- <•> 

.JL (b) 

lndlviduala for wholl public a9encie1 are 
•••ulng full or partial financial 
r••pon■lbillty and who area 

tn foeter hOM■ (and are under the •t• 
of _ll_). 

In private ln■titutloNI (and are under 
the a9e Qf ....Zl,_). 

lffe~Uve Date ,J D/Ol /9] 

HCFA 1D1 7Hll 



.... 

Revitlon: HCFA·PN•tl-4 (IPD) 
AUCUST Utl 

State a HAWAII 

Agency• Citatlon(I) 

ATTACHMENT 2.2-A 
P•ge 25a 
OMI NO. I . oua-

Group• Covered 

c. 0pt1ona1 Coy1r191 of Kt41cI11v Nftdx (Continued) • 

TN No, 9)-21 
Super1ecte1 
TN Ro. 90-1 

..lL (c) In addition to the 9roup under 

X (2) 

..L (l) 

...!,_ ,., 

lL ,,, 

..L (f) 

b.(l)(a) and (b), indiv1du•l• placed 
1n foater hoae1 or private 
inatitutlon• by private, nonprofit 
a9encl•• (and are under the age of .JJ._ 
->· 

Individual• in adopt1on1 ■ub1idi1ed in 
full or part by• public •CJency (who are 
under the age of 21 ) • 

Individual• in trr■ (vho are under the•~• 
of 19 ) . Nr 1ervlce1 an provided 
under thJ,1 plan • 

In addition to the 9roup under (b)(l), 
individual• ln 1cr1/10t (vho ar•· under the 
age of 19 >. 
Individual• rec:elvint active treataent •• 
inpatient• in p■ychiatrlc facilitie■ or 
pr09r ... (vho are under the •1• o, 
..i,_ >• Inpatient p•ychiatrlc ■ervlc•• 
for indlvldual■ under a9e 21 are provided 
under UIJ.■ plan. 

Other defined group■ (and •9••>, •• 
1pecUied in luppl ... nt ·1 of 
ArJ'ACHMIIT 2,2-1. 

Approval Date 10/13/92 1Uect1v• Date 10/01/91 

HCFA IDs 79131 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

Agency* Citation Cs) 

42 C.F.R. 435.310 

42 C.F.R. 435.320 and 435.330 

42 C . F.R . 435.322 and 435 . 330 

42 C . F.R . 435.324 and 435.330 

42 C . F . R . 435.326 

42 C.F.R . 435.326 

TN No. 
Supersedes 
TN No. 

13-004b 

91-21 
Approval Date: 

ATTACHMENT 2.2-A 
Page 26 
0MB No.: 0938-

State: Hawaii 

Group Covered 

C. Optional Coverage of Medically Needy 
(continued) 

□ 6. Caretaker relatives 

181 7. Aged individuals 

181 8. Blind individuals 

181 9. Disabled individuals 

0 10. Individuals who would be 
ineligible if they were not 
enrolled in an HMO. 
Categorically needy individuals 
are covered under 42 C.F.R. 212 
and the same rules apply to 
medically needy individuals . 

11. Blind and disabled individuals 
who: 

09/30/2013 

a. Meet all current requirements 
for Medicaid eligibility 
except the blindness or 
disability criteria; 

b. Were eligible as medically 
needy in December 1973 as 
blind or disabled; and 

c. For each consecutive month 
after December 1973 continue 
to meet the December 1973 
eligibility criteria. 

Effective Date: 01/01/2014 



ATTACHMENT 2.2•A. 
Page27 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: HAWAII 

REQUIREMENTS RELATING TO DETERMINING ELIGIBILITY FOR MEDICARE 
PRESCRIPTION DRUG LOW-INCOME SUBSIDIES 

Agency Citation(s) 

193S(a) and 1902(a)(66) 

42 CFR423.774 
and423.904 

Groups Covered 

The agency provides for making Medicare prescription 
drug Low Income Subsidy determinations under Section 
1935(a) of the Social Security Act. 

1. The agency makes determinations of eligibility for 
premium and cost-sharing subsidies under and in 
accordance with section 1860D· 14 of the Social 
Secmity Act; 

2. The agency provides for informing the Secretary of 
such determinations in cases in which such 
eligibility is established or redetermined; 

3. The agency provides for screening of individuals for 
Medicare cost-sharing descnbed in Section 
1905(p )(3) of the Act and offering enrollment to 
eligible individuals under the State plan or under a 
waiver of the State plan. 

TN No. 05-005 
Supersedes Approval Date: S~P O 2 2005Effecti;-e Date: 07/01/05 
TN No. ----



Revision: HCFA-PM-91-4 (BPD) 
AUGUST 1991 

SUPPLEMENT l TO ATTACHMENT 2.2-A 
Page 1 
0MB NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

REASONABLE CLASSIFICATIONS OF INDIVIDUALS UNDER 
THE AGE OF 21, 20, 19, AND 18 

Other classifications of financially eligible children: 

1. Under Age 18 

Any individual who is living with his/her parents (or certain 
specified relativ~s) 

2. Under Age 19 

a. Any individual who is age 18 and living with his/her parents 
(or certain specified relatives), and is a full-time student 
in a secondary school (or in an equivalent level of vocational 
or technical training), and is reasonably expected to complete 
the program before reaching age 19. 

b. Individuals who are certified for skilled nursing care and 
admitted into a Medicaid certified skilled nursing facility 
( SNF) . 

c. Individuals who are placed in a State detention facility as 
11 status offender" while placement plans are being developed by 
a social worker. 

d. Individuals receiving child welfare services through the 
department 1 s social service units. 

TN No. 91-21 
Supersedes 
TN No. 88-31 

Approval Date 10/13/92 Effective Date 10/0) /91 

HCFA ID: 7983E 



SUPPLEMENT 1 to ATTACHMENT 2.2-A 
Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Hawaii 

REASONABLE CLASSIFICATION OF INDIVIDUALS UNDER THE AGE OF 21, 20, 19 AND 18 

Other classification of financially eligible children: (continue) 

e. 

TN No. 
Supersedes 
TN No. 

210l(f)-Like Children: Children under age 19 years who were enrolled in 
Medicaid on December 31, 2013 and would otherwise become ineligible for 
Medicaid at their first determination using Modified Adjusted Gross Income 
(MAGI) based methodologies solely due to the loss of income disregards will 
remain Medicaid eligible until their next redetermination using MAGI 
methodologies. (42 C.F.R. 435.222) 

13-011 
Approval Date: 03/13/2014 Effective Date: 12/31/2013 

NEW 
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Revlalon: HCPA-Pll-87-4 
IWlCH 1987 

SUPPLIIIDT 2 TO ATTACJalD'l' 2.2-& 
Page 1 
011B llo.: 0938-0193 

STATS PLAII UIIDU TITLE XIX OP THI SOCIAL SICUllfff ACT 

.mv.:..dAJidA State· HAWl\II 

&. Dll"I■ITIOlf OP BLIIIDIIBSS I■ TUNS OP OPHTIIAL,NIC IIUSUUlll8T 

-1:rmvi.Qmd.-'i.rmedica:3iy-cetti.£-ied-U>-mY&a-O:!lfttral-.via>iW:r--­
·llCtti.tyof-'it)f200;-Ct'"i.es&;-'ffl-tiie-~-eye-w.i.-tb-~ 
-1.ames -or-~ -a-fieid-1ft:Jbtlends-'8fl--angtli.er-~a>-
- gzea:teL thmr"be'l'ly degrees ~"Y!.ftiJnh---

Not applicab1f 

*Agency that detenalnea eligibility for coverage. 

T8 lo. 87-fl 
SUpera~~,,.,. ,# 

n 11o. ~ 

Approval Date ffOV l 7 81 lffectlve Date #2-
HCPA ID: 2002P/0021P 

I i .I .... 



Revi ■ ion1 HCFA-PM-91-4 (BPD) 
AUCUST 1991 

SUPPLEMENT l TO ATTACHMENT 2.2-A 
Page l 
OMI NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: HAWAII 

Method for Determining Co•t Effectiven••• of Caring for 
Certain Disabled Children At Home 

~t Applicable 

TM No. 91-21 
Supersede• Approval Date 10/13/92 
TK No. 

Effective Date lQ/01/91 
HCFA 1D: 7913! 
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1levl•lon1 HCPA-tK-92 -I 
FUlUAAY 1992 

(KIi AffACHKENT 2.1-• ~ 
Pagel 

8TATI PLAN UNDlll TITLS XIX or 'flll SOCIAL IICUlllTY ACT 

States ___ HA_W_A_I_I ___________ _ 

·-- - • • ···· - 'St.tOXBILITV-OONDlTIONI MD UQUJUKINTI 

CltaUon(•I 

42 era Part 435, 
Subpart G 

42 era Part us, 
Subpart r 

1902(1) of the 
Act 

1902(•) of the 
~ 

eondl.t1on or llequ1rN8Dt 

a. General Cond1t1ona of a1t9lhllltz 

_ . _ .~~~~~~Y!d~~-1 co_Y!!._~~~~-~ -~~ plan, 

1, !■ flnanclaUr e~lble (uelng the •tW■ and 
atandarda deacrl ln Part■ I and c of thla 
Attachllent) to receive Hrvl.ce■ •. 

2, Keete the applicable non-flnanclal ell9lblllty 
condltlona. • 

a. For the categorically needya 

(1) 

(U) 

(Ul) 

Except•• •peel.fled under it•• A.2.a.(l. 
and (111) below, for APDC-relat:ed 
lndlvlduale, Mete the non-flnanclal 
ellglblllty condltlone of tbe APDC 
progru. 

ror ISi-related lndlvlduala, ••t• the 
non-flnanclal crlteda of the ISi pr09raa 
or 110re reatrlctl•• ISi-related . 
categorlcally needJ crlterla. 

ror flnanclally elltlble pregnant 
VOMft, lftfanta or children covered under 
.-ct.lone 1902(al(lO)(A)(1)(1V), 
19021•)(101(&)11(¥1), 
1902 a)(lO (A) 11(¥11), ucl 
1902 a) (10 (&) l ) (II) of the kt., --t• 
the noa-flnuo al cdterla of HCtloa 
19020) of tbe act. 

JOI' f lnuc1allJ •ll9lbl• aged and 
cUaabled lndlYlduala covered under •~l 
1to2(a)(10)(A)fll)(X) of the lat, aeetl 
the noa-flnanc al cdterla of Hctlon 
1902(■) of tlle act. 

•. TN No. 92-15 
Supeneaee Approval Date _..,10_1._.2 .. 9_19_2 ___ lffectlve Date 7 /1/92 
n llo. , 91-21 
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Revision:· CMS-PM-09 
July 2009 

AIT ACIIMENT 2.6-A 
Paael 
0MB No.: 0938-

STA TE PLAN UNDER TITLE XIX OF' THE SOCIAL SECURITY ACT 
State: Hawaii 

Citadon 

1905 (p) of the Act 

1905 (s) of the Act 

42 CFR 435.406 

; 

TN No: 09-003 
Supenedes 
TN No. 91-21 

ELIGIBILITY CONDITIONS AND REQUIREMENTS • 

Condition or Requirement 

b. For the medically needy, meets the non­
financial eligibility condition of 42 CFR Part 
435. 

c. For financially eligible qualified Medicare 
beneficiaries covered under section 1902 (a) 
(10) (E) (i) of the Act, meets the non­
fmancial criteria of section 1905 (p) ~f the 
Act. ' 

d. For financially eligible qualified 
disabled and working individuals covered 
under section 1902 (a) (10) (E)(ii) of the 
Ac~ meets the non-financial criteria of 
section l 905(s). 

3. Is residing in the United States and-

a. ls a citizen or national of the United States; 

b. Is a qualified alien (QA) as defined in 
section 431 of the Personal Responsibility 
and Work Opportunity Reconciliation Act of 
1996 (PRWORA) as amended, and theQA's 
eligibility is required by section 402 (b) of 
PRWORA as amended, and is.not prohibited 
by section 403 of PRWORA as amended; 

c. ls a qualified alien subject to the 5-year bar 
as described in section 403 of PR WORA, so 
that eligibility is limited to treatment of 
an emergency medical condition defined in 
section 401 of PRWORA; 

Approval Date: JUL 3 f 200! Effective Date: April 1, 2009 
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Revision: CMS-PM-09 
July 2009 

ATIACHMENT 2.6-A 
Pqe3 
0MB No.: 0938-

ST ATE PLAN UNDER TITLE XIX OF TIIE SOCIAL SECURITY ACT 
State: Hawaii 

ELIGIBILITY CONDmONS AND REQUIREMENTS 

Citation Condition or Requirement 

42 CFR 435.406 1902 (b) 
of the Act 

TN No:~ 
Supersedes 
TN No. 91-21 

d. I~ a non-qualified alien, so that eligibility is 
limited to treatment of an emergency 
medical condition as defined in section 401 
ofPRWORA; 

e. Is a qualified alien (QA) whose eligibility is 
authorized under section 402 (b) of 
PRWORA as amended, and is not prohibited 
by section 403 of PRWORA as amended. 
_lL State covers all authorized QAs. 
__ State does not cover authorized QAs. 

f. State elects CHIPRA option to provide full 
Medicaid coverage to otherwise eligible 
aliens lawfully residing in the United States; 
such aliens consist of qualified aliens subject 
to the 5-year bar, aliens described in 8 CFR 
103.12 (a)(4), and legal non-immigrants 
whose admission to the U.S. is not 
conditioned on having a permanent 
residence in a foreign country (such non­
immigrants include citizens of the Compact 
of Free Association States who are 
co~sidered pennanent non-immigrant but 
does not include visitors for business or 
pleasW'C or student): 
.JL ~ected for pregnant women . 
.£ Elected for children under age 19 

4. Is a resident of the State, regardless whether 
or not the individual maintains the residence 
pennanently or maintains it at a fixed address. 

D State has interstate residency agreement 
with the fol1owing_ States: 

D State has open agreement(s). 

D Not applicable; no residency requirement. 

Apprc7al Date: JUL 3 1 2009 Effective Date: April 1, 2009 



Revision: HCFA- PM-91-1 (MB) 
February 1992 

ATTACHMENT 2 . 6-A 
Page 3a 
0MB No.: 0938 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) 

42 C . F.R . 435.1008 

42 C.F . R. 435.1008 
1905(a) of the Act 

42 C.F.R. 433.145 and 435.604 
1912 of the Act 

42 C.F.R. 435.910 

TN No. 

Supersedes 
TN No. 

13-004b 

91-21 
Approval Date: 

Condition or Requirement 

5. a. Is not an inmate of a public 

6. 

7. 

institution. Public institution do not 
include medical institutions, nursing 
facilities and intermediate care 
facilities for the mentally retarded, or 
publicly operated community residences 
that serve no more than 16 residents, or 
certain child care institutions. 

b. Is not a patient under age 65 in an 
institution for mental diseases except 
as an inpatient under age 22 receiving 
active treatment in an accredited 
psychiatric facility or program. 

[81 Not applicable with respect to 
individuals under age 22 in 
psychiatric facilities or programs. 
Such services are not provided 
under the plan. 

Is required, as a condition of eligibility, 
to assign his or her own rights, or the 
rights of any other person who is eligible 
for Medicaid and on whose behalf the 
individual has legal authority to execute 
an assignment to medical support and 
payment for medical care from any third 
party . (Medical support is defined as 
support specified as being for medical care 
by a court or administrative order.) 

[81 Assignment of rights is automatic 
because of State law. 

Is required, as a condition of 
eligibility, to furnish his/her social 
security account number (or numbers, if 
he/she has more than one number) . 
Exception, aliens seeking medical 
assistance for the treatment of an 
emergency medical condition under Section 
1903(v) (2) of the Social Security Act 
(Section 1137(f)). 

09/30/2013 Effective Date: 01/01/2014 



Revision: HCfA-PM-91-~ (BPD) ATTACHMENT 2.6-A 
Page 3b AUGUST 199 l 

State: 

Citation 

1902(c) (2) 

1902(e)( 10) (A) I 
and (B) of the 
Act 

TN No. 91-21 
supersedes 
TN No. 

0MB No.: 0938-
HAWAII 

Condition or Requirement 

8. Is not required to apply for AFDC benefits under 
title IV-A as a condition of applying for, or 
receiving, Medicaid if the individual is a pregnant 
woman, infant, or child that the State elects to 
cover under sections 1902(a)(l0)(A)(i)(IV) and 
l902(a){l0)(A)(ii){IX) of the Act. 

9, Is not required, as an individual child or pregnant 
woman; to meet requirements under section 402(a)(43) 
of the Act to be in certain living arrangements. 
{Prior to terminating AFDC individuals who do not meet 
such requirements under a State's AFDC plan, the agency 
determines if they are otherwise eligible under the 
State's Medicaid plan.) 

Approval Date 10/13/92 Effective Date 10/01/91 

HCfA IO: 7985E 



ATTACHMENT 2.6-A 
Page 3c

State:  HAWAII 

Citation(s) Condition or Requirement 

1906 of the Act 10. ☐Conflict of Interest Provisions

Is required to apply for enrollment in
an employer-based cost-effective group
health plan, if such plan is available
to the individual. Enrolment is a
condition of eligibility except for the
individual who is unable to enroll on
his/her own behalf (failure of a parent
to enroll a child does not affect a
child’s eligibility).

U.S. Supreme Court case New York 
State Department of Social Services 
v. Dublino, 413 U.S. 403 (1973)

11. ☐ Is required to apply for coverage
under Medicare Parts A, B, and/or D if it is
likely that the individual would meet the
eligibility criteria for any or all of those
programs. The state agrees to pay any
applicable premiums and cost sharing (except
those applicable under Part D)for
individuals required to apply for Medicare.
Application for Medicare is a condition of
eligibility unless the state dose not pay
the Medicare premiums, deductibles or co-
insurance (except those applicable under
Part D) for persons covered by the Medicaid
eligibility group under which the individual
is applying.

Transmittal Number: HI-26-0005 
Supersedes Transmittal Number: 05-008

Approval Date: June 8, 2026 Effective Date: January 1, 2026



.. 

( 

Revision: HCF A-PM-97-2 
December l 997 ATTACHMENT 2.6-A 

Page4 
Stat« IIAVAII 0MB No.:0938-0673· 

Citation Condition or Requirement 

B. Posteligibilitf Treatment of Institutionalized 
Individuals' Incomes 

1902(0) of 
the Act 

Bondi v 
Sullivan (SSI) 

1902(r)(I) of. 
the Act 

105/206 of 
P. L. 100-383 

1. (a) of 
P.L. 103-286 

10405 of 
P.L. 101-239 

6(h)(2) of. 
P.L 101-426 

12005of 
P. L. 103-66 

TNNo. 98-003 
Supersedes 

TNNo. §1-21 

1. The following items are not considered in. the 
posteligibility process.: • 

a. . SSI and SSP benefits paid .under § 1611 ( e )( 1 )(E) 
and (G) oftlie Act to individuals who receive care 
in a hospital, nursing home. SNP, or ICP. 

b. Austrian Reparation P~ents (pension (reparation) 
~ayments made under §500 - 506 of the Austrian 
General Social Insurance Act). Applies only if 
State follows SSI program rules wiih respect to 
the payment& 

C. German ~ODS P~ (i=• D payments 
made by the Federal Republic of :). 

d. Japanese and Aleutian Restitution Payments. 

e. Netherlands Reparation P~ents based on Nazi, but 
not Japanese. persecuti(?D (durina World Wu ll). 

£ Payments &-om the Aaent ~• Settlement Fund 
or q other fiaad estiblilbed ~ t9 m. 
settJemenr in the In re ~ Orange DfOduct 
liability litiption, M.D.L. No. 381 {E.D.N. Y.) 

1, Radiatiqa Exposure Compensation. 

b. VA pensions limited to $90 per montb under 
31 u.s.c. 5503. • 

Approval Date t 6 J II l 9 i' Eft'ective Date I q L \ 'i f(' 



ATTACHMENT   2.6-A 
Page 4a 

State: HAWAII

Citation Condition for Requirement________________________ 

TN No. 24-0012
Supersedes Approval Date: Effective Date: 10/01/2024  
TN No. 07-006

1924 of the 
Act 
435.725 
435.733 
435.832 

HRS Section 
346-53

2. The following monthly amounts for
personal needs are deducted from total
monthly income in the application of an
institutionalized individual�s or
couple�s income to the cost of
institutionalized care:

Personal Needs Allowance (PNA) of not 
less than $75.00 for individuals and 
$150.00 for Couples for all 
Institutionalized Persons. 

a. Aged, blind, disabled:

Individuals $75.00
Couples     $150.00

For the following persons with
greater need:

Supplement 12a to Attachment 2.6-A
describes the greater need;
describes the basis for formula for
determining the deductible amount
when a specific amount is not listed
above; lists the criteria to be met;
and, where appropriate, identifies
the organizational unit which
determines that a criterion is met.

b. AFDC related:
Children $75.00
Adults $75.00

For the following persons with
greater need:

Supplement 12a to Attachment 2.6-A
describes the greater need;
describes the basis for formula for
determining the deductible amount
when a specific amount is not listed
above; lists the criteria to be met;
and, where appropriate, identifies
the organizational unit which
determines that a criterion is met.

c. Individuals under age 21 covered in
the plan as specified in item B.7.
of Attachment 2.2-A.

$ N/A

10/28/2024 
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Revision: HCFA-PM-97-2 ATTACHMENT 2.6-A 
Page4b December 1997 

State: IWlilI 

Citation 

1924 of the Act 

TN No. 98-003 
Supersedes 

TN No. ____ _ 

0MB No.:0938-0673 

Condition or Requirement 

For the following persons with greater need: 

•\Jrsupplement liio ete a,6:~ describes the 
greater need; descn e ISll or ormuJa for 
determinina the deduetible amount when I specific 
amount is not lilted above; lists the criteria to 
be met; and, where appropriate, identifies th• 
orslJ!intjonal unit winch determines that • 
cntenon II met. . . 

3. In additioa to the amounts under item 2. • tht following monthly 
amounts ant deductecl from the remainin1 income of an 
imcituticnali,.t individual with a _community spouw. . 

L The monthly income allowance ror the community spouse, 
calculated~ the formula ill §1924(dX2). is the amount !Jy 
whicll the maintenance needs standard exceeds tbe community 
spou11' s inc:om& The maintenance needs standard cannot exceed 
the mtxirnvm ·orwribed in §1924 (d}(JXC). The maintenance 
needa stllld•cl Qfflli111 of a poverty J• component plu, an 
exceu shelter allowwe 

1be ~ lm,I GOq,Gllent ia 
cilciilated Ulin1 the aeelicable 
percentage (sec out §1924'dXJXB) oftbe 
Act) oftfie official poverty level· 

The poverty 11¥11 compona ia 
cilcii1a&ed uiina. pen:entap .,. .. 
tbaD tbe ..,licabl•~ .... to 

"' oftbe o81ci&I ~ fmil .,...(iili ..... -lllbjec&-. to me,ri'DUm mtifltenlnce llceds standard). 

X The lllliatenaDc:e needs.standard for all 
commuai~ ~ ii let at the moimum 
permittecl bJ §t924(d)(3XC). • 

Ex• tbll, wlleD ~ the State will sec the co~ty 
s~'• ~ incoml a1lowmce at the amount by which 
-..,.Aioflll mainteaace needs, estlblilbed ll I fair hearin& exceed 
the mmmvaity spouN'S income, or at tbe amount of Ill'/ court-
ordered support. • 

Approval Date '• / II I q t: Efl'ective Date la } L /')y 
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• 

• 

Revision: HCFA-PM-97-2 
ATIACHMENT2.6-A 
Page 4c: December 1997 

State: IIAWAII 0MB No.:0938-0673 

Citation Condition or Requirement 

In determining any excess shelter allowance, 
utility expenses are calculated usins: 
_ the standard utility allowance under 

§S(e) of the Food Stamp Act of 1977; or 

_ the ICtUal unreimbunable IIDOWlt of the 
community~•• utility~ leu 
any ~rtion of such amount inctuded in 
condominium or cooperative charges. 

b. The monthly income allowance for other dependent 
family members 1Mn1 with the community spouse is: 

_L oae-tbird of the amount by which the 
po~ level co~ (calcuJated 
under §l924{d}(lXA)(i) oftbe ~ 

uliDa tbe ~Wle ~•~ 
!uecifiedin§l92~) aceedsthe 
cfepeadent fm1y 's montbly 
iacoma. 

_ a graaer amounted calculated u follows: 

The foll • definition is used in lieu of the 
definition~~ tbe Sea= to determine the 
depeadeacy offtunil; memben ~. §1924 (dXl): 

c. Amounts f'or belltll care ~ described below 
thll an incurred by and for the institutionalized 
individual and are not subject to paymems by a third party. 

(i) Medklid. Medical-. and other healdl imurwe 
p"'IDP•!DI, dedumbl-. or coimurm charges. 
or copaymeqla 

(u) Nece1111Y medical or remectitl care 
~ under State law but not covered 
WICNi the Stm plla ~ limits OD 
unaunt.s are dacribed in SupplilDlllt 3 to 
ATtACftMINT 2,6:A > 

~ ~o.. 12 I,, 19r Eflllctive Date 10..l I l q Y 
TN No. ____ _ 
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Revision: HCFA-PM-97-2 ATTACHMENT .2.6-A 
Pages December 1997 

State: IJMAXI 0MB No. :0938-0673 

Citation 

43S.725 
435.733 
43S.832 

43S.725 
435.733 
435.832 

Coodition oc Requiccrneoi 

4. In addition to any amounts deductible under the itema 
above. the following_monthly amounts are deducted from 
the ~ montbly income of an institutionalized 
individual or in institutionalized couple: 

a. An amount for the maintenance need, of each member of a 
family living in the institutionalized individual's home with 
no commwuty spouse livin& in the home. The amount mwt be 
based on a reasonable assessment of need but must not exceed 
the higber of thr. 

o AFDC level; or 
o Medically needy level: 

(Cheeto~) 

- AFDC levels in Supplement I : ==cat needy _level ia Supplement I 

b. Amounts tor health care ~ desm"bed below that have not been 
• deducted under l.c:. above (i.e., for an institutina•lized i11CfividuaJ with a 
c.onm-:my ~). are incurred by and far the institutinn&lized individual 
or institutiorializecl' couple. and are not subject to the pa~ent by a third 
party: • 

(I) Medicaid. Medicare, and other health insurance premiums, 
deduml>les, or coimunnce charges. or copaymenta. 

(ii) Necessary medical or remedial care reco~ under State law but 
not covered under the State plm. (Reasonable limits on amount are 
deteribed ill Supplement J to ATIACHMENT 2.6-Al 

S. At the optic?n of the State, as specified below, the followinl 
is deducted ftom anv remtiaina l'IIOD:tbfY. income of 1ft 
iJlautionlljnd uii'tviduil or ID imcituDonalmd eouple: 

A ~ IIDOWll fbr tbe IDIU'tenmc:e tJf the home of the individual or 
couP-1• tor not lonpr thin 6 montbl if a ~~ hu certified that the 
indMdull. or one member of the imtitutioallize couple, is likely to return 
to the home within that period: 

-L No. 

~ Yes (the applicable IIIIOWlt is shown on pap Sa.) 

~ 9B~J Approwl Da,___;,;;•~~'..:..l _l _tt_r __ Eftic:tive Date ' I) l l l 'l x 



Revision: HCFA-PM-97-2 

• 
December 1997 

State: BAVAII 

Cirarioo 

• 

ATTACHMENT 2.6-A 
Page Sa 
OMB·No.:0938-0673 

Coodirioo oc Bcquiccrncm 

Amount for maintenance of home is: 
$ ______ , • 

Amount for maintenance of home is the actual maintenance 
costs not to exceed S:-__ 

Amount for maintenance of home is· deductible when 
countable income is determined under § 1924( d)( 1) of the Act 
only if the individuals' home and the community spouse's 
home are different. • 

Amount for maintenance of home is not deductible when 
countable income is determined under § 1924 ( d)( 1) of tpe 
Act. 

Effective Date J <> I I I 7 k 



Citation 

TN No. 89-10 
Supercedes 
TN No. 

·-

AT'l . dMENT 2. 6-A 
Page Sb 

Condition or Requirement 

"Dependency" means the status of a child, 
parent, or sibling who residea with the 
coDunity spouse, and who may be claiaed as a 
legal tax dependent of either spouse under 
the Internal Revenu~ Code. 

Approval Date 09/13/90 Effective Date 10/01/89 
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Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2.6-A 
FEBRUARY 1992 Page 6 

State: Hawaii 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

42 C.F.R. 435.601,435.631, 
435.831 

C. Financial Eligibility 

'l'N No. 

Supersedes 
TN No·. 

13-010 

92-15 
Approval Date: 

For individuals who are AFDC or SSI 
recipients, the income and resource levels 
and methods for determining countable income 
and resources of the AFDC and SSI program 
apply, unless the plan provides for more 
restrictive levels and methods than SSI for 
SSI recipients under section 1902(f) of the 
Act, or more liberal methods under section 
1902(r) (2) of the Act, as specified below. 

For individuals who are not AFDC or SSI 
recipients a non-section 1902(f) State and 
those who are deemed to be cash assistance 
recipients, the financial eligibility 
requirements specified in this section apply. 

Supplement 1 to Attachment 2.6-A specifies 
the income levels for mandatory and optional 
categorically needy groups of individuals, 
including individuals with incomes related to 
the Federal income poverty level - pregnant 
women and infants or children covered under 
sections 1902(a) (10) (Al (i) (IV), 
1902 (a) (10) (A) (i) (VI), 
1902 (a) (10) (A) (i) (VII), and 
1902(a) (10) (A) (ii) (IX) of tbe Act and aged 
and disabled individuals covered under 
section 1902(a) (10) (A) (ii) (X) of the Act -
and for mandatory groups of qualified 
Medicare beneficiaries covered under section 
1902(a) (10) (E) (i) of the Act. 

02/12/2014 Effective Date: 10/01/2013 
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Revision: 

TN No. 
Supersedes 
TN No. 

HCFA-PM-92-1 (MB) ATTACHMENT 2.6-A 
FEBRUARY 1992 Page 6a 

Citation(s) 

13-010 

State: Hawaii 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

181 

181 

181 

181 

181 

181 

□ 

Condition or Requirement 

Supplement 2 to ATTACHMENT 2.6-A 
specifies the resource levels for 
mandatory and optional categorically 
needy poverty level related groups, and 
for medically needy groups. 

Supplement 7 to ATTACHMENT 2.6-A 
specifies the income levels for 
categorically needy aged, blind and 
disabled persons who are covered under 
requirements more restrictive than SSI . 

Supplement 4 to ATTACHMENT 2.6-A 
specifies the methods for determining 
income eligibility used by states that 
have more restrictive methods than SSI, 
permitted under section 1902(f) of the 
Act . 

Supplement 5 to ATTACHMENT 2.6-A 
specifies the methods for determining 
resource eligibility used by States that 
have more restrictive methods than SSI, 
permitted under section 1902(f) of the 
Act . 

Supplement Sa to ATTACHMENT 2.6-A 
specifies the methods for determining 
income eligibility used by States are 
more liberal than the methods of the 
cash assistance programs, permitted 
under section 1902(rl (2) of the Act. 

Supplement Sb to ATTACHMENT 2.6-A 
specifies the methods for determining 
resource eligibility used by States are 
more liberal than the methods of the 
cash assistance programs, permitted 
under section 1902(r) (2) of the Act. 

Supplement 14 to ATTACHMENT 2.6-A 
specifies income levels used by States 
for determining resource eligibility of 
Tuberculosis-infected individuals whose 
eligibility is determined under 
§1902(z) (1) of the Act. 

Approval Date: 02/12/2014 Effective Date: 10/01/2013 
92-15 
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RevJ.elona HCFA-PK-92 -l 
FEBRUARY 1992 

(Kl) ATTACHMENT 2 .1-J ••v•, 
ITATI PUH UNDER TITLI XIX or THI IOCIAL SICURITY ACT 

atatea 

Citation( ■) 

1902(r)(2) 
of the Act 

1902(•)(6) 
tbe Act 

HAWAII 

ILIOIBILITY CONDITIONS. MD UQUIRIMBNTI 

Condition or lequir ... nt 

1. Method• of Determlnlnt Income 

(1-) tn determin1n9 countable inc01N for 
AFDC-related 1ndividua1e, the followlncJ 
method• are uaed, . • 

(2) 

()) 

_x_ (a) The method• under the State•• 
approved AFOC plan only1 or 

(b) The method• under the state•• 
approved AFDC plan at'lld/or any 1 
liberal method• deecrlbed ln 
Supplement •• to ATTACHMENT 2. e 

In deter111inin9 relative financial 
reaponeib111tr, the agency coneidera onlJ 
th• lncOrDe of •pou••• l1YinfJ 1n tbe .... 
hou■ehold •• aya11able to ■pou■ee and -the 
income of parent■•• available to chlld%'e 
livln9 with parent■ until the children 
become 21. 

Agencr continue• to treat VOMt1 
ell9lble under tbe provialon• of uct lona 
1902(a) (10) of the Act ae •Utl.tile, vltbc 
r99ard to anr changH 1.11 lncaM of the 
f•llJ of vh1cll ■he 1• • --.r, for the 
60-day period after her prepancy end• an 
anr r ... lnlnt clay• 1.11 the aontla ln vt,lcb 
60tb day falla. • 

Approval Date ,10/29192 Bffectlve Date 7/1/92 



C 
P.avlelont HCFA-PM-92 -1 

Ft:BRUAJlY 1992 
(Kl) ATTACHMENT 2. ,-A 

••CJ• '7a 

STATI PLAM UNDIR TlTLI XJX or THI SOCIAL SECURITY IC1' 

States HAWAII 
-----

ILlCIBlLITY 00NDITIONS AND UQUllllKIMff 

Citation(•) Condlt1on or Requirement 

• 42 crR ,,s.121 b. Aged lnd1vldual•• In detenalnln9 countable 
• 435.131, and Income for aged 1nd1v1dua1•, lncludln9 aged 

•• 

1 

I 
f 

I 
.l 
I 

1902(m)(1)(B)(m)(4) lndlvldua1• with lncomee.up.to tt.. Federal 
and 1902(r) (2) . - ---------·p:;vilfr·t:ylevel·aeacrlbed in •ectlOA 
of the Act l902(m)(l) of the Act. the following method• 

are ueech 

_x_ The method• of the sst program only. 

The method• of the sst program and/or any 
fflOre liberal 111ethod• deecribed in Suppleme. 
Ba to ATTACHMENT 2.,-A . 

.. , . 
• 

• t 

., ,. 

0 
I= 

Tjl io. 92-15 
Superee3ea 
TII IIO. 91-21 

Approval Date 10/29/92 Sffectlve Date 7/1/92 
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Rev1a1on: HCFA·PM-91·4 
11t:crst 19'1 

(BPD) A'M'ACHl'.ENT 2.6-A 
P19e I 

sute: 

Citation 

TN IIO. 91-21 
luper1ec1e1 
T11 IIO. 

-

0MB No.: Otll-
HAWAII 

Condition or Requirement 

For ind1v1dual1 other than option1l State 
1upplement rec1p1enta, aore re■trlctlve ■ethod1 
than SSI, applied under the provl■ lon■ of 1ectlon 
1902(f) of the Act, a■ apecified ln suppl•m•ot t 
to ATTACHMENT 2.§-Af and any aore Uberal ••thoda 
described In Sypplt•tot la to ATJ'ACHMENT 2,l·a. 

Ci For in■titutlonal couple■, the Mthoda specified 
under ■action 1611(e)(5) ot the Act. 

Q For optional State aupplement recipient■ under 
1435.230, income Hthodl more liberal than SSI, as 
specified in syppl•m•ot 4 to AffACHMENT 2.,-A. 

a7 ror optional State 1upple■ent recipient• in 
•ectlon lt02(f) Stat•• and Sil criteria Statea 
without eectlon 1,1, or 1,34 agr••••nta--

...L SIi method•-~ 

SIi aethodl and/or any aor• liberal Hthoda 
than ss1 de■crlbed 1n sypplmnt •• to 
AfflCHNINT 2,f·A· 

.JL Nethodl aore re■trict1v• and/or aore liberal 
than 5S1. Nor• re1trlct1ve HthOd■ are 
de■criW in lyftl-nt f to AffACHMENT 
1.J.:A and ao~• liberal Mthoda are detcrlbed 
1n 1ypp1wot •• to fflACHllll'J' 2,1-1. 

In detera1n1ng relative financial re1pon11b111ty, 
the agency con1lder1 only the 1ncoae of 1pou1e1 
11v1n9 1n the, ... ~ou1ehold a• available to 
■pouae1. 

Approval Date 1011:192 Effective Det• 10(01(91 
KCFA ID 1 7'151 
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Revision: HCFA-PN-91·4 
AUCUST 199 l 

(BPD) ATTACHMENT 2.,-A 
Paget 
01;'18 Ho. I 0931• State1 ___ HA ___ W~A_I_I ______________ _ 

Citation 

42 CFR 435.721 and 
435.831 
1902( ■ )(1)(1), 
( 11) ( 4 ) , and 
1902(r)(2) of 
the Act 

TN No. Yi-21 
Super1ede1 
TM 110. ____ _ 

Condition or Requirement 

c. Blind indiyldu11,. In determining countable 
income for blind 1ndlvldual1, the follow1n9 
method■ are u■eda 

.JL The aethoda of the SSI progra■.at,x 

SSI aethod■ and/or any more liberal aethod1 
described in Syppl111ot la to ATJ'ACKMENT 
2,f-A • 

.JL ror individual, other than optional State 
auppleunt recipient■, more re■trictlve 
Mthodl than SSI, applied under the prov1a1on■ 
of 1ection 1902(f) of the Act, at •peclfied in 
sypplg•nt 4 to A'M'ACHMIN'J' 2,f-A, and any more 
liberal ~ethod1 deacr1W in Syppl•1tot •• to 
AffiCHMENT 2.f-A• 

..L 

For in1titut1onal couple•, the Mthoda 
1peclfied under 1ectlon 1,11(e)(S) of the Act. 

ror optional State auppleMnt recipien~• under 
S435.230, 1nco•• Mthoda ■ore liberal t,-,. S51, 
a1 1pecif1ed in Sypplt••ot f to AffACHXll'f 
2,§-&. 
ror optional State 1uppl ... nt rec:1p1enta 1n 
aection lt02(f) Stat•• and Ill criteria Stat•• 
without aection 1,1, or 1134 a9reeaent•--

.L. SSI ■ethoda.~ 

.-

..lL 

Sil aethodl and/or any IION Uberal Nthoda 
than SSI deecribed in lyppln•nt •• tg 
A'CJ'ACBl1SBT 2,f-A. 
Method• aore reatrictive artA1/ or acre 
liberal than 111. Nor• reatrictive Mthod1 
are de•criW in suppl-DI f to UTACKN&fl' 
2,f-A and ■or• liberal Mthocla are de1cr1W 
1n suppl•Not •• to lfflQQIIIIT a,•-•· 

Approval Date 10/13/92 lffeetlve Date 10/01/91 
HCFA IDr 79151 



Revia1on1 HCFA-PM-91-4 
AUCUST U91 

(BPO) ATTACHMENT 2.1-A 
Page 10 
OMI No,: Otlt• State, __ ~M ....... W=A~J~I _____________ _ 

Citation 

.2 CFR 435. 721, 
and 435.131 
1902 (a)( 1 )(I), 
(a)(4), and 
UO2(r)(2) of 
thl Act 

TN No. §i-21 
super■ede■ , 
TN No. 

Condition or Requir•••nt 

In detem1n1ng relative reapona1b111ty, the a9ency 
cona1dera only the income of apou••• living 1n the 
•••• houaehold •• available to apou••• and the income 
of parent■ a■ available to children 11v1n9 with 
parent• until the children becoae 21. 

d. Q1•tbltd individyai1. In det1n1n1n9 
countable income of disabled 
1nd1v1dual1, lncludln9 1nd1vlduala 
with income• up to the Federal poverty 
level described ln 1ection lt02(a) of 
the ~ct the follovln9 Mthoda are u1_ed1 

-L The aethoda of the SSI -fDpPM 

SSI methodl and/or any aore liberal method■ 
de1crlbed in IYRPltltOt la to ATQCHMEN'l' 
2,,-,. • 

ror lnatltutional couplea1 the Mthoda 
apeclfied under aection ltll(e)(S) of the Act. 

ror optional It.ate auppl ... nt rec:1p1enta under 
S4l5,230i lncoae Mthoda aore liberal than 
ss1,. •• 1pec1uec1 1n svai-os t to ATtM:HMINt 
2,, .. ,. 

_!,. ror 1ndlv1dual1 other than optional State 
■uppleMnt rec:1p11nt1 (except a9ecl and dlNbled 
lndlvlduala deacribecl la ■ectlon ltOJ(a)(l) of 
the Act), aore r11trictl..a Mthoeta thaa Sit, 
applied-under the prowl1lona of ■ect1on lt02(f) 
of the Act, u 1pec:U1e4 1ft IMMIMtD& t t.p 
AffACHMEN'l' 2, f•A: and any aore lU»eral Nthod■ 
deacr1bed in lypplntot •• \9 AffKMlt 2,f•A· 

.. 
Approval Date JQ/ll/92 • lffect1••Date 10/01/91 

HCFA JDa 79151 
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Rev111on: HCFA·PM·tl-4 
AUCUST 1991 

state: 

Citation 

(BPD) ATTACHMENT 2.f-A 
Page 11 

...L 

HAWAII 
OMI No, 1 Otlt• 

Condition or Requlre•ent 

For opt1ona1 State supplement recipient■ in 
section 1902(!) Stat•• •nd sst criteri• Stat•• 
without section 1111 or 1634 •qreem1nt1•-

..!... SSI aethod■•--

SSI Mthoda and/or •ny more liberal methods 
than SSI de1cribed in suppl•m•ot •• tQ 
A'M'ACHMEN'f 2,f-A • 

...L Method1 ■ore re1trictive and/or aore liber•l 
tha~ SIi, except for aged and dlaabled 
indlviduala de1cribed 1n •ectlon l902(a)(l) 
of the Act. More re1trictiv• aethod1 are 
de■cribed in syppl••tot t to 6"ACHME1ff 
2,t-A and more liberal Mthod1 are 1pec1uec1 
1n supplntnt •• to A'n'6CffMSrr 2,1-1. 

In de~er11tnin9 relative financial re1ponaibility, the 
agency conaider1 only the lncOM of 1pou1e1 living in 
the •••e houaebold •• available to 1pouaea and the 
income of parent■•• available to children ll~lnt 
with parent■ until the children becoae 21, 

TN No, 91-21 
Superaedea Approval Date JALJ3t92 lffectlve Date J Q(QJ/91 

HCFA IDs 7tl51 
Tll llo, 



Revision: HCFA-PM-92-1 (MB) 
E'EBRUARY 1992 

State: Hawaii 

ATTACHMENT 2.6-A 
Page lla 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) 

1902 (11 (3) (El and 1902 (r) 12) of 
the Act 

TN No, 13-010 
Supersedes Approval Date: 
TN No. 92-15 

Condition or Requirement 

e. Poverty level pregnant women, infants, and 
children. For pregnant women and infants or 
children covered under the provisions of 
section 1902 (a) (10) (A) Ii) (IV), (VI), and (VII) 
and 1902 (a) (10) (Al (ii) (IX) of the Act: 

(1) The following methods are used in 
detennining countable income: 

D The methods of the State's approved 
AFDC plan. 

0 The methods of the approved title 
IV-E plan. 

[8J The methods of the approved AFDC 
State plan and/or any more liberal 
methods described in SUPPLEMENT Sa 
to ATTACHMENT 2,6-A, 

D The methods of the approved title 
IV-E plan and/or any more liberal 
methods described in SUPPLEMENT Sa 
to ATTACHMENT 2,6-A. 

fEB 1 2 2014 Effective Date: 10/01/2013 
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1'ev1■ lon1 HcrA-PH-92 -1 
- FEIP.UAlY • 1992 

(HB) ATTACHMENT 2.6-a 
••CJ• u 

STATS PLAN UNDBR TITLI XIX or THI SOCIAL SBCURJTY ACT 
state, __ __,ff..,.A_.,.W,..A_..J._.I ___________ _ 

•• • -·-·-·--·- -··---.t1ct8It.lTI 00KDTT10HS·· Ml) UQUllllKINTI 

Cltatlon( ■) 

1902(e)(6) of 
the Act 

190S(p)(1), 
1902 (11)( 4), 
and 19O2(r)(2) of 
the kt 

Tll lo. 92-lS 
luperaede■ 
TN llo. _ 91-21 

Condition or Requirement 

(2) In deteralnln9 relative f.inancia1 
reaponaibility, ·the agency con■idera only 
th• income of epoueee Uvlnt la the aue 

• ............... ~ .... -. •• • ·-·tou•e!ft)lt •• available to ■pou■ee and the 
in~Offie of parent• a■ available to chlldrem 
livln9 vlth parent■ until th• chlldrea 
become 21. 

(3) The a9ency continue■ to treat women 
eligible under the proviaione of aectiona 
1902{a)(10) of the Act ae eligible, vithou 
regard to any change■ in incOCDe of th• 
family qf which ahe le a member, for the 
60-day period after her pregnancy enda and 
any remaining daya la the 110nth in which t 
60th day fall.a. 

f. f.•llfled Medicare beneficiariee. tn 
etermln{ng countable lncocne for qualified 

Medicare beneflciarlea covered under eectlon 
1902(a)(10)(8)(1) ot the Act, the follovlftCJ 
method■ are ueeda 

.JL The inethoda of th• SSl prograa only. 

SSl aethod■ and/or any aore liberal aethod 
thaa ssJ deacrlbed in Supplwnt la to 
A'l'TACHKBll'l' 2.6-A. 

ror ln■tlt"tlonal couplea, tbe Mthod■ 
•peclfled under ■action 1611(•)(5) of the 
let.. 

Approv&1 Date 10/29/92 Bffectlve O.te 7/1/92 



p 

Revieion, HCFA-PM- -

Statu 

Citation 

1905(&) of the Act 

1905(p) of the Act 

No. 93-03 

(MB) 

HAWAII 

ATTAODmNT 2.6-A 
Pa99 12a 

condition or Requirement 

If an individual receive• a title II benefit, any 
amount& attributable to the moat recent increa■e 
in the monthly inaurance benefit•• a result of a 
title II COLA ia not counted•• income during a 
"tran■ition period" be9innin9 with January, when 
the title II benefit for December i■ received, and 
endinq with the laat day of the month following 
the month of publication of the revi1ed annual 
Federal poverty level. 

For individual• with title II income, the ravi■ed 
poverty level■ are not affective until the fir■t 
day of the month following the end of the 
tran■ition period. 

For individual• not receiving title II income, the 
reviaed poverty level• are affective no l ater than 
the data of publication. 

9. (1) Qualified disabled and working individual•. 

In determining countable inccme for qualified 
di■abled and working individual• covered 
under 1902(a)(10)(B)(ii) of the Act, the 
methods of the SSI program are uaed. 

(2) Specified low-income Medicare beneficiaries. 

In determining countable income for ■pacified 
low-income Medicare beneficiaries covered 
under 1902 (a)(l0)(B)(iii) of the Act, the 
same method aa inf. i■ used. 

supersedes Approval Date __ 5~/_J_/_93 __ _ 
TH No. 92-15 

Bffective Date 1/1/93 



ATTACHMENT 2.6-A 

Page 12d 

OMB No.: 

TN No. 

Supersedes 

TN No. 

 21-0004  

Approval Date:    05/10/2021  Effective Date:   01/01/2021   

   NEW  

 

 

 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

State: HAWAII 

 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

 

Citation(s) Condition or Requirement 

 

1902(a)(10)(A)(ii)(XV) of the Act h. Working Individuals with Disabilities – TWWIIA 

 

(i) Basic Coverage Group: 

 

In determining financial eligibility for 

working individuals with disabilities 

under this provision, the following 

standards and methodologies are applied: 

 

The agency does not apply any income 

or resource standard. 

 

NOTE: If the above option is chosen, 

no further eligibility–related options 

should be elected. 

 

    The agency applies the following 
income and/or resource standards(s): 

 

The countable net income limit is at 

or below 138% of the FPL for a 

household of applicable size. 

 

The resource standard shall equal 

three (3) times the SSI resource 

limit, adjusted annually by the 

increase in the consumer price index. 

□ 



ATTACHMENT 2.6-A 

Page 12e 

OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

TN No. 

Supersedes 

TN No. 

 21-0004  

Approval Date:     05/10/2021 Effective Date:   01/01/2021   

   NEW  

 

 

 

1902(a)(10)(A)(ii)(XV) of the Act h. Working Individuals with Disabilities – TWWIIA 

(continue) 

Income Methodologies – Basic Coverage Group 

In determining whether an individual meets the 

income standard described above, the agency uses 

the following methodologies: 

 

The income methodologies of the SSI program. 

 

The agency uses methodologies for treatment 

of income that are more restrictive than 

the SSI program. These more restrictive 

methodologies are described in Supplement 4 

to Attachment 2.6-A. 

 

    The agency uses more liberal income 
methodologies than the SSI program. More 

liberal income methodologies are described 

in Supplement 8a to Attachment 2.6-A. 

□ 

□ 



ATTACHMENT 2.6-A 

Page 12f 

OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

1902(a)(10)(A)(ii)(XV) of the Act h. Working Individuals with Disabilities – TWWIIA 

(continue) 

Resource Methodologies – Basic Coverage 

TN No. 

Supersedes 

TN No. 

 21-0004  

Approval Date:     05/10/2021 Effective Date:   01/01/2021   

   NEW  

 

 

Group 

 

In determining whether an individual 

meets the resource standard described 

above, the agency uses the following 

methodologies. 

 

Unless one of the following items is 

checked, the agency, under the authority 

of 1902(r)(2) of the Act, disregards all 

funds held in retirement funds and 

accounts, including private retirement 

accounts such as IRAs and other 

individual account, and employer- 

sponsored retirement pension plans. Any 

disregard involving retirement accounts 

is separately described in Supplement 8b 

to Attachment 2.6-A. 

 

The agency disregards funds held in 

employer-sponsored retirement plans, 

but not private retirement plans. 

 

The agency disregards funds in 

retirement accounts in a manner other 

than those described above. The 

agency’s disregard is specified in 

Supplement 8b to Attachment 2.6-A. 

□ 

□ 



ATTACHMENT 2.6-A 

Page 12g 

OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

h. Working Individuals with Disabilities – TWWIIA 

(continue) 

Resource Methodologies – Basic Coverage 

TN No. 

Supersedes 

TN No. 

 21-0004  

Approval Date:     05/10/2021 Effective Date:   01/01/2021   

   NEW  

 

 

Group (continue) 

 

The agency does not disregard funds 

in retirement accounts. 

 

    The agency uses resource 
methodologies in addition to any 

indicated above that are more liberal 

than those used by the SSI program. 

More liberal resource methodologies 

are described in Supplement 8b to 

Attachment 2.6-A. 

 

The agency uses the resource 

methodologies of the SSI Program. 

 

The agency uses methodologies for the 

treatment of resources that are more 

restrictive than SSI program. These 

more restrictive methodologies are 

described in Supplement 5 to 

Attachment 2.6-A. 

□ 

□ 



ATTACHMENT 2.6-A 

Page 12m 

OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

TN No. 

Supersedes 

TN No. 

 21-0004  

Approval Date:     05/10/2021 Effective Date:   01/01/2021   

   NEW  

 

 

 

1902(a)(10)(A)(ii)(XIII), (XV), (XVI) and 

1916(g)of the Act 

h. Working Individuals with Disabilities – TWWIIA 

(continue) 

 

Payment of Premiums or Other Cost Sharing 

Charges 

 

For individuals eligible under the Basic 

Coverage Group described in item 24 on page 23e 

of Attachment 2.2-A and the Medical Improvement 

Group described in item 25 on page 23e of 

Attachment 2.2-A: 

 

NOTE: Regardless of the option selected below, 

the agency MUST require that individuals whose 

annual adjusted gross income exceed $75,000 (as 

defined under IRS statute) pay 100 percent of 

premiums. 

 

The agency requires individuals to pay premiums 

or other cost-sharing charges on a sliding 

scale based on income. For individuals with 

net countable annual income below 450 percent 

of the Federal Poverty Level for a family of 

the size involved, the amount of premiums 

cannot exceed 7.5 percent of the individual’s 

income. 

 

The premiums or other cost-sharing charges and 

how they are applied, are described on page 12n 

of Attachment 2.6-A. 



ATTACHMENT 2.6-A 

Page 12n 

OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

TN No. 

Supersedes 

TN No. 

 21-0004  

Approval Date:     05/10/2021 Effective Date:   01/01/2021   

   NEW  

 

 

 

1902(a)(10)(A)(ii)(XIII), (XV), (XVI) and 

1916(g)of the Act 

h. Working Individuals with Disabilities – TWWIIA 

(continued) 

 

Payment of Premiums or Other Cost Sharing 

Charges 

 

For the Basic Coverage Group, the agency’s 

premium or other cost-sharing charges and how 

they are applied, are described below: 

 

The Basic Coverage group will have no premium 

or other cost sharing charges. 



Revision: HCFA-PN-91·6 
AUCCST 199 l 

(8PD) ATTACHMENT J.6-A 
Page ll 

st.au: 

Citation 

1902(k) of the 
Act 

lt02(a)(10) 
of the Act 

TN llo. 91•21 
:pe.:~.a •• 88-18 

HAWAII 
OMI No. 1 0931-

Condition or ~equlrtment 

2. Medicaid Qualifyln9 Tru1t1 

In the case of• Medicaid qualifying truat 
de■cribed in aectlon 1902(k)(2) of the Act, the 
amount fro• the tru■ t that 11 dN■ed available to the 
individual who 11tabliahed the tr~■t (or whoae spouse 
established the trust) 11 the m1ximu• amount that the 
trustee( ■) 1■ permitted under the trust to distribute tc 
the individual. Thi■ aaount 11 dffaed available to the 
individual, whether or not the diatribution i■ actually 
made. Thi■ provi■ ion does n~t apply to any trust or 
initial ~ru■t decree eat1bli1hed before April 7, ltlC, 
■oiely for the benefit of • ••ntally retarded individual 
who . re■ ides in an intenaedi•~• care facility for the 
mentally retarded. 

Ji] The agency doe1 not count the funds in a trust •• 
described above in any in■tance vhere the state 
determine■ that it ~ould work an undue hardahip. 
Suppl•m•ot 10 of 6'M'A<:BHll'l' 2,1·6 1pecitle1 vbat 
conatitutes an undue hardahip. 

3. Medically needy incoee level■ (NNIIA) are be11d on 
family ■ ize. 

suppJ•m•ot 1 to A:n'ACHMENT 2,1-11pecifie■ the NMIL• toz 
all covered aedlcally needy 9roupa. lf the 19ency 
choo■es more re■ trictlve level■ under 11ction 1902(f) of 
the A~, suppl•Not l so indicate■• 

Approval D&te 10/Jl/QZ E ff ect1 ve Date --.lMGH.'-IIG~l+/~9,.,1--­
HCFA IDr 7fHI 



Revl1lon: HCFA·PM-91-4 
AUC\:ST 1991 

(BPD) ATTACHMENT -J,6-A 
Page 14 

State: 

Citation 

42 CFR 435,732, 
435,131 

1902(1)(17) of the 
Act 

TN No. 91-21 
sus,.ned•• 
TII llo, 88-18 

0MB No,: 0931• 
'HAWAII 

Condition or Requirement 

4. H1ndlin9 of Exe••• Incom• - Spend-down for the 
Medically Needy in All State• and the Cateqorically 
Needy in 1902(f) Stat•• Only 

a. Medically Ne•dy 
( 1) Income in exce•• of the MHIL la considered as 

available for payaent of 1ucUcal care an_d 
••rvlcea. The Medicaid agency ••••urea 
available 1ncoae for period• of u~r one M 
_ month(S) (not to exceed I . months) to 
determine the aaount of excea• countable incoae 
applicable to the co■~ of aedical care and 
••rvice■• 

(2) If- countable 1ncOM excffda the MNIL 
standard, the a9ency deduct• the following 
incurred expen1e1 1n the following Order: 

<•> Health 1naurance prelliwu, deductible■ ancl 
coinaurance charg••• 

(b) Expen1e■ for neceaaary medical and remedial 
care not included in the plan. 

(c) Expen••• for necea1ary aed1cal and reaecsial 
care included 1n the plan •. 

Reaaonable 11■1tl on uount1 of expen••• 
deducted fro■ incOIN under a.(2)(a) ancl 
(b) above are Uatecl below. 

Incurred expenaea that are aubject to 
payaent. by a third puty are not deducted 
unle■■ th• •xpen••• are aubject to peyaent 
by• third party that 1• a pul,11cly funded 
pr09ru ( other than Medicaid) of • Stat• or 
local governaent. 

Approval Date J QI] 3f92 £ffac:t1v• Date JQ(OJ (91 

IICFA ID• 7'151 



Revision: BCPA R/0 
March 1996 

ATTACHMENT 2 . 6A 
Page 14aa 

State/Territory State of Hawaii _____________________ .._,__ __ _ 
•citation 

1902 ·ca) (17) 
435. 831 (g) (2) 
436.831(g) (2) 

X 

Condition or Requirement 

Medically Needy (continued) 

States are permitted to exclude 
from incurred medical expenses 
those bills for services furnished 
more than three months before a 
Medicaid Application. 

Yes, the State elects to exclude 
such eJq>enEJes. . .... 
No, the State does not elec~ to 
exclude such 'expenses. ~-

* As a 209(b) state, Hawaii is 
required to allow for incurred 
medical expenses regardless of 
when the expenses were 
incurred. 

TN No. 96-009 
Supersedes Approval Date - 1• 1996 - • J 1ftn,, Effective Date ~ 

TN No. 



( 

Revillonz HCFA·PM-91-4 
AUGUST Utl 

States 

Cit•t1on 

(BPD) 

HAWAII 

ATTACHMENT 2.,-A 
P•9• 15 
0MB No. t 0938-

condition or Requir•••nt 

b. cateqor1c111v ft••dv - section 1102 «C> st1t11 
42 CFR 
435.732 

1902(a)(17) of the 
Act, P.L. 100-203 

TN No. 9l-21 
Super■ede■ 
Tlf llo. 88..JS 

The •gency •pplie• the following policy under the 
provision■ of ■action 19D2(f) of the Act. - The 
following amount■ are deducted froa income to 
determine the individual'• countable incoae1 

(1) Any SSI benefit received. 

(2) Any State supplement received th•t 1■ within 
the ■cope of an agre ... nt deacribed 1n ••ctlc: 
UU or 1'34 of th• Act, or • State supp.le■er.: 
within the 1cope of aectlon 
lt02(•)(10)(A)(ii)(Xl) of the Act. 

(3) Iner••••• in OASDI that are deducted under 
S5435.134 and 435.135 for individuals apecif!i 
in that section, 1n th• Mnner elected by the 
State under that section. 

(4) Other deduction• froa incoae deacribed in th!i 
plan at Attachgnt 2.1-A. IYPP!1Mnt f. 

( 5) Incurred expen■•• for nec:e11ary •c:Ucal and 
remedial 1ervice1 rec09nlzed under State law. 

Incurred expen••• that are aubject to payaent. 
by a thi"rd party are not Mducted unl••• the 
expense■ are subject to payment bJ a third 
party that 11 • publicly funded pr09raa (other 
than Medicaid) of• State or local voverNMnt. 

Approval Date 10&] 3/92 EUec:Uv• Dete J QtOJ t9] 

HCFA %DI 7H51 
-



Revision: HCFA-PM-91~ 
AUGUST 1991 

(BPD) ATTACHMENT 2.6-A 
Page 16 

State: 

Citation 

TN No. 93-02 
Supersedes 
TN No. 92-21 

OMBNo.: 0938-
HAWAII 

Condition or Requirement 

5, Methods for Determining Resources 

a. AFDC-related individuals (except for poverty level 
related pregnant women, infants, and children). 

(l) -In determining countable resources for 
AFDC-related individuals, the following method 
are used: 

(a) The methods under the State's approved AFDC 
plan; and 

f!:J (b) _:rhe methods under the State's appro~d AFDC 
plan and/or any more liberal methods 
described in supplement 8b to ATTACHMENT 
Ll.=f.. 

(2) In determining relative financial 
responsibility, the ~ency considers only the 
resources of spouses living in the same 
household as available to spouses and the 
resources of parents as available to children 
living with parents until the children become 
21. 

Approval Date 5/10/93 Effective Date -~3~(~1~6~(~9~3~­

HCFA ID: 1985E 
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Revision: HCFA-PM-,1-, 
AUCUST 1991 

(IPD) ATTACHMENT 2,1-A 
Page 16a 

state: 

C1t•t1on 

U02(A) ( 10) (A), 
U02(•) ( 10) (C), 
1902( ■) ( 1) (8) 
aJld (C), and 
lt02(r) of the Act 

TN lfo, 91-21 
Superaed•• 
Tlf No. 

HAWAII 0MB No.a 09JI· 

Condition or Requirement 

,. Methods for P•t1rm1n1nq Resourc•• 
b. Ag•d indlyldua11, For 1ged individual, covered 

under ••ction l902(a)(l0)(A)(1i)(X) of the Act, 
the agency used the foll"ovin9 method• for 
treatment of re1ource11 

....L The 11ethod1 of tl\e SSI, Pl ji •we 

SSI method• and/or any ■ore liberal method1 
de1cri~ in Suppl•Mot lb tg ATTACHMENT 
2,f-A. 

X Methods that are aore re1trictive (except for 
individual• de1cribed in 1ection 1902( ■ )(1) cf 
th• _Act) and/or aore liberai than t.ho1e of tte 
SSI pro9ru. syppl•m•ot 5 to AffACHMENT 2,f-A 
de1cribea the aore reatrictive method■ and 
suppl•m•nt lb to ArJ'M:HMENT 2,1-11pecifie1 t~• 
more liberal uthoda. 

Approval Date 10/13/92 • Ef feet! ve Det:e _l_O_/ 0_l_/_91 __ 

HCFA IDI 79151 



Revlaion: HCFA-PM-tl-4 
AUCUST 1991 

(BPD) A'M'ACHMENT 2.e-A 
P•ge 1'7 . 

State: 

CitAtion 

U02(a) ( 10) (A), 
U02(a) ( 10) (C), 
1902( ■)(1)(8), and 
1902(r) of the! 
Act . 

TH No. 91•21 
S1.1per1edea 
TH lo. 

HAWAII 
0MB No, I 0931-

condition or Requirement 

In detenaini~9 relative financial respon11b111t1-. 
the agency conaider1 only the resources of spousf 
living in the aam• household aa •v•ilable to 
apouaea. 

c. Blind indiyldual1. For blind individual■ 
the agency u••• the following ■ethods for 
treatment of reaourceaa • 

..L The method■ of ~he SSI progra■, 

SSI method■ and/or any aore liberal 
method■ deacribed in IYRPltMnt lb tQ 
ATTACHMENT 2,f·A, 

..lL Method■ that are ■ore restrictive and/or 
aore liberal than tho•• of the Sit program, 
SupplfMDt ! to ArfACKMIN'f 2,1·1 de■cribe the 
aore re■trictlve ■ethoda and IYPPJ•m•ot lb t; 
ATTACHMENT 2,1·1 apecity the ■ore liberal 
method■ . 

In detenaining relative financial reaponalbility, :~­
agency conaider■ only the re■ourcea of apou1e1 liv~~· 
in the•••• hou■ehold a■ available to apou••• and:~, 
reaourc•• of parent■•• available to children livl~; 
with parent■ until the children becoae 21. 

Approval Date 10/l~/92 Effective Date 1Qf0l 191 
HCFA ID1 71151 



Revl ■ ioni HCFA·PM-91·4 
AUCUST 1991 

(BPD) 

RAWAII 

A't'.TACHMENT 2.l•A 
Page U 

C1t.at1Qn 

1902(a)(10)(A), 
U02(a) ( 10) (C), 
1902 ( ■)( l )( 8) 
and (C), and' 
1902(r)(2) of 
the Act 

U02(1)(l) 
and U02(r)(2) 
of th• Act 

TN No. 91-2! 
superaedH 
TII IIO. 

0MB No. I Otll• 

Condition or Rtqulre11ent 

d. D1 ■abltd 1nd1yldutlt, lnclydiftg indiyldy4l1 
cov•rfd under 11ct1on 1to2,,,,101ca1c111,x1 of 
tbt Act. The agency u1e1 the followin9 
methoda for the treat111nt. of r,1ourc,11 

...L. The ••thod1 of the ssr progra■, 
SSI method• and/or any aor• liberal aethod1 
de1c~lbed in Sypplwot la to AffACHMINT 2,f•A, 

..JL. Method• that are aore re1trlctlve (exc,pt for 
individual■ de1crlbecl in aec:tlon 1902(■)(1) of 
the Act) and/or aore liberal that tho■• under 
th• SSI prograa. Nore re■trlctive Nthod1 •r• 
deacrlW 1n Sypplwnt 5 to 6TTAC:ftMINT 2,f·A 
and more · liberal Mthod■ are 1pecU1ed 1n 
Supplement lb to AJ'TACHNIN'f 2 ,,-,. 

In determining relative f1~nc1al re1pon11blllty, the 
agency conalder■ only the re■ourc•• of 1pou1,1 llvs~, 
in th•••• hou1ehold •• available to 1pou1e1 and the 
reaourc•• of parent••• available to chlldr•• livint 
with parent• until the clllldrea bec:OM u. 

•, Pgy•r\y l•y•l Prt9DID\ xw, c;py•rfd YMIC • 
••c;tion• lt02(1) UO) (Al (1) (IYI ,.,. 
ltQ2ft)ClA)CA><J1)tllJ(I) of SDI Ml• 
The agency u■e• the follov1ft9 Mthocla ln 
the treataent of re1ourc ... 

Th• •thodl of the Sil prog.ra onlf. 

The aethod1 of tM Sil progra and/or any ■ore 
liberal Mthodl d .. cdbeel 111 IMPPltND\ ,. or 
Syppl•not ., to lffACPIIT 2,,-1. 

Approval Date 1011 3192 > .. a 
IUectiv• Date J QJOJ/9] 

HCPA IDs 79151 



Revision: HCFA·PM-91·4 (BPD) ATTACHMENT 2.6-A 
Page 19 AUCllST 1991 

Statel 

Citation 

1902(1)(3) and 
1902(r)(2) of 
the Act 

1902(1)(3)(C) 
of the Act 

1902(r)(2) 
of the Act 

HAWAII 
0MB Ho,: 0938· 

Condition or Requirement 

Methods that are more liberal than those of 
SSI, The more liberal methods are specified 1n 
supplement 5a or supplement Sb to ATTACHMENT .L.i;:A, 

...lL Hot applicable, The agency doe, not consider 
resource• in determining eligibility, 

In determining relative financial responsibility, the 
agency considers only the re1ource1 of 1pouee1 livln~ 
in the eame household•• available to spouses and the 
resources of parents as available to children living 
with parent■ until the children become 21. 

f, Poverty level infants covered under ••ctton 
1902(&)(10JIAJl1)1IV) o( th• Act. 
The agency u1e1 the following method■ for 
the treatment of resources, 

-L 

The methods of the State' ■ approved AFDC 
plan. 

Method• ■ore liberal then tho1e in the 
Stat1'1 approved AFDC plan (but not aor1 
re1trictive), in accordance with section 
1902(l)(l)(C) of th• Act, a ■ 1pec1f1ed in 
Supplement 54 of A'M'ACHMENT 2,,-1. 

Method• ■ore liberal than tho11 in the 
Stat••• approved ArDC plan (but not aore 
re1trictive), •• de■crlbed in Syppl•■•nt 51 9E 
Supplement lb to Art'lCHMEN'r 2,,-1. 
Hot applicable. The agency doe■ not con■ ider 
resource■ in determining eligibility. 

TH No, 91-21 
supenedH Approval Date 10/13/92 !!ffective n.te 10/01/91 

HCFA %DI 7915E 
TN No. ___ _ 



(t 

' t 

·,· 

Revi ■ ion1 HCFA-PH-92 -I 
FEBRUARY 1992 

(HB) ATTACllMENT 2.6-A 
PAge lh 

STATE PLAN ll!IDBR TITLE XIX or THB SOCIAL SECURITr ACT 

citation(•) 

1902(1) (3) and 
1902(r) (2) of 
the Act 

1902(1)(3) (C) 
of the /\ct 

1902(r)(2) 
of the /\ct 

TN No. 92-15 
Supersede■ 
TN No. 91-21 

HAWAII 
ELIGIBILin' CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

1. Poverty level children covered under eeetion 
l902(a)(lO)(A)(i}(VI) of the Act. 

The agency use1 the following methods for the 
treatment of resourceaz 

The methods of the State's approved /\FDC 
plan. 

Methods more liberal than those in the 
State's approved /\FDC plan (but not 
more restrictive), in accordance with 
section 1902(1)(3)(C) of the Act, a1 
specified in Supplement SA of ATTACHMENT ~-
Methods more liberal than those in the 

- State' ■ approved IIFDC plan (but not 
more restrictive), As described in 
Supplement Sb to ATTACHMENT 2.6-A. 

X Not applicable. The Agency doea not 
- consider resources in determining 

eligibility. 

In determining relAtiva financial 
ra■ponaibility, the agency considers only 
the re■ourcea of 1pou1H living in the,,..,. 
houaehold a1 available to 1pouae1 and the 
re•ource1 of parent■ a■ available to 
children living with p&renta until the 
children become 21. 

Approval Date -~)~P"-1,_2~9,_/~9~2 __ Effective Data _:-7 /'--"'l/'-9'-'2"----



(( 

Revision, HCFA-PM-92 -1 
)'EBJ\UARY 1992 

(MB) ATTACHMENT 2,6-A 
PA9• 19b 

STAT! PUJI UNDER TITLJI XIX OF THJ: SOCIAL SECURITY ACT 

Staht 

Citation(•l 

1902(11 (3) and 
1902(r)(2) of 
the Act 

1902(1) (J)(C) 
the Act 

l902(r)(2) 
of the Act 

TN No. 
Supersedes 
TN No, 

HAWAII 

ELIGIBILITY CONDITIONS llNl) REQUIREMENTS 

Condition or Requirement 

2. Poverty level children under section 
1902(a (lO)(A)(i)(VII) 

The agency uses the following methods for the 
treatment of resources: 

_ The methods of the State'a approved AFDC 
plan. 

Methods more liberal than those in the 
- State's approved AFDC plan (but not more 

restrictive) as specified in Supplement 
Sa of ATTACHMENT 2.5-A. 

Methods more liberal than those in the 
- State'• approved AFDC plan (but not more 

restrictive), as described in Supplement 
8a to ATTACHMENT 2.5-A. 

_x_ Not applicable. The agency doea not 
consider resources in determining 
eligibility. 

In determining relative responsibility, the 
agency considers only the reaourcea of 1pousea 
living in the same household aa available to 
apousea and the resource• of pa.rent• a1 
available to children living with parent• until 
the children become 21. 

Approval Date 10129/92 Effective Date __ 7-'-/_l_/_9_2 __ 

----· --· •· ~ - --·· 



Revieion1 HCFA-PM-91-4 
' A\;CUST 1991 

(BPD) ATl'ACHMENT 2.6-A 
Page JO 

State: : HAWAII ·----==~~--------
OHi No. 1 09.31• 

Citation 

1905(p)(1) 
(C) and ( D) and 
U02(r){2)" of 
the Act 

1905(1) of the • 
Act 

Tl No. 91•21 
Super1ede■ 
TII IO. 

Condition or Requirement 

5. h. Ouali(ied Medlcar, bene(ieiarl•• COYl[td yndt[ 
11ct1on 1902,,,,10,,c,,1, o( tb• Act--
The agency used the following uthod1 for 
treatment of re1ource1:. 

The aethod1 of the SSI pro9r1a only • 

..lL The method■ of the ssr progr .. and/or ■ore liber• 
••thod• •• de1cribed in Sypp19unt lb to 
A'M'ACHMENT 2.§-A. 

-1. _For qualified diHbled and worklnc, 1nd1v1duala_ 
covered under Hctlon lt02(a)( 10.)(1)( U) of • 
the Act, the agency u1e1 sst progru Mthod■ 
for the treatment of re1ourc••• 

,. Resource Standard - C1te9oric111y Needy 

a. lt02(f) State■ (except 11 1peclfled under iteu ,.c. 
and d. below) for 19ed, blind and d1Hbled · 
ind1v1duall: 

-1L Same a■ SSI re1ource 1tandard1. 

More re1trlctive. 

The re1ource 1tand1rd1 for other 1nd1¥1dua11 are the 
1ame ·a• tho•• in the related ca1h a11L1tance prograa 

b. Non-1902(f) state, (except a, ■pecifled under Jteu ,.c. and d. below) 

The re1ource 1tand1rd1 are the 1aae 11 tho1e 1n the 
related ca1h a1111tance progr ... 

sypp19unt • tq AT'J'ACHNllt 2,,-11pec1f1•• for 
1t02(f) Stat•• the categorlcally needy reaource 
level• for all covered categorleally needy group■• 

Approval Date l Q 113 (83 
v. ' 

Effective Date 1Q/Q] (9) 

HCFA ID1 7HSI 
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•· 

Rovl ■ lon1 HCFA-PH-92-1 
FEBRUI..RT 1992 

(KIi) ATTACHMENT 2,6-A 
PA9• 21 

STAtl PLl\H UNDER TlTLJ: XIX OF 'l'l!S SOCIA!. SECURITY AC't 

stat•• --~H~A~W~A~I~I=-------------­
ILIGIBILITY CONDITIONS AND RBQUIREMEHTS 

Cltation(1) 

1902(1) (3)(A), 
(B) and (C) of 
the Act 

1902(1) (3) (A) 
and (C) of 
the Act 

TN No, 92-1 5 
Supersede• 
TN No, 91-21 

Condition or Requirement 

c. For pregnant "°""'n and Infant■ 
covered under the provi1lon1 of 1ection 
l902(a)(lO)(A)(i)(lV) and 1902(a)(lO)(A)(ii)(IX) 
of the Act, the agency applie■ & resource 
■tandard. 

..1L 

Yea. Supplement 2 to ATTACHMENT 2.6-A 
specifiea the atandard which, for pregnant 
women, 1• no more restrictive than the 
standard under the SSI program, and for 
infant• i ■ no more restrictive than the 
standard applied In the state•• approved 
AFDC plan . 

No. The agency does not apply a reeourc• 
standard to these individual ■ . 

d. For children covered under the provialon■ 
of aection 1902(a)(lO)(A)(i)(VI) of the Act, 
the agency applies• resource ata.ndard. 

_JL 

Ye1. Supplement 2 to ATTACHMENT 2,6-A 
apecifle1 the 1tanda.rd which I■ no more 
restrictive than the 1tandard applied in th■ 
State's approved l\FOC plan. 

No. Th• agency doe■ not apply a reeource 
■tandard to thee■ individual ■• 

Approval Date 10/29/92 Effective Date 7/1/92 



Rev1•1oni HCFA·PM·tl-4 
AUCUST lttl 

(BPD) ATTACHMENT 2.6-A 
Page 21a 

C1t.at1on 

1902 (Ill)( 1 )(C) 
and ( m) ( 2 )( a> 
Of the Ac:t 

States 

TN No. §1-21 
Super■eciea 
TII llo. ____ _ 

0MB No. J 0931• 

Cond1t1on or Requirement • 

•· For aged and diaabled 1nd1viduala described in 
aectlon ltQ2(a)(1) of the Act vho are covered 
under ••ction lt02(aJ(lO)(A)(i1)(X) of the . 
Act, the reaource ■tandard 1■ 1 

_!_ Sue a• SSI resource •tandarda. 

Same a■ the aedlcally needy resource standards. 
which are higher than the SSI r••ource 
•tandarda (if the State cover• the medically 
needy). • 

supplement 2 to 6WCHMiN'f 2,,-6 apecift~• the 
resource level■ for th••• 1nd1v1duala. 

Approval Date 10/l_?f 92 lffectlv• Date 10/01/91 
HCFA IDa 71151 



Cllallon 

1902(a)(1 O)(C)(I) 
of the Act 

1802(a)(10)(E), 
1806(p)(1 )(C), 
1805(p)(2)(B) and 
18600-14(a)(3)(D) 
of the Act 

• 

TNNo. ~ 
Supeniedel 
TNNo. .11:21 

ATTACHMENT 2.8-A 
Page22 

Slate: ___ .&.1Ha.wa11 ___ _ 

Condition or Raqulramant 

7. R81CJUfC8 Standard Medlcaly Needy 

a. Raeource ltandardl are baaed on famly alze. 

b. A elngle llandard II employed In determining 1'810urce 
elfglbllty for al gn,upa. 

0 c. In 1802(f) Sta1aa. the rNOUrC& atandarda la more 
restrictive than In 7 .b. abcMt for-

_ Aged 

_ Blind 

- Dlubled 

Supplement 2 to ATTACHMENT 2.8-A apecffiaa the 
reaoun:e atandardl for all caverad medlcally needy 
graupa. If the ~ct.oa■• more l'8ltrtcllve lavela 
l8lder 7.c., SUpplament 2_ao lnd1catee. 

8. Reaoun:e Standard -Quallffed Madk:ant Baneffclllriel& 

Spacfflad Low-Income Medicare Beneftclalfas and 
Qualllylng lndMdullls 

For qualfted Medicare baneflclariel COV8nld under 88C1lon 
1902(a)(10)(E)(I) of the Act. 8pec"'8d Low-Income Maclcare 
BaneflclaM8 covered under aection 1802(a)(10)(EXII) of the 
Act. and Quallylng lndlvlduals coverad under 
1902(a)(10(E)(iv) of 1ha Act, the 1'810Urce standard II three 
tlmas the SSI raaourca llmlt. adjuatad annualy alrlca 1988 by 
the lncraaae In the conaumer prioe lndax . 

Approval Date: MAY 2 8 2010 Effective Date: 011'D1/10 



C 

1902(a)(10)(E)(IQ and 
1805(8) of the Act 

TNNo. l12:m2.i 
Superaades 
TNNo. .il:21 

State: ___ ...,Hawaii ____ _ 

ATIACHMENT 2.6-A 
Page22a 

9. ANource Standard • Qualfffad Oilablad and Working 
·lndlvlduall 

For qualftad dlubled and ,iorklng lndlvlduala covarad under 
NC11on 1802(aX10)(E)(li) at the Act. the 1910WC8 ltandard 
for an lndMdual or a C0lc,le (In the caae of an Individual with 
a epouae) le two tlmee the SSI l'880&1rc8 llmlt. 

Approval oate: MAY 2 8 2010 Effective Data: 01/01/10 



Rev1 ■ 1on: HCFA-PM-91-4 
ACGUST 1991 

(BPD) 

HAWAII 

ATTACHMENT 2.1-A 
Page 23 

St.ate: 

Citation 

TN No. 91-21 
superaede1 
TN No. ____ _ 

10. 

0MB No, I 0931• 

Condit.ion or Requirement 

Exce11 Resource■ 

•• Categorically Needy, Qualified Medicare 
Beneficiarie■, and Qualified Di1abled and Working 
Individual■ 

Any exc••• re1ource1 make the individual ineligible. 

b. categorically Needy Only 

LI Thia State ha•• ■ection 1134 agreement with 
SSI. Receipt of SSI 11 p~ovtded f~r 
individual■ vhi_l• di■poling of exceH 
resource■• 

c. Medically Needy 

Any exce•• re1ource1 uke the 1nd1v1dual 1neli91ble. 

Approval Date 10/1_~/92 Effective Date 10/01/91 

HCFA IDt 7JISI 
-



0 
Revision: HCFA·PM-91·4 

ACCUST 1991 
(BPD) A'M'ACHMENT 2. ,-A 

Page 24 
0MB NO, I 09J8• State: __ __.HA=W_A_I=I __________ _ 

Citation Condition or Requirement 

42 CFII 
435.914 

TM Ito. IJi-21 
Superaed•• 
T1I No. 

11, E'ffective Date of Eligibility 

a. Groups Other Than Qualified Medicare Beneflci1rie1 

(1) For the prospective period. 

Coverage 1■ •v•ileble for the full month if t~• 
following lndl~iduala are eligible et any time 
during the aont~ . 

..I_ ,•Aged, blind, dlaabled, 

.1L. AFDC-related. 

Coverage la available only for the period 
dur lng the aonth for vhlch .the following 
individuals Met the ell9ibillty requirements. 

Aged, blind, diaabled. 
AFDC-related. 

(2) For the retroactive period. 

Coverage la available for three ■onthl ·before 
the date of application if the followin9 
lndlvlduala would !Lave been eligible had they 
appUed1 

Aged, blind, dlaabled. 
U'DC-relatN. 

coverage la avalllble be9lnnln9 the flr■t day 
of the thlrcl aonth before the d1te of 
application if the following lndlvidual1 woul4 
have been eligible at any t1M durln9 that 
montb, h1d they applied .. 

X Aged, blind, diaabled. I AFDC-relatN. 

Approval Date ]QIJ3f92 Effective Dete lQ/01(91 

IICFA IDI 7H.51 



C 

( 

~evi•ion1 HCfA-PK-92-1 
FEB1lUAll1· 1992 

(Kl) 

STATI PL.AM UNDER TlTlJI XJX OP THI SOCIAL SECURITY ACT 

stat•• __ ..;.H;..A_W_A_I_I~-----------­

~L"tGlBtLtTY·ooNDtTtONS "AHD UQUIREKENTS 

Citation-( ■) 

1920(b) (1) of 
the Act 

1902 ( e) ( 8) and 
1905(&) of the 
J.ct 

• ifM No. 94-010 
Supersede■ 

• •• "" • r 

Cond1~1on or llaqu1r••nt 

- (3) ror a pruuaptlv• ellgibUity pe.ri.,d. 
for pregnant womea only. ~ 

J.pproval Dat.• 

1:Gvera9e-11 avaUu,1• fo-r IJl\bulatory 'i 
prenatal care for th• period that 
begin■ OD tbe day & qualified provider 
detaraJ.nee that a wo,aan aeeta any of 
the lncOIN ell91bility level■ specified 
1n ATTACHKEIIT 2.,-l of thia approved 
plan. II £lie vomu file■ an 
application for Hedlcald by the last 
day of the aonth following the 1110nth ln 
which the qualified provider made the 
determination of presumptive 
eligibility, the period end• on the day 
that the State agency ukea the 
detemlnation of eli91b11ity ~•ed oo 
that application. lf the· VOCl,&ft doea 
not fll• aa application for Medicaid by 
the laat day of the eonth followln9 the 
month ln vblch the q,1alifled provider 
aade the detemlnation, the period enda 
on that. lallt. day. 

ror qualified KecU.ca.re benef1dar1H 
defined 111 ■ect1oa 1905(p)(1) of tbe 
Act coverage la •••1111,le beglAnin,a vith 
the flr■t clay of the -,cth after tb• 1D0nth 
1n vhlch th• 1ndbl4aal 11 fuat deUnalned 
to be a quallfled Ked1cu-e beneficiary und.er 
■ect1on 190S(p)(l). ~ •llglb111tr 
detera1nat1o~ 1• T&lld for-

_x_ 12 aontu 

I aontba 

aontha (no leaa than 6 aooth■ and 
~.ore ~baa 12 DOntha) 



I 

' 
ll02(a)(ll) 
ad ll02(f) of 
~ .. 
1117(0) 

1117(cl) 

w.r, ..... 2 ..... 
.... 21 

COlldltloll or aaquu 

12. PJ:e •• 13 ~wt• of ....,_. -
ca~laallf Md •1H.oa11? ....,, QUl.l.f.l.acT ••I.I.can 
.._,l.oJ.uiN, _. O,eJlfW DlaUW _. ..._ 
tlld.l.•1du18 • 

ne qeaor c:mpU.• witla tlle ,rcwialou of Netloa 1117 
o_f t.be a. wltla n~ to tM ~wfer of l'NOVCM. 

D.lapa1al of neouw • le8a ~ faJ.r wira ftl• 
affeeta eU4iltillty f• eana1a __,,i.eN u clehlled 
111 aun1 t • to at '¥12 ,~ ! · H· 

13. ~-f• of aaaeta - &11 ell9i.billt7 tEOIIIPI 

ne at•MF caapu ... wltla tlle ,co.lalou of ■-etloa 
1117(c) of tlle Act, u ........ by OU& 13, vitll r91arcl 
to t.be uwf• of u■--. • 
D1-,oHl Of UNta ft 1aN tllu fair Wat Talae 
affeet• e11tilt111ty for Nft&1a Nnlclea u detailed 
1n aupplwnt ti£> to a~ -2.1-A, except 1a 
J.nftucea w&in ag■ ncy iitiiiliiii Eliit ta. tauter 
nlea would ~- u Wldu lluulllp. -

14. TrNt:aent of TnR■ - &11 •Utilt111tr ~pe 

'l'be A9WY capliH witb tJla proo,i■iou of NC'tioe 
1117(cl) ot tbe Act, u •■acled bf ODA 93, vi.th ncJUd 
to tna1:a. 

TM at■ q u- m natrJ.c:tbe llat:Jaoclol091N 
undH NetiOD ll02(f) Of tba kt, ud appU.N 
tboN ~l091N la clNU.ng wi~ VIIR81 

flee ~ --· die nqainaallt• 111 ■eetloll 
1917 (d) (1) (8) of tM kt for UN of tiller 
tn■ca. ~ . 

TIie A99ftC7 doN ~ COWlt tJla fund9 1a a truR 111 &D7 
1natuce vbere c. agency detemi.Dea tbat tbe Uuafer 
V011ld wrls u IUlda• b&rdelaip, u cleaeri.Nd 1a 
hRflWllt 10 to AffACIINliif 2. 6-&. 

fi lo. 9b-UU.) ._., 
luper..aii a,pco~al one ... , 11 • 
ft llo. _9_1_-_2_1 __ _ 



• 

• 

• • 

Revision: HCFA-PM-97--J ATTACHMENT 2.6-A 
Pap26a December 1 m· 

State: 1Wf4II 

Ciratioo 

1924 of the Act • 

0MB No.:0938-0673 

Coodrnoo or Becpiirea,cm 

13. n. apm;y mmplies with the~ of §1924 with r-.ct to 
inc:omeal'IDRleliaibilitY ad.~ determinations for 
indiwlulla who ue ~ to be inllitutionalized tbr at leut 30 
comec:utiw days and who haw I spo111e livina in the community. 

When annlui91• the formula Ulld to detlfflline the amount of 
~'"biilaa elip,ility determinationt, the State standard for 
comaurmy spou111 aa: 

_!_ the ma,rimmn rd permitted by law; 

tbfl mitrimnm stlDdanl pamitted by law; or . 
I.__ , illllllld tblt it•..,,.. bltMm the minimum 111d ta . - -

r!a-oo3 ,:'t.J ir s . Approval 0.L.Jl.~~=--.L:----

No. 

E8llcdve Date Jo/ 1 /'i ( 



J 

Revhlont HCPA-PK-92• l 
FEllUAAY 1992 

(HI) IUPPL!HINT l TO ATTACHKENT 2.6-
Pa9e I . 

ITATI PLM UN1>1R TlTLI Ill or 'l'KS SOCIII. HCVllff Act 

State a HAWAII 

INcotcl ILJOllttlff LIVSU 1contln~ed) 

J. ~gad and Dltabled J~dlvldual■ 

Th• l•v•l• for detena1n1nt lneoae •1191.bllltr for group1 of aged and 
dle@led lndbldual■ under the prodllona of H<:tlon 1t02(a) (3) of ti! 
~are•• follow•• 

la■-4 oa 100 percent of the offlclal Federal income povertJ Une. 
-··-·-- -·--- -· ••• 

F&11Uy lbe lncoee tevel 

1 • • -
2 • * -

_J_ • * 

__!_ • * 
_L • * 

lf an lndlvidua). recelvet a title ll benefit, any uount 
attributable to the aoet recent lncr•••• 1ft the 110nthly lnaurance 
beneflt H a reeultofa title ll COLA le not CO\&nted H 1ncolle dur1ft9 
a •traneltlon perlod• be91nn1D9 vlth ~&nua.ry, when the title JI 
·beneflt. for December l■ recehed, and endlng vlth the 1Ht dar of 
the -,nth fo11ow1"9 the 110nth of pub11catlon of the revlaed annual 
Federal povertr level. 

ror lndlvldu1la vltb tltle ll lncoee, the revised poverty le\'81■ 
are not effective untll the flrat d&J of the aonth following th• 
end of the t.rao1ltlon period. 

ror lndlviduala not recet.1119 tltle II lncaae, th• ~•Ylaed poverty 
levei. are effect.be DO later thu tbe b41tlnning of t.he aonth fo11ow1n 
the date of publlcatlon. 

*Amount equal to 1001 of the federal poverty level 
for a family of applicable. size and updated 
annually as p~blished in the Federal Register. 

fll •o. 92-15 
Superee-3•• 
n No. 91-21 

Approval Date 10/29/92 lffectl .. Date _ 7_,_1,_9_2 __ 

acr1 10, 1tes1 



Rev1■ 1on1 HCFA·PM-tl-4 
AU<iUST 1~91 

(BPD) SUPPLEMENT 1 TO ATTACHHEll'l' 2.,-A 
Page, 
0MB No.a 0931-

STATI PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT-
States HAWAII 

INCOME ILIQJBILITY LEVELS (ContinyedJ 
C. QUALIFIED MEDICARI BENEFICIARIES WITH INCOMES RELATED TO FEDERAL POVERTY 

LEVEL 

The level■ for determining inco• •llgibility for group■ of qualified 
Medicare beneflciari•■ under the prov1a1on• of ••ction 1905(p)(2)(A) of 
the Act are•• follow■ 1 

1. NQR-SECTJQI )902(() $TATEi 

•· aa■ed on the following percent of the official Federal incoae pov•rty 
levelr 

!ff. Jan. 1, 19891 0 85 perc•nt 

Hf. Jan. 1, 19901 LI 90 perc•nt 

EU. Jan. 1, 19911 100 percent 

Eff, Jan. 1, 19921 100 percent 

b. L•vel■ 1 

Fgily s1z1 

1 
2 

D percent (no aore than 100) 

D percent (no aor• than 100) 

Incon Ltv•l• 
s • •A-,unt equal to 1001 
,·--• ---- of the federal poverty 

level for a family of 
applicable ■ize 1 as 
revised annually in 
Federal Register. 

TN No. 91-21 
super■ede■ Approval Date JQ/13/92 Effective Date JO /QJ/9] 

HCFA ID1 79151 
TN Ro. ____ _ 

..: 



Revi ■ ion: HCFA-PN-91· 4. 
AUCUST 1911 

(BPD) SUPPLIMINT l TO A'M'ACHMEH'l' J.,-A 
Page. 7 
OMI No. a Otll-

STATE PLA.M UNDER TITLI XIX or THI.SOCIAL SECURITY AC'l' 

St.at.es HAWAII 

INCOME ELIGIBILITY LEVELS (Continy9d) 
c. QUALIFIED MEDICARE BE~EFICIAlllEI WITH INCOMES RiLATm TO FEDERAL POVEJtTT 

LEVEL 

2. llc:EJQJI llQa,,i UA?II !D:IICH Al Qt ~AMUABI 11 1912 Y51P UC9NI ITMPYPJ 
MQ'E BlltftJCTJYS THAR SSI 

a. Ba•ed on ~he following percent of the official Federal .lncoae poverty 
levels 

Eff. Jan. 1, 

lff. Jan. l, 

Eff. Jan. l, 

!ff. Jan. 1, 

b. t.evelaa 

UHt LJ 10 percent 

1990: LI 85 percent 

1991: D 95 percent . . 
U92a 100 pe·rcent 

r11111y Ult 

1 
_J_ 

ai IPQ percent (no 110re thAn 101 

w UUI percent (no ■ore than 10& 

.iJ 100 percent (no ■ore than lOC 

rnca, Ltv111 

• • • • *Amount equal to 
federal poverty level 
for• faaily ot 
applicable 1ize 1 
as revised annually 1 
f n the Feder1l Re9fste1 

Tlf No. 91-21 
super•ed•■ Approval Date 10/13/92 lffect1ve Date JO/OJ/9] 

HCPA IDs 71151 
TN lfo. ___ _ 



C 

REVISION: HCFA-PM-91-4 (BPO) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2 .. 6-A 
Page8 
0MB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State _____ _.Hts.-W ... A,...H..._ __ 

INCOME LEVELS {Continued) 

0. MEDICALLY NEEDY 

.JL Applicable to all groups. Applicable to al groupe except those lpecffied below . 
Excepted group Income levels ate also lilted on an 
Attached page 3. 

(1) (2) 

Family Net Income level 
Size protactad for 

maintenance for 
.JHlL_month 

_ Urbanonly 

_ Urban & rural 

1 
2 
3 
4 
Foreac:h 
Additional 
Person, 
Add: 

S489 
1632 
S795 
sssa 

S163 

(3) (4) (5} 

Amount by which Net Income level Amount by which 
Cok.lnn (2) forpe,aona Column (-4) 
exceeds limits living In e,cceeda limits 
specified In rural areas for specified in 
CFR months 42CFR 
435.1007.ll '435.1007Jl 

s s s s s s s s s s s s 

Jl nie agency has methods for exdudlng from 1111 tlaim for FFP payments made on behalf 
of lndfviduala whose Income exc:eeds these llmltll. 

TN No. __ 0_7-00 __ 7 __ 

Supersedes Approval Date:DEC , 1 2 2001Effective Date: 07/01/07 
TN No. 93-007 



REVISION: HCFA-PM-91-4 (BPO) 
August 1981 

SUPPLEMENT 1 TO ATTACHMENT 2.8-A 
Pag_e8 
0MB No.: 0838-

STATE PLAN UNOER TITLE XIX OF THE SOCIAL SECURITY ACT 

State _____ ...,tft-.... W,.__.Al.._I __ 

INCOME LEVELS {Continued) 

0. MEDICAI.L Y NEEDY 

.JL Apptlcable to aR groups. _ Applfcable to all groups except those specified 
below. Excepted group Income levels are alto lllt8d on an attached page 3'. 

(J) 

Family 
Size 

5 
6 
7 
8 
9 
10 
For each 
Additional 
Person, 
Add: 

(2) 

Net Income teval 
protected for 
maintenance for 
mitmonth 

_urbanonty 
urban & rural 

S 1,121 
S 1,284 
I 1,447 
I 1,810 
S 1,772 
S 1,935 

S 163 

(3) (4) CS) 

Amount by which Net Income level Amount by which 
Column (2) forperaons Column (4) 
exceeds llmlll llvlngln exceeds llmb 
apeclfled In rural81'981for specified In 
CFR montha 42CFR 
435.1007.u 435.1007.U 

s s s s s s s s s s s s s s s s I s 

.ll The agency haa methods for axdudlng from Its clan for FFP payments 
made on behalf of lndMduals whole income exceede these limits. 

TN No. __ 0_7-00_7 __ 
Supersedes Approval Date:DEC f 2 2007Effective Date: 07/01/07 
TN No. 93-007 



Revision: HCFA-PM-91-4 
AUGUST 199 l 

(BPD) SUPPLEMENT 2 TO ATTACHMENT 2,6-A 
Pagel 
0MB No,: 0938-

STATE PLAN UNDER TITLE. XIX OF THE SOCIAL SECURITY ACT 

State: HA II 

RESOURCE LEVELS 

A. CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL POVERTY LEVE: 

1. pregnant Women 

a. Mandatory Groups 

LI, Same as SSI resources levels, 

f..!:/ Less restrictive than SSI resource levels and is as follows: 

Family Size 
_! _ 

_ 2_ 

b. qptional Groups 

Resource Level 

No Limit 

No Limit 

LI Same as SSI resources levels . 

.t.:1,./ Less restrictive than SSI resource levels and is as follows: 

TN No, 
Supersedes 
TN No. 

Family Size 

___L_ 

_2_ 

Resource LeVe1 

No Limit 

No Limit 

Approval Date 10/13/92 Effective Date 10/01/91 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) SUPPLEMENT 2 TO ATTACHMENT 2.6-~ 
Page 2 
0MB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

2. Infants 

HAWAII 

a. Mandatory Group of Infants (under one year of age) 

LI Same as resource levels in the State's approved AFDC plan, 

LJi./ Less restrictive than the AFDC levels and are as follows: 

'Family size 

_L_ 

J_ 

......L 
_4_ 

_7_ 

_8_ 

_L 

.J_Q_ 

Resource Level 

No Limjt 

" 

" 
" 
.. 
" 

" 

" 

" 
.. 

TN No. 91-21 
Supersedes Approval Date )Q/13(92 
TN No. 

Effective Date JQ/Q)/91 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 3 AUGUST 1991 
0MB No,: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

b. Optional Group of Infants (under one year of age) 

LI Same as resource levels in the State 1 s approved AFDC plan. 

J.X/ Less restrictive than the AFDC levels and are as follows: 

Famil:,: Size ResQurce Level 

_l_ No Limit 

_2_ " 
---1.._ " 
_4_ " 
__L_ " 
_.L_ " 
_7_ " 
...J_ " 

-L " 
_lQ_ " 

TN No. 91-21 
Supersedes Approval Date 10/13(92 Effective Date JQ/QJ/9) 

HCFA ID: 7985E 
TN No. 



Revision, HCFl\-PM-92 -I 
FEBRUARY 1992 

(MB) SUPPLEMENT 2 TO l\'l'Tl\C=NT 2.6-l\ 
Pa,;ie 4 

STl\TI PLAN UNDER TITLI XIX OF THI SOCIAL SECURITr ACT 

State, 

3. Childreo 

a. Mand 
0 t 

HAWAII 

attained a,;ie 

under Sect 
ave atta ne 

same au resource level• in the State•• approved AFDC plan. 

_lL Lesa restrictive than the AFDC level• and are aa followa1 

Family Size 

_1_ 

_2_ 

_3_ 

_4 _ 

_ s_ 

_6_ 

_7_ 

_8_ 

_9_ 

...lL 

Resource Level 

No Limit 

" 

" 

" 

" 

" 

" 
" 

" 

" 

TN No. 92- 5 
supersedes Approval Date __ Jw0~/~2~9uf~9~2 __ Effective Date __ 7~/~1~/~9~2=------
TN No. _____ _ 



( 

..._, ( 

Revision: HCFA-PH-92 -2 
MARCH 1992 

(MB) SUPPLEMENT 2 TO ATTACHMENT 2,6-A 
Page S 

TN No. 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

b. Mandatory Group of Children under Section 1902(a)(l0)(i)(VII) 
of the Act. (Children born after September 30, 1983 who have 
attained age 6 but have not attained age 19,) 

Family 

l 

2 

3 

4 

s 

6 

7 

8 

9 

10 

Same as resource levels in the State's approved AFDC plan. 

Less restrictive than the AFDC levels and are as follows: 

Size Resource Level 

No Limit 

" 
" 
" 

" 

" 

" 
" 
" 
" 

Supersedes Approval Date 10/29/92 Effective Date __ 7_/_l_/_9_2 __ _ 
TN No. 91-21 



Jtev1 ■ 1on1 HCFA-PM-tl• 4 
Al!CUST ltt l 

(BPD) SUPPLEMENT 2 TO A'M'ACHMENT 2.,-A 
Page 6 
OMI No.1 0931• 

STATI Pt.All UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

HAWAII 

4-. Aq•d 1nd Dl ■abled lndlvldy41 ■ 

W Same a■ SSl reaource level•• for an individual or a couple. 

L7 Mor• re■trictive than SSl level■ and are al tollow11 

[t■Uy lilt B1■oyrc1 Ltv11 

1 

2 

l 

4 

' 
£Ki Sau a■ medically needy re■ource level■ (applicable only lf State 

ha■ a 1Nd1cally needy progru) 

TII No. 91•21 
Super■edea Approval Date --l~O~(.JJ~t.9~'--TII IIO. ___ _ 

Effective O.te JQJOJ/9J 

HCPA IDI 7H51 
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Rev111on: HCFA-PM-91"" (BPD) 
AUCUST lttl 

SUPPLEMENT 2 TO ATTACHMENT 2.1-A 
P•9• 7 
OMI No.a 0931-

STATI PLAN UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

state, HAWAII 
RESOURCE LEVELS (Contlnuu1 

1. MEDICALLY NEEDY 
Applicable to all 9roupa -

D Except tho•• 1pec:lfled below under th• prov111on1 of 1ectlon 1902(f 
of the Act . 

• ,,,ox 1111 B••oyrc• 1.t,11 
1 2.ggg 

......J_ ~,002 

l 3,250 

4 ~.5gg 

_L 3,750 

f t.ggg 

7 4,250 

I 41soo 

' 4,7~g 

JP s,ooo 
ror each additional per1on 25g 

TN lo. 91-21 
Super■ed•• Approval O.te 10/13/92 
Tit No. 

-· 

Effective Date 1QIQJ/9J 

HCFA ID1 7H51 



Raviaion: HCFA•PM-85-3· (BERG) SUPPLEMENT 3to ATTACHMENT U-A 
Page1 

STA"f'.'E Pt.AN UNO!:R TITLE XIX OFlliE SOCIAL SECURITY Ar:f 

-·-----.1.1HAu:W11.1,Agi' H11.-, ___ _ 

The deduction to, m8(Jlcal and remedial care opensas that were lncumMI as the l'88Ult of the 
Imposition of a transfer fJf uaet penalty period is limft8d to zero. 

TN No. 09-010 
SuperNdea 
TNNo. 86-9 

Approval o-.: AUS e ,3· ioffl Efhdive o.1e; 



Revlalon, HCFA-PN-tl-4 
AUGUST 1911 

(IPD) SUPPLEMENT 4 TO ATTACHMENT 2.a-A 
Page 1 
OMI Ho, s Otll· 

STATE PLAN UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

State: HAWAII 

METHODS FOR TREATMENT or INCOME THAT DIFFER FRON 
THOSE or THE SSI PROCRAN 

(Section l902(f) aore reatrictive ••thoda and criteria and State auppl•••nt 
criteria in SII criteria Stat•• without ••ction 1134 a9reeMnta and in ••ctio~ 
lt02(f) Stat••• U•• to reflect 110r• liberal ■ethoda only if you llait to 
stat• aupplement recipient•. DO NOT USI thi1 aupple•nt to reflect aore 
liberal pollcl•• that you elect under the authority of 1ection 1902(r)(2) of 
the Act. U•• ·supple11ent •• for Hction 1902(r) (2) ••thoda.) 

Th• Nthodology ~or treatment of income differa froa the SSl pr09raa 
in the followin9 area• where Hawaii i■ more re■trictive. 

1. Money received as repayment on loan■ ia not diare9arded. 

-2.--Child support payment• a.re counted•• unearned income. 

~ -. - $10 exclusion for ...inf:r::equent_or irre~lar earned incaae ia not allowed. 

4. VA aid and attendance payment• are not diaregarded. 

TIC No, 91-21 
super■ed•• 
TII IIO. 88,-ll 

Approval Date 10/13/92 Effective O.t•~J01,1,1f..w0w.l.i9w] __ _ 

HCFA IDr 79151 



( 

Revision: HCFA-PM-91-4 (BPD) SUPPLEMENT 5 TO ATTACHMENT 2.6-A 
Page 1 
0MB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

MORE RESTRICTIVE METHODS OF TREATING RESOURCES 
THAN THOSE OF THE SSI PROGRAM - SECTION 1902(f) STATES ONLY 

The methodology for treatment of resources differs from the SSI program in the following 
areas where Hawaii is more restrictive. 

1. The value of property other than home property including business property is 
counted. 

2. The equity value of life insurance policies are counted. Equity value of a life 
insurance policy shall be determined by subtracting any outstanding loans or 
encumbrances from the cash value of the policy. 

3. Income tax refunds are counted as a resource in the month of receipt. 

TN No. 
Supersedes 
TN No. 

13-004b 

91-21 

Approval Date: 09/30/2013 Effective Date: 01/01/2014 



Revision: HCFA·PM•tl-4 
AUCUST Utl 

(BPD) SUPPLEMENT 5a TO ATTACHME- JI • 
Page 1 - " 6 

• ·"" 

OMI No.a Ofll• 

STATE PLAN UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

Stetti HAWAII 

METHODS FOR TREATMENT or RESOURCES FOR INDIVIDUALS 
WITH INCOMES RELATED TO FEDERAL POVERTY LIVILS 

(Oo not complete if you are elec:tln9 •ore liberal ■ethoda under the autho •. 
of •ectlon 1902(r)(2) of tht Act 1n•tted of the authority ■pec:1fic to rect!;;r 
poverty 1ev•l1, Ult Supplement lb for section lt02(r)(2) MthOd•.) 

Optional covera9• cate9orically needy 
• 

- Pregnant women and children - no limit on reaourcea. 

- Aged and disabled - not to exceed the milllua amount allowed 
under· the State's medically needy pr09raa. 

Tit 110. 91-21 
Supersede• 
ff 110. 88-40 

Approval O.te 10/13/92 lffec:t1ve Date lO/OJf91 
HCFA 1D1 7H51 
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TN No. 23-0001      

Supersedes  Approval Date: 04/13/23 Effective Date: 01/01/2023  

TN No. 22-0001      

 

State:  Hawaii 

 

 Standards for Optional State Supplementary Payments 

 

 

Payment Category 

 

Administered by 

 

Income Level 

 

Income 

Disregards 

 

(Reasonable 

  Classification) 

 

 

Federal      State 

Gross* Net** Employed 

  1 person Couple 1 person Couple  

(1) (2) (3)  (4)  (5) 

A, B, D  IN 

DOMICILIARY CARE: 

 

X 
 

 

 

 

 

 

 

 

 

 

LEVEL I 
$914.00       $651.90 

 

$2,742.00 N/A $1,565.90 N/A 

 

 

LEVEL II 
$914.00       $759.90 

 

$2,742.00 N/A $1,673.90 N/A 

 

 

 

NOTE:  *Gross income, before deductions allowed by SSI, cannot exceed 300% of the FBR. 

**Net income, after deductions allowed by SSI, cannot exceed the SSI/SSP payment limit 
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AUCL'ST 1991 

S~PPLEMENT 7 TO ATTACHY.tNT 3.1 
••CJ• 1 
0MB No. I 0tll• 

STATE PLAN UNDER TITLE XIX or THI SOCIAL SECURITY ACT 

State: HAWAII 

INCOME LEVELS FOR 1t02(f) STATES• CATEGORICALLY NEEDY 
WHO ARE COVEREP UNDER REQUIREMENTS MOR£ RESTRICTIVE THAM ssr 

'I'll io. 91,-21 
811per•ed••a9-7 
TII IIO. 

Approval Date JQ(]lf92 • iffect.lve Date 10/01/8~ 

HCPA lDI 7H51 
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Revi1lon1 HCFA·PM-91•6 
AUCUST 1991 

(BPD) SUPPLEMENT I TO ATTACHMEJff 2.,-A 
Page 1 _ 
OMa No. 1 0131· 

STATE PLAN UNDER TITLE XIX or THE SOCIAL SE~UJITY ACT, 

States HAWAII 

RESOURCE STANDARDS FOR 1t02(f) STATES - CATEGORICALLY NEEDY 

same•• the medically needy 

Family Size 

1 
2 

1 

Re1ource Level 

$2,000 
3,000 

For each additional per■on, add $250 to the re10urce level for 2 
person,. 

Tl IIO. 11-21 
Super1eclea Approval Date 10/ll/92 
Tl lo.----

lffec:tlve Date J0(0Jt9J 

HCFA 1D1 71151 
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(BPD) SUPPLEMENT Sa to ATTACHMENT 2.6-A 
Page 1 
0MB NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT 

Section l 902(f) State □ Non-Section 1902(f) State 

1. For optional targeted low income children covered under 19Q2(a}(l 0)(A}(ii}(XIV} of the Act 
subiecno l 9Q2<r}{2}: 

Disregard the difference in countable income between 300% of the Federal Poverty Level 
(FPL) and 250% FPL for optional targeted low income children covered under 
1902( a)(l 0)(A)(ii)(XIV) of the Act. 

2. Wages paid by the Census Bureau for temporary employment related to census activities are 
excluded for the eligibility groups: 

Mandatory Catgorically Needy Eligibility Groups 
1. Children no longer eligible for SSI because of § 1902( a)( 1 0)(A)(i)(II) 

change in definition of disability. 
2. Qualified pregnant women. 
3. Qualified children. 
4. Poverty level pregnant women. 
5. Poverty level infants. 
6. Poverty level children under age 6. 
7. Poverty level children under age 19. 
8. Disabled individual whose earnings exceed 

SSI substantial gainful activity level. 
9. Disabled individual whose earnings are too 

high to receive SSI cash benefit. 
10. Disabled individual whose earnings are too 

high to receive SSI cash benefit. 

§l902(a)(10)(A)(i)(III), §1905(n)(l) 
§ 1902( a)( 1 0)(A)(i)(III), § 190S(n)(2) 
§1902(a)(I0)(AXi)(IV), §1902(1Xl)(A) 
§ I 902(a)(l 0)(A)(i)(IV), § 1902(1)(1 )(B) 
§1902(a)(l0)(A)(iXVI), §1902(l)(l)(C) 
§ 1902( a)(l O)(A)(i)(VII), § 1902(1)(1 )(D) 
§1619(a) 

§1619(b) 

§1902(a)(10)(A)(i)(II), §l 905(q) 

11. Pickle amendment-Would be eligible for SSI Section 503 of P.L. 94-566 
if title II COLAs were deducted from income. 

12. Disabled widows/widowers. 
13. Disabled adult children. 
14. Early widows/widowers. 
15. Qualified Disabled and Working Individuals. 
16. Qualified Medicare Beneficiaries. 
17. Specified Low Income Beneficiaries. 

§1634(b), §1935 
§1634(c), §1935 
§1634(d), §1935 
§1902(a)(l0)(EXii), §1905(s) 
§1902(aXl0)(E)(i), §1905(p)(l) 
§ 1902(a)(l 0)(E)(iii) 

TN No. 08-017 
Supersedes FEB 132009 . Approval Date: ____ Effective Date: 10/01/2008 
TN No. 08-004 
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Revision: HCFA-PM-91-4 
August 1991 

(BPD) SUPPLEMENT 8a to ATTACHMENT 2.6-A 
Page2 
0MB NO.: 0938-

18. Qualified Individuals -1. 
Optional Categorically Needy Eligibility Groups 
1. Meet the income and resource requirements of 

the appropriate cash assistance program (SSI 
or AFDC). 

2. Would meet the income and resource 
requirements of AFDC if child care costs were 
paid from eamin~ rather than by a State 
agency. 

3. Would be eligible for cash assistance (AFDC 
or SSI) if they were not in a medical 
institution. Receiving, or would be eligible to 
receive if they were not in a medical 
institution, a State supplement payment 

4. Individuals under age 21 who are under State 
adoption agreements. 

5. Aged or disabled individuals with income that 
does not exceed 100 percent of the Federal 
poverty level. 

6. Receiving only an optional State supplement 
which is more restrictive than the criteria for 
an optional State supplement Wlder title XVI. 

7. Optional targeted low income children. 
8. MedicallyNeedy. 

§ l902(a)(l 0)(E)(iv)(I) 

§ l 902(a)(l O)(A)(ii)(I) 

§1902(a)(lO)(A)(ii)(II) 

§l902(a)(10)(A)(ii)(IV) 

§ l 902(a)(l O)(A)(ii)(VIII) 

§ l 902(a)(l O)(A)(ii)(X) 

§ 1902( a)( 1 O)(A)(ii)(XI) . 

§ 1902( a)( 1 O)(A)(ii)(XIV) 
§ 1902(a)(IO)(C), §1902(a)(lO)(C)(i)(Ill) 

TN No. 08-017 
Supersedes Approval Date: FEB 1 3 2009 Effective Date: 10/01/2008 
TNNo. NEW 

-



(_ 

3 . 

SUPPLEMENT 8a to ATTACHMENT 2.6-A 
Page 3 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Hawaii 

MORE LIBERAL METHODS OF TREATING INCOME UNDER SECTION 1902(r) (2) OF THE ACT 

For children under Section 1902(a) (10) (i) (VII) and 1902(1) (1) (D)of the Act 
(children who were born after September 30, 1983 and have attained age 6 but have 
not attained age 19), subject to 1902(r) (2): 

Disregard the difference in countable income between 133% of the Federal Poverty 
Level (FPL) and 100% FPL for children covered under Sections 1902(a) (10) (i) (VII) 
and 1902(1) (ll (D)of the Act. 

TN No. 
Supersedes 
TN No. 

13-010 

NEW 

Approval Date: 02/12/2014 Effective Date: 10/01/2013 
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SUPPLEMENT 8a to ATTACHMENT 2 . 6-A 
Page 4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Hawaii 

MORE LIBERAL METHODS OF TREATING INCOME UNDER SECTION 1902(r) (2) OF THE ACT 

4. Disregard all income for 2101(f)-like reasonable classification of children 
described in Supplement 1 to Attachment 2.2-A, page 2. 

TN No. 
Supersedes 
TN No. 

13-011 

NEW 
Approval Date: 03/13/2014 Effective Date: 12/31/2013 
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SUPPLEMENT la to A TT ACHMENl' 21,-A 
August 1991 h~~I ~ 

0MB No.: 0931 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY AC'{ 

State: HAWAU --------------
MORE LIBERAL MEmODS Of TREATING INCOME 

UNDER SECTION 1902 (r) (2) OF THE A~ 

[D Section J902 (t) Stam D Na.Section 1902 (f) Slife 

• Moie liberal methods may not result in exceeding groes income limitations under section 1903(f). 

TNNo. oo-666 
Sapenedes 
TNNo. 

Appro¥al Date: J\;L 1 1 ~ffeetlve Date: A"'- \ 2111D 
RCFA ID: 7915£ ----

TOTA- P.02 
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Revision: HCFA-PM-91-4 (BPD) SUPPLEMENT Sb TO ATTACHMENT 2.6-A 
Page 1 
0MB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

MORE LIBERAL METHODS OF TREATING 
RESOURCES UNDER SECTION 1902(r) (2) OF THE ACT 

cgi Section 1902(f) State 0 Non-Section 1902(f) State 

For all ABD groups: 

1. The equity value of all motor vehicles such as cars, trucks, vans, campers, 
motorcycles, and mobile homes are exempt from consideration toward the personal 
reserve, regardless of the value or the use of the vehicles, with the exception of 
all watercrafts and air transportation vehicles, such as boats, airplanes, and 
helicopters that will continue to be considered toward the personal reserve. 

TN No. 
Supersedes 
TN No. 

13-004b 

03-001 
Approval Date: 09/30/2013 • Effective Date: 01/01/2014 
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(IPD) SUPPLEMENT t TO ATTACHMENT 2 ~ Page 1 •v-A 
0MB Ho. I 0931-

STATB PLAN UNDER TITLE XII or THI SOCIAL SECURITY ACT 

States 

1902.( f) a_nd 1911 
·of the Act 

ff •o. 91-21 
super■ede■ 
TII Jlo. 85-5 

HAWAII 

TRANSFER OF RESOURCES 

The agency provide■ for the denial of e11g1b111ty by 
rea■on of di■poaal ot re■ource■ for le11 than fair market 
value. 

A. Except aa noted below, the criteria for deteraining the 
period of ineli9ib111ty are the•- a■ criteria 
■pecified 1n ■action 161l(c) of the Social Security Act 
(Act). 

1. Tran■fer of re■ource■ other than the hon of an 
individual who 1• an inpatient in• Helical 
in■titution. 

•· D The agency u■e• • · procedure Vhich provide, 
for a total period of 1ne11g1bi11ty greater 
than 24 month■ for individual■ vho have 
tran■ ferred re■ource■ for 1••• than fair 
Mrket value when the uncoapen■ated value of 
di■po■ed of re■ource• exceed• s12,0O0. Thi• 
period bear• a rea1onable relation■hip to 
the unc011pen■ated value ot the tran■ fer. 
The ca.putat1on of the period and the 
rea1onable relat1on■hip of thi■ period to 
the uncoapen■ated value 1• de■crlbed •• 
follov■ 1 

Approval Date 10/13/92 Effective Date 10/01/91 
HCFA ID 1 71151 



Rev111on: HCFA-PM--91-4 
AUGl1ST 19 t1 

(BPD) SUPPLEMENT t TO ATTACHMENT 2 S·A 
Page 2 • 
0MB No. I 0931-

STATE PI.Alf UNDER TITLE _XIX OF THE SOCIAi SECURITY ACT 

States HAWAII 

b, LI The period of ineligibility ia le11 than 24 
month■,•• specified below: 

c. LI The agency has prov1■ 1on• for waiver of 
~•nial of el1g1b111ty ln any ln■tance where 
the State determine■ that a denial would 
work an undue hard1hlp. 

TX No, 91-21 
Approval Date 10{]3{9? lffective Date JQ(OJ 191 

HCFA .lDa 7tl5• 

.SuperHde• 
TX 110. 85-5 
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Rev111on1 HCFA-PN-91-4 
AUCUST Utl 

(BPD) SUPPLEMENT 9 T~ ATl'ACHMENT 2,5-A 
Page J 
OM8 No, I 0931-

STATI PI.AN UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

statez HAQII 

2, Tran•fer of the home of an individual who 11 an 
inpatient in a medical institution. 

LI A period of 1ne11g1bi11ty appl1e■ to inpatients 
in an SNP, ICF or other aedical ln1tltution a■ 
peraitted under 1ectlon 1917(c)(2)(8)(1). 

•· Subject to the exception• on pa9• 2 of thl1 
■uppl ... nt, an individual 1• ine119ible for 2, 
month■ after the date on which he d11po1ed of 
the ho¥• However, if the uncompen■ated value 
of the home 11 le11 than the avera9e aaount 
payable under thl1 p.lan for 24 month■ of care 
in an SNP, the perl·od of 1neli91bility 11 a 
■horter tlu, bearln9 a rea■onable relatlon■hip 
(baaed on the avera9e amount payable under thi1 
plan•• medical a11i1tance for care in an SNr) 
to the uncoapen■ated value of the home a■ 
follow■, 

TB No, 91-21 
Approval Date 10/13/92 Effective Date 10/01/91 

HCl'A IDs 79151 

Super•ed-■ 
TB No. 8S-S 
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Page 4 
0MB No. , 0931-

STATI . PLAN UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

states 

Tlf No, 91-21 
Super■edea 

Tlf No. · 15-5 

HAWA.It 

b. LJ Subject to the exception• on page 2 of 
thia aupplftent, 1f the unco■penaated 
value of the home i■ ■ore than the 
average uount payable under thia plan•• 
medical aaa1atance for 24 aontha of care 
in an SNP, the period of J.neli9J.bility 1• 
110re than 24 aontha after the date on 
which he d1apoaed of th• hoae. TIie 
period of 1neli91b111ty bear■ a 
rea■onable relat1on■h1p (baaed upon the 
average aaount payable under tbJ.a plan aa 
medical aaa1atance tor car• in an SNP) to 
the uncaapenaatad value of the hOlle a• 
follow■, 

Approval Date 10/13/92 lffective Dete 1Q{Qll9J 
HCPA ID1 79151 
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Reviaion: HCFA-PM-91~ 
A.UCUST 19 91 

(BPD) SUPPLEMENT t TO ATTACHMENT 2.1-A 
Page S 
0MB No.: Otll• 

STATE PLAN UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

State: 

Tlf No. 91-21 
super1ede1 
Tll No. 85-5 

. HAWAII 

No individual 1■ ineligible by reaaon of it•• A.i 
if--

(1) A aati■factory 1hoving 11 Md• to the agency 
(in accordance with any r99Ulation1 of the 
Secretary of Health and Huaan · S•rvice■) that 
the individual can rea1onably be expected to be 
diacharged froa the medical 1n■t1tut1on and to 
return to that hoae, 

(11) Title to the home wa■ tranaferrecl to the 
individual'• 1pou1• or child who ia under a9e 
21, or (for State■ eligible to participate in 
th• State progru under title XVI of the Social 
security Act) 11 blind or peraanently and 
totally di■ablecl or (for stat•• not eli9lble to 
participate in the State prograa under title 
XVI of the Social security Act) 1■ blind or 
diaablecl aa defined in ■ectioa 1114 of the Act; 

(111) A 1ati1factory 1howlng 11 aade to the a9ency 
(in accordance with any replationa of tbe 
secretary of Health and HuMn Sery1ce■) that 
th• individual intended to diapo■e of the hOIIII 
either at fair Mrket value or for other 
valuable conaideratlonJ or 

(iv) The agency deterain•• that denial of 
eligibil1ty would work an undue hardahlp. 

Approval Date ]0(]9? Effective Date 10'01 '81 V i 

HCFA JD1 79151 
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(BPDJ SUPPLEMENT 9 TO ATTACHMENT 2.6-A 

. ,,g• • 
OMI No. r 0931-

STATI PLAN UNDER TITLE XIX or THI SOCIAL SECURITY ACT 

Stat•r HAWAII 

3. 1902(f) State1 

D Under th~ provi•1on■ -of ■ection 1102(f) of the 
Social Security Act, th• following tran•f•r of 
re■ourc• criteria more re1trictive than tho•• 
e1tabli1hed under ■ection lt17(c) of the Act, 
apply1 

B. Other than tho■• procedure■ ■pee.if iad ellevhere in the 
■upplement, the procedure• for i■pl ... nting denial of 
eligibility by rea1on of di1po1al of re1ource1 for lea1 
than fair aark•t value are•• follower 

1. If the uncoapen1ated value of the tranafer 11 t12,000 
or le111 

2. If the uncoapen■ated value of the tranahr 11 aore 
than $12,000: 

'l'lf 110. 91-21 
Approval Date 10/13/92 lffective O.te JOIQ]/9J Super■edea 

TIC lfo • 85-S 
HCJ'A IDr 79151 
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Page 7 
ONI No, a 0931-

STATI Pl.AN UNDER TITLE XIX or THI SOCIAL SECURITY ACT 

Stat•: HAWAII 

l, If the agency 1et1 a period of 1ne11g1b1lity of l••• 
than 24 110ntha and appli•• it to all transfer■ of 
re■ource• ( regardle■■ of unc011pen■ated value.) 1 

4, Other procedureaa 

An institutionalized spouae vho (or who■• spouse) 
tran■ferred resources for leaa than fair market 
value shall not be found ineligible for nur■in9 
facility ••rvice■, for• level of care 1n a 
medical institution equivalent to that of 
nursing facility service■ , or for h01N and 
coaaunity-baaed services where the State 
detenu.nes that denial of eligibility would 
work an undue hardship under the provision of 
Section 1917(c)(2)(D) of the Social Security Act. 

Tlfllo, $1-21 
Super■edff Approval Data 1 Q(] 3(92 • lffec:tJ.ve Date JOtOl (9] 
'I'll ■o. 90-1§ 

HCFA lDa 79151 
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Section 
-1917 (C) 
of the 
Act 

Addendum to Supplement 9 to 
Attachment 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: HAWAII 

TRANSFER OF RESOURCES 

(1) The agency provides · for a period of ineligibility for 
nursing facility services and for a level of care in a 
medical institution equivalent to that of nursing 
facility services and for services under Section 1915(c) 
of the Act in the case of an institutionalized individual 
(as ~efined in item (3), on page 3 of this AddendWI to 
Supplement 9 to Attachment 2.6-A) who, or whose spouse, 
transfers resources (as defined in item (4), on page 3 of 
this Addendwa to Supplement 9 to Attachment 2.6-A) for 
less than fair market value at any time dµring or after 
the JO-month period immediately before the date the 
individual becomes an institutionalized individual or, 
if later, the date the institutionalized individual 
applies for medical assistance. 

Except as provided in item (2), on page 2 and 3 of this 
Addendum to Supplement 9 to Attachment 2.6-A, the period 
of ineligibility shall begin with the month in which such 
resources were transferred and the number of months in 
such period shall be equal to the lesser of-

(A) 30 months, or 
(B) the total uncompensated value of the resources 

·so transferred, divided by the average cost, to 
a private patient at the time of the 
application, of nursing facility services in the 
State. 

TN No. 91-05 
supersedes 
TN No. 

Approval Date 12/16/91 Effective Date 07/01/91 
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Addendum to Supplement 9 to 
Attachment 2.6-A 
Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: • HAWAII 

(2) An individual shall not be ineligible for medical 
assistance by reason of a transfe~ (as provided on page 1 
of this Addendum to Supplement 9 to Attachment 2.6-A) to 
the extent that -

TN No. 91-05 
Supersedes 
TN No. 

(A) the resources transferred were a home and title 
to the home was transferred to -
(i) the spouse of such individual; 
(ii) a child of such individual who is under age 
21 or is blind or disabled as defined in 
section 1614 of the Act; • 
(iii) a sibling of such individual who has an 
equity interest in such home and who was 
residing in such individual's home for a period 
of at least one year immediately before the date 
the individual becomes an institutionalized 
individual; or 
(iv) a son or daughter of such individual (other 
than a child described in item (2) (A) (ii) 
above) who was residing in such individual's 
home for a period of at least 2 years 
immediately before the date the individual 
becomes an institutionalized individuals, and 
who (as determined by the State) provided care 
to such individual which permitted such 
individual to reside at home rather than in such 
an institution or facility; 

(B) the resources were transferred-
(i) to or from (or to another for the sole 
benefit of) the individual's spouse, or 
(ii) to the individual's child described in item 
(2) (A) (ii), above; 

(C) a satisfactory showing is made to the State (in 
accordance with any regulations promulgated by 
the Secretary) that-
(i) the individual intended to dispose of the 
resources either at fair market value, or for 
other valuable consideration; or 
(ii) the resources were transferred exclusively 
for a purpose other than to qualify for medical 
assistance; or 

(D) the State determines that denial of eligibility 
would work an undue hardship, under the 
provisions of Section 1917(c}(2)(D) of the 
Social Security Act. 

Approval Date J 2/16/9] Effective Date 07/01/91 
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Addendum to Supplement 9 to 
Attachment 2.6-A 
Page 3 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: HAWAII 

(3) For purposes of Section 1917(c) of the Act, the term 
"institutionalized individual" means an individual who is 
an inpatient in a nursing facility, who is an inpatient 
in a medical institution and with respect to whom payment 
is made based on a level of care provided in a nursing 
facility, or who is described in Section 
1902(a)(10)(A)(ii)(VI) of the Act. 

(4) The State will not provide for any period of 
ineligibility for an individual due to transfer of 
resources for less than fair market value except in 
accordance with subsection 1917(c) of the Act. 

(5) For purposes of Section 1917(c) of the Act, the term 
"resources" has the meaning given such term in Section 
-1613 of the Act, without regard to the exclusion 
described in subsection (a)(l) thereof. 

TN No. 91-05 
Supersedes Approval Date 12/16/91 Effective Date 07 /01/91 
TN No. 
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.....i can Nniee■ fun1■bed to 1Dlll•l.dual• wbo an aot 
lapatielat■ 111 certal.ll ..U.Cal 11181:1.tul.oll■, u ncognlsed 
uier ~ law UMI ■pecl.fl.ed 111 ■-ti.Oii 1tol(a)(2'). 

'1'be follawlllg ~ 1~ can NfflcN for vlal.cll 
•llical ueutaw la ~lN Wider tbe &tJW7 plaa1 

ti •. 96-005 nc 
lu,erNCSe-..-•----,Appro.al Daw III T 11 1996 Sffectl.ft Date rMfl I J -
ff llo. -----
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J. ....itr pate fta ......... dat:e of Noll ,-al~ ,-w 111111111 for 
u ana 11 -~ tnnaf• of UNt• 181 

1. 

_!_ 1:M fiat US' of 1:M ■ 11i:a la ldlioll 1:M .... -
tnnafa: • .., 

-
X -
-

t:be f lrft day of tha aont!I following tM aontll of truafu. 

1:be .__ aan111r.oon co a IC1•ue pat:iaat: of mniaf 
1u1111:r WYlcN t:11a .. .,ai,, . 

tbe ..-- aanllly ·con co a 1Cl•ate pnlellt: of mnJ.Dg 
fMil1~ NnioM 1a tM a Dlt:y 111 wbioll t:be illd1Tldu1 
1a 1DK1a.ioaal.1Nd. 

l'enalt:Y Period - IIOII-J.u1:it:at1ouU.Nd IadJ.Yidlllala-
ni apncry J,.a■•• a ;iii1ii ,-loi iiEiii1iiii &r ••1119 tM -
aKbod u 1a Wied for aa lDat:11:ftlonaliud 1Dti•1du1, 1ac111dlag 
tbe ue of t:be aft&'- aDlllt.bly coat of man1ng fac111ty NnicN1 • 

- '1111£1 ■■• a ebortar ,-al~ ,-w t:llaa IIOllld be s,.,1:11111 for 
iut:1tut:1oaa11Md lalcl1•1du&l■, • out:11.md belows 

~- .n.-06$ Uc't l 1 ----.--Niiii a,14,ow&l Date ____ 911119 __ Stfec&1W Date JM I l -
fll llo. -----
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(D) IUPPLINIIIT 9(a) to ATTACIIIIDf 2.6-A 
Pa99 l 

State I HAWAII 

7. 

'l'MRIRR or ASSITI . 

Penaltf 'period for amount■ of tran■fer l••• than co■t of nur•in9 
laclll y care-

•• When tbe amount of the tran■fer i■ le■■ than the monthly 
co•~ of nur■in9 facility care, tbe apncya 

.,!_ doe■ not impoH a penalty I 

_ iapoH■ a penalty for le■■ tban a · full month, baaed on 
th• proportion of the qency•• private nur■in9 facility 
rate that vu tran■ferred. 

b. When an individual make■ a aerie■ of tran■fttra, each l••• 
than the private nur■inCJ facility rate for a month, the. 
a9911cy1 

_!_ doe■ not impoH a penalty, 

_ iapo■-■ a aerie■ of penaltie■, eacb for le•• than a full 
month. 

'l'ran■fer■ Mde ■o that penalty priod■ would o,,vlap­
fhe a9ency1 

total■ the value of all •••et• tran■ferred to produce a 
■in9le penalty period, 

X calculate■ the individual penalty perioda and iapo■-■ them 
■-quentially. 

a. Tran■fer■ Md■ ■o that penalty prioda would not Offrlap­
flie apncya 

...!.,_ u■ip■ each tran■ fer it■ own penalty period, 

UH■ the mathod outlined below, 

ft io. §G-00S A119 
luperNdi■ Approval Date,._, J .J 111 
'1'11 Bo. ____ _ 

lffective Date - I J 
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State a _________________________ _ 

,. 

10. 

ff lo. 96-oos 

(a) 

TJWllftR 01' UU'l'I 

N that reaulte in a 

The apncy apportion■ any exi■ting penalty period bebfNn 
• the epou••• u■in9 the mt~ outlined below, provided the 
■pou.H i■ eligible for Medicaid. A· penalty can be a••••Hd 
&9ain■t the ■pouH, and ec:,me portion of the penalty a9ain■t 
the individual raatn■. 

~en both spouses are eligible for Medicaid and both spouses 
are institutionalized, the State will use the following method 
to apportion the penalty period: 

* Apportion the penalty period equally between the spouses, 
* If one spouse dies or leaves the insitution prior to the 

expiration of their share of the penalty period, the 
remainder of the penalty will be assigned to the spouse 
who is still inaitutionalized1 

* The penalty months served by the institutionalized spouses 
shall not exceed the length of the origin•~ penalty period. 

If on• apou■• i■ no longer ■ubject to a penalty, the 
raaa.lning penalty period mu■t be Hrved by the raaainin9 
■pouH . . 

Treatment of income•• an ••••t-
wiien Income hi■ 6iin tran■ferred a■ a lump ■um, the agency will 
calculate th• penalty ·period on the lump ■wa value. 

,'l'be apacy will 1mpo■e partial IIOlltb penalty perioda. 

When a etreua of inccae or ~• right to a ■tn• of incolN ha■ been 
tranefernd, th• aqency will impo■• a penalty period for eacb income 
payment. 

..!... 

l'or tranafer■ of individual income payMnta, the aqency will 
impoH partial month penalty perioda. 

l'or tranafer■ of the right to an income ■tn•, the acjency 
will UN tbe actuarial value of all payment■ tran■fernd. 

-The &pDCy uHe an alternate metbod to calculate penalty 
perioda, u deecribed belows 

lupar■.ai■ Approval Dat¢T J J -
TII Bo. ·------

Bffective Date ;tAN I 1 M 



,Q -.Vi•ions B~-PN-95-1 
March 1995 

(NI) 80PPLallff l(a) to A'1"l'ACIINIIIT 2.6-A 
Page 5 

States HAWAII 

11. 

ff io. 96-005 
luper•.ai• 
Tlf lfo. 

TJtUSl"D or usrra 
lsf?•ition of a rl£naltY would work an undue hardahir-
Te&9ency doe• n apply t&e trwler ol a•iit• prcwi•iona in ahy 
caN in which the &f8DCY dftenine• that euch an application would 
work an undue hardahip. n. -ncy will uH the fol1ovin9 
procedure• in uki-09 undue hard•bip detenaination•• 

a) Notify the individuals subject to the transfer of assets 
penalty that there are exceptions to the transfer of assets 
penalty due to undue hardship. 

b) If a waiver for undue hardship is requested, the. individual 
seeking the waiver must provide docwnentation of efforts 
taken to recover the transferred asset. 

c) Individuals will be notified of the disposition of their 
request for a waiver of the transfer of asset penalty. 
Individuals who are denied the waiver must be infonned of 
their right to a fair hearing. 

TU following criteria will be uNd to det,aa.lM whether the agency 
will not count uaet• tranaferred .becauH the penalty would work 
an undue hardahip1 

a) The recoverable amount of the transferred asset is depleted 
below State resource standard, or 

b) The transferred .asset has been converted to another asset 
that is not liquid or redeemable; or 

c) The return of the transferred property would put the receiving 
party in serious risk of deprivation such as the loss of income 
or assets that would qualify the· receiver for medical assistance; 
or 

d) Unable to 1ocate the receiving party of the-transferred asset 
after exhaustive search efforts. 

Apprcwal Date OCT 1 l • 
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SUPPLEMENT 9(b) to ATTACHMENT 2.8-A 
Page1 

STATE PLAN UNDER TlllE XIX OF THE SOCIAL SECURITY ACT 

Stn ____ ___,,tjSl,A,IIW..,.Al,.I.__ ___ _ 

TRANSFER OF AS8ET8 
• 

FOR TRAN8FER8 OF ASSETS FOR LE88 THAN FAIR IIMICET vAi..ue MADE ON 
OR AFTER FEBRUARY 8, 2008. the agency provides for the denial of oertaln Medicaid 
88MC88. 

• 
1. lnaltutlonalmd Individuals ara denied cowrage of cstalrl Medicaid 88MCIII 

upon dllpoeirlg of 8lle1B for lea flan fair market value on or.,_.,. lookback 
datl. 

The agency does not provide medical aaalalance coverage for 1natitut1ona1z1 
lndlvtduals for the following NMCN: 

• NWUlg facllty aeNlcee; 

• NLnng fadlty level of care provided In a medical lnalHution; 

• Harne and commurity.based aeNlcea und« a 1915(c) or (d) 
walvar. • 

2. NcJn.inatltutlorialzad lndlvlduala: 

The agency applies 1heaa pnM8lona to 1he following nan­
lnatltutionallzad ellglbllty groups. The8e groups can be no mont 
realrictve than tho8e set forth In section 190e(a) of Iha Social 
Sec:uity Act: • 

The agency wlthholda payment ID nan-lnatltutlonallzed lndMduala for 1he 
folovwng 88MC88: 

• Home health aervtcas (aection 1905(a)(7)); 

• Harne & community cara far functionally disabled elderly adults 
(aecllon 1905(a)(22)); 

• PeraonaJ care NMCN furnished ID lndlviduals MIO are not 
Inpatients In cer1aln medical lnati1utlons, as recognized under 
agency law and specified In 88Ction 1905(a)(24). 

The following other long-term care l8l'Vlcaa for which payment for 
medical assistance la otherwise made under the agency plan: 

TN No. 09-012 
Su ........ Appnwal Date: SEP 7 2010 EffectM Date: 10/01/09 
TNNo. NEW 
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SUPPLEMENT 9(b) 1D ATTACHMENT 2.6-A 
Page2 -

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Stata _____ .i~:..11W11,M.1A...,H ___ _ 

TRANIFER OF ASIET8 (cont) 

3. Penalty Date-The beglmlng data of each penalty period Imposed for an 
uncompenaated transfer of aaaell 18: 

ar 

and 

• Far lndlviduals applying for Medicaid payment of long-tarm care 
services, the da1a on which the Individual Is eligible far medical 
aala1ance under the Stall plan and would otherwlee be receiving 
lnatllullonal le\191 rA cant 88MC88,delcrtbed In pmagraph 1 lhat. 
wera It not for the Imposition d the penalty period, would be 
C0Y8r'8d by Medicaid (baaed on an approved applcatlon far auc:h 
care); 

• Far lndlviduals recaMng Medicaid payment for long-tann care 
aarvlcea, lie first day of lie month followlng timely advance notice 
of lhe penalty period. 

• Which does not occur durtng any other period of lnellglbllty for 
services by reason d a lnm8fer rA assels penalty. 

4. Penalty Period - ln8111utionallzed Individuals 

In detarmimg 1he penalty for an lnsltulianalizad Individual, 1he agency uses: 

.lL. The average monthly cast to a privata patient d nursing facllty 
aarvfce8 In the Stall at the time of appllcalon; 

The average monthly coat to a privatle patient of nursing facilly 
eerYices In the cammt.mlty In which the Individual Is lnetilullonallzad at 
the time d appllcatlon. 

5. Penalty Period - Non-lnatitutionallmd lndlvlduals 

The agency inposes a penaly period determined by using 1he same me1hod as 
Is used for an lnstitutlonallz8d Individual, Including the use of the average 
monthly cost of nursing faclDty services: 

Imposes a shor1ar penalty period than would be lmpoaad far 
Institutionalized Individuals, as outlned below: 

TN No. 09-012 
8upenede9 Approval Data: SEP 7 2010 Etr.ctfw Data: 10/01/09 
TNNo. NEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Stale _____ H .... ~ ... W .... A...,U....._ ___ _ 

TRAN8FER OF~ (cont) 

8. Penalty period for amount& of tranafar INB lhan Q08t of nuralng facllty care 

_x_ Where the amou,t of the tnlnsfer la • lhan the rnonlhly Q08t d 
rU'8lng faclllty care, lhe agency lmpoees a penalty for lela lhan a ful 
month, based on the option eeleclad In Ham 4. 

The state add& together all transfara for leas than fair market value 
made during 118 look-back period In m01'9 than one month and 
catcula'88 a single patod of lnellglblnty that begins on the earleat 
date that would otherwise apply If the transfer had been made In a 
alngle lump sum.· 

7. Penalty pertods-1ran8fer by a tp0111e that resul1B In a penally period for the 
individual 

(a) Th, agency apportona any e:ldatlng penalty period between the 
apouaes using lhe method outlined below, provided the apouse is 
ellglble for Medicaid. A penalty can be·asl888ed against the spotJ88, 
and some portion d the penalty against the Individual remains. 

When both spouses are eligible for long-tarm care aervk:es, the State 
wll use the following method to appor11on the penaty pertod: 

• Apportion the penalty period equaly between lhe spouses; 
• If one spouse des or no longer requires tong-tann care 

services prior to the expiration d their slwe of lhe penalty 
period, the remainder of the penalty pertod wll be assigned 
to the spouse who Is 811 racelvlng long-term care 88MC8S; 

• The penalty months served by the lnetltutlanabad apousea 
ahall not exceed the length of the original penalty period. 

(b) If one spouse is no longer subject to a penalty, the remaining penalty 
period must be 88N8d by lhe remaitlng spouse. 

TN No. 09-012 
Approval Dm: SEP 7 2010 Effective Date: .....,.... 10/01/09 

TNNo. NEW 



C 

SUPPLEMENT 9(b) to ATTACHMENT 2.8-A 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state _____ ...,HAW....,.'""Ao11111-------

TRANSFER OF MIE18 (cont) 

8. Trennent of a tl■ llfer of iicome 

When Income haa been tranafemKt aa a lump sum, the agency wll calculate the 
penalty period on lhe lump awn value. 

When a atream of Income or the right 1D a atrNm of Income haa been 
tnu 11fa1ed, the agency wll lmpoae a penalty period for each Income payment. 

...,!_ For1ranafera of Individual Income paymenta, the agency wll lmpoae 
partial month penalty periods using the methodology aala ctad In 6. 
above. 

For tranafers of lie right to an Income anam, lhe agency '11111 bale 
the penalty period on the combined actumlal value of al paymenta 
tnullferred a daacrlJed below. 

The agency wlll cansld• the amount cl fflXJffle axpeclled 1D be received during 
tie Individual's lifetime when Iha right 1D receive a atraam d Income waa 
tr■ lllferrad. The total amount of Income Is calculated by multlplylng the amual 
amount of Income by the Individual's Rfa e,cpectancy baaed on the life 
expectancy tatilea astabllahed by the Social Security Administration's 0fftce of 
l,eh;tuary. 

9. Imposition of a penalty for an undue hardship 

TNNo. 09-012 
au.,.,.._. 
TNNo. NEW 

The agency does not Impose a penalty for transferrtng assets for less lhan far 
market value In any caae In which the agency determines that such Imposition 
would deprive the lndlvk:tual of: 

(a) Medical C8l8 such that the lndivlduafs health or Ire would be 
andangared;or 

(b) Food, clothing, sheller, or other necaaattlaa cl life. 

Approval Date: SEP 7 2010 er.ct1w Date: 10/01/09 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURllY ACT 

Sta1a _______ HAW~=AJ .... J,__ ___ _ 

TRANSFER OF AS8ET8 (cont.) 

10. Procedures far Ufldue Hardship Walwra 

The agency has •tabllahad a process under which hardship walwrs may be 
rwquested lhat provides for: • 

(a) Notice ID a recipient sub)ect to a J)8l'.l8l1y lhat an IM1due tadship 
exception exllts; 

(b) A lmely Pl"0088S for detenni'ling whether an WKtue twdahlp WflMlt 
wfl be granted; and 

(c) A process, Wilch la deecribad In lhe notice, under which an adverse 
detannlnatlon can be appealed. 

The procedures ahal permit the facllty In which the lnstllutlonallzed Individual Is 
residing to fie an wldue hardahlp waiver application on behalf of Iha lndMdual 
wl1h 1he conaent of the lndlvld&.al or the Individual's personal repraeentatlve. 

11. Bed Hold Watvera for Hardship Applcants 

TN No. 09-012 ..,,..... 
TNNo. NEW 

The agency provides that while an appllcalon for an undue hardlhlp waiver Is 
pending in Iha case of an Individual who Is a rasklent rA a nundng facility: 

Pa~anta to lhe l'U'8lng facllty to hold the bed for the ildlvldual wll 
be made for a period not to exceed __ days (may not be greater 
lhan 30). 

Approval oat.: SEP 7 20~ Da: 10/01'°9 



Revi■iona BC?A-PM-95-1 
Marcb 1995 

(KB) SUPPLSMDT 10 to AffACIDIIJIT 2.6-A 
Pap 1 

STA'l'B PI.All tJIIDD TITLS XIX 01' '1'111 SOCIAL IICOJUTY ACT 

State a HAWAII 

Th• agancy doe■ not apply the truat proviaiona in any c ... in which the 
a9ency dete.rmine■ that 11Ucb application would work an undue hardahip. 

The following criteria will be uNd to detumine whether the a9ency will 
not count a■Nt■ tran■ferred becauN doin9 ao would work an undue 
hardahipa 

a) The maxim.um distribution fran the trust in addition to other available 
income and assets of the individual ia . leas than the State's 
eligibility standards for income and resources, or 

b) There are legal acti"ons that prevent the distributions of funds to 
the medical~ basic needs of the individual; and • 

c) The individual has taken legal action to recover the funds placed 
in trust. 

Under the ·a;micy•• undue bardahip proviaion■ , the agency ••■-pt• the 
fund• in an irreTOCabl• burial truat. 

The maxillua Yalu• of the exaption for an irre.ocable burial truat 1• 

·-----· 

'1'R No. 96-005 
Bupe:ued•• Approval Date OCT I 1 -
'1'11 Ro. · _____ _ 

Bffectift DateJAlt I .I • 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state: Hawaii 

METHODS FOR TREATMENT OF RESOURCES THAT ARE 
MORE LIBERAL THAN SSI 

The following more liberal methods apply to all medical 
assistance groups except recipients of AFDC and SSI and persons 
deemed, for purposes of Title XIX, to be receiving AFDC or SSI. 
Deemed AFDC recipients are defined in item A.2, on pages 1 and 2 
of Attachment 2.2-A of the Hawaii State Plan (also see 42 C.F.R. 
435.115). Deemed SSI recipients include persons eligible under 
42 C.F.R. 435.135 (the Pickle amendment); persons receiving ss~ 
under section 1619(a) of the Act or considered to be receiving 
SSI under section 1619(b) of the Act; disabled widow(er)s 
eligible for Medicaid under section 1634(b) of the Act; disabled 
children eligible under section 1634(c) of the Act; anp early 
aged widow(er)s eligible under section 1634{d) of the Act. 

1. Basic maintenance items essential to day-to-day living such 
as clothing, furniture, stove, etc., shall be disregarded -
without regard to the value of the items. 

TN No. 90-8 
Supersedes· 
TN No. 

Approval Date 11/12/90 Effective Date 7 /1/90 

HCFA ID: 4093E/0002P 
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Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

SECTION 1924 PROVISIONS 

A. Income and resource eligibility policies used to det~rmine 
eligibility for institutionalized individuals who have 
spouses living in the community are consistent with Section 
1924. 

B. In the determination of resource eligibility the State 
resource standard is the maximum allowed by federal statute 
or regulations with provisions for increase, as allowed by 
the Secretary of Health and Human Services by means of 
indexing court order or fair hearing. 

c. An institutionalized spouse who (or whose spouse) has excess 
resources shall not be found ineligible under title XIX of 
the social Security Act, per section 1924(c)(3)(C), where 
the State determines that denial of eligibility on the basis 
of having excess resources would work an undue hardship. 

TN No .• 90-16 
supersedes 
TN No. 89-10 

Approva~ Date _3l_l_/9_1_ Effective Date lO/l/90 
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Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

IIICOMJ: A11D IUISOORCZ IUIOUIRZMEIITS 10R TUBERCtlLOSIS (TB) 
IlfJ'ECT&D IIIDIVIDUALS 

For TB infected individuals under Sl902(z)(l} of the Act, the income and resource 
eligibility levels are as follows: 

TN No.96-004 SEP 1 3 1!l96 
Supersedes Approval Date • • 
TN No. --'9'-'l~-~2~1 __ _ 

Effective Date lllfR Q 1 ~Qf 



Supplement 15 to Attachment 2.6 - A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: HAWAII 

ELIGIBILITY UNDER SECTION 1931 OF THE ACT 

The State covers low-income families and children under section 1931 of the Act. 

X 

The following groups were included in the AFDC State plan effective July16, 
1996: 

Pregnant women with no other eligible children. 

X AFDC children age 18 who are full-time students in a secondary 
school or in the equivalent level of vocational or technical training. 

In determining eligibility for Medicaid, the agency uses the AFDC 
standards and methodologies in effect as of July 16, 1996, without 
modification. 

In determining eligibility for Medicaid, the agency uses the AFDC 
standards and methodologies in effect as of July 16, 1996, with the 
followiilg modifications. 

The agency applies lower income standards which are no lower 
than the AFDC standards in effect on May 1, 1988, as follows: 

The agency applies higher income standards than those in effect as of 
July 16, 1996, increased by no more than the percentage increases in 
the CPI-U since July 16, 1996, as follows: 

TN No. 02-00 
Approval Date: MAY (I :!0:12 Effective Date: Supersedes 01/01/02 

TN No. 01-001 



Redline copy Supplement 15 to Attachment 2.6 • A 
Page 2 

The agency applies higher resource standards than those in effect 
as of July 16, 1996, increased by no more than the percentage 
increases in the CPI-U since July 16, 1996, as follows: 

X The agency uses less restrictive income and/or resource 
methodologies than those in effect as of July 16, 1996, as follows: 

1. For applicants and recipients, gross income in the amount of the 
difference between the AFDC income standard (in effect on 
July 16, 1996) and 100% of the FPL, as revised annually in the 
Federal Register, is disregarded _or the AFDC income disregards 
in effect on July 16, 1996 are applied, whichever is to the family's 
advantage. Except that the income disregard (between the AFDC 
income standard (in effect on July 16, 1996) and 100% of the 
FPL) will be applied without regard to 45 CFR 233.20(a)(11)(iii)(A) 
through (D). 

2. The earned income of each child under age 19, who is a student, 
is excluded. 

3. All TANF payments are excluded. 

4. $1000 in otherwise countable resources will be disregarded for a 
family of one, $2000 for a family of two, and an additional $250 for 
each individual above two. 

5. The equity value of all motor vehicles such as cars, trucks, vans, 
campers, motorcycles, and mobile homes are exempt from 
consideration toward the personal reserve, regardless of the 
value or the use of the vehicles, with the exception of all 
watercrafts and air transportation vehicles, such as boats, 
airplanes, and helicopters that will continue to be considered 
toward the personal reserve. 

6. The value of bona fide funeral and burial plans or agreements per 
individual are exempt from consideration toward the personal 
reserve, regardless of their value. 

7. All wages paid by the Census Bureau for temporary employment 
related to Census activities are excluded. 

The income and/or resource methodologies that the less restrictive 
methodologies replace are as follows: 

1. An alternative income disregard (i.e., the disregard of the 
difference between the gross AFDC income standard (in effect on 
July 16, 1996) and 100% of the FPL) is added. 

TN No. __ 0;;..;8;...-0;;..;l..;..7_ 
Supersedes Approval Date: ______ Effective Date: I 0/01/2008 
TN No. 08-001 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

ELIGILBITY UNDER SECTION 1925 OF THE ACT TRANSITIONAL MEDICAL ASSISTANCE 

The State covers low-income families and children for Transitional Medical Assistance (TMA) 
under section 1925 of the Social Security Act (the Act). This coverage is provided for 
families who no longer qualify under section 1931 of the Act due to increased earned income, 
or working hours, from the caretaker relative's employment, or due to the loss of a time­
limited earned income disregard. {1902 (a) (52), 1902 (e} (1), and 1925 of the Act) 

The amount, duration, and scope of services for this coverage are specified in Section 3.1. 
of this State Plan. f 

For Medicaid eligibility to be extended through TMA, families must have been Medicaid 
eligible under section 1931 (months of retroactive eligibility may be used to meet this 
requirement) : 

[g] During at least 3 of the 6 months immediately preceding the month in which the family 
became ineligible under section 1931. 

0 For fewer than 3 of the 6 previous months immediately preceding the month in which 
the family became ineligible under section 1931. Specify: 

The State extends Medicaid eligibility under TMA for an initial period of: 

D 6 months. For TMA eligibility to continue to into a second 6- month extension 
period, the family must meet the reporting, technical, and income eligibility 
requirements specified at section 1925(b) of the Act. 

[8] 12 months. Section 1925(b) does not apply for a second 6-month extension period. 

The State collects and reports participation information to the Department of Health and 
Human Services as required by section 1925(f) of the Act, in accordance with the format, 
timing, and frequency specified by the Secretary and makes such information publicly 
available. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

1940(a) 1. 

TN No. 11:.Q9.1 
Supersedes 
TNNo. ~ 

State: ___ _.H...,a...,w~aii.,_· ___ _ 

ASSET VERIFICATION SYSTEM 

The Agency will provide for the verification of assets for purposes of determining 
or redetermining Medicaid eligibility for aged, blind and disabled Medicaid 
applicants and recipients using an Asset Verification System (AVS) that meets 
the following minimum requirements: 

A. The request and response system must be electronic: 

( 1) Verification inquiries m us_t be sent electronically via the intemet or 
similar means from the Agency to the financial Institution (Fl). 

(2) The system cannot be based on mailing paper-based requests. 
(3) The system must have the capablrrty to accept responses 

electronically. 

B. The system must be secure, based on a recogniZed industry standard of 
security (e.g., as defined by the U.S. Commerce Departmenrs·National 
Institute of Standards and Technology. or NISl). 

C. The system must establish and maintain a database of Fis that 
participate In the Agency's AVS. 

D. Verification requests also must be sent to Fis other than those Identified 
by applicants and recipients. based on some logic such as geographic 
proximity to the appficant's home address, or other reasonable factors 
whenever the Agency determines that such requests are needed to 
determine or redetermine the ln<flVldual's eligibUity. 

E. The verification requests must include a request for information on both 
open and closed accounts, going back up to 5 years. 

Approval Date: MAY O 5 lOl l Effeclive Date: September 30, 2011 
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STATE PLAN UNDER TrTLE XIX OF THE SOCIAL SECURITY ACT 

State: ----::H..1.1aww=ILI.·; ___ _ 

ASSET VERIFICATION SYSTEM 

2. System Development 

TN No. 1!.:QQ1 
Supersedes 
TNNo. til;,W. 

A. The Agency itself WIii buttd and maintain an AVS. 

In 3 below, describe how the system WIii meet the requirements 
in Section 1. 

8. ~ The Agency will hire a contractor to build and maintain an A VS. 

C. 

D. __ _ 

E. __ _ 

In 3 below. Identify the contractor, if known, and descnbe how the 
system will meet the requirements In Section 1. 

The Agency WIii be joining a consortium to develop an AVS. 

In 3 below, Identify the States participating in the consortium. 
Also identify the contractor. if known, wj1o wlll build and maintain 
the consortium's AVS, and how the system wm meet the 
requirements In Section 1. 

The Agency already has a system in place that meets the 
requirements for an acceptable AVS: 

In 3 below, describe how the system meets the requirements in 
Section 1. 

Other alternative not included In A. - D. above. 

In 3 below, describe this alternative approach how It will meet the 
requirements in Section 1. 

Approval Date: MAY O 5 2011 Effective Date: September 30. 2011 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ___ __,,H...,awal....,..,_I ----

ASSET VERIFICATION SYSTEM 

3. Provide the AVS implementation description and other infonnatlon requested for 
the implementation approach checked In 5ection 2. 

A Request For Proposal (RFP) shall be Issued to solicit partictpation·by qualified 
contractors to design, develop, implement and operationalize an Asset 
Verification System (AVS) for purposes of determining Medicaid ellglbllltyfor 
aged, blind, and disabled Medicaid appr1C8nts and recipients as required under 
1940 of the Social Security Act 

The AVS shall meet the requirements In Section 1 of Supplement 16 to 
attachment 2.6-A of the State Plan securing authorization from the applicant or 
recipient (and such other person, as applicable) at no cost. 

The contractor shall provide the State with data reports; such as, but not limited to 
the following: 

a Number of verification requests; 
b. Number of responses provided; 
c. Amount of undisclosed assets discovered; and 
d. Any other data reports necessary to meet federal reporting requirements. 

TN No. 11:.QQ.1 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY A.Cr 

State ____ __.l;M_W.._Af ... 1 ___ _ 

Dl8QUALIPICA110N FOR UN1rTIRII CARI AIIIITANCI FOR NJMDUAl.8 WITH 
__,.ANIW..IIOIIE EQUffY 

1917(f) The State agency dlnlll rwmtuwnerc far nurelng facllly NMC81 and Gita 
IDllg-tmm cma eervlcea CCMHlld undlrO. 8lllte Plan for an lnclvidual who dDas not haw 
a apauae, chlld under 21, or adult dllltbl8d c:hlld Nlldlng In the lndlvldull'1 home, whwl 
the Individual's equity..,_ In Iha hame emNlds the fallowlng amount 

$600.000 ~a ••ed by Iha annual peM1dlge lnclw1 In the ulban 
CClfflPOlalt of the COIIIUnW price Index beginning with 2011, 
roundad ID the neaNlt $1.000). 

An lll'fOUnt that 8XCNdl $500,000 but dol8 nal exceed $760.000 (lncreaaad 
by the arn,al p&Mldlge lncr'IMI In ultlan campcnnt d the coneum• price 
Index beginning wlh 2011, raundad ID the naaraat 81,000). 

The amount cha8en by the Slate Is $750,000 

.JS_ 

X 

This hlgt. standard applle.. 8lalaWlde. 

Thia higher standard does not appft llat8Wlde. It 
only appla8 In Iha fallowing areas d the State: 

This tighlr' llllndard applile ID all 
eliglblltygroupe. 

Thia higher l!fandard only applies ID the 
talawlng ellglbllty gRMlpa: 

• The State has a PRJOIII .....,. which 1h11 llmffallon wll be waived In caaae of und111 
hardship. 

1N No. 09-011 
Approval Dia: SEP 1 2010E...,._ .,._ 8upel'NCIN 10/01/09 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: HAWAII 

METHODOLOGY FOR XDENTXFXCATXON OF APPLICABLE FMAP RATES 

The State will determine the appropriate FMAP rate for expenditures for individuals 
enrolled in the adult group described in 42 CFR 435.119 and receiving benefits in 
accordance with 42 CFR Part 440 Subpart C. The adult group FMAP methodology consists of 
two parts: an individual-based determination related to enrolled individuals, and as 
applicable, appropriate population-based adjustments. 

Part 1 - Adult Group Individual Xncome-Based Determinations 

for individuals eligible in the adult group, the state will make an individual income­
based determination for purposes of the adult group FMAP methodology by comparing 
individual income to the relevant converted income eligibility standards in effect on 
December 1, 2009, and included in the MAGI Conversion Plan (Part 2) approved by CMS on 
03/31/2014. In gen~ral, and subject to any adjustments described in this SPA, under the 
adult group FMAP methodology, the expenditures of individuals with incomes below the 
relevant converted income standards for the applicable subgroup are considered as those 
for which the newly eligible FMAP is not available. The relevant MAGI-converted 
standard~ for each population group in the new adult group are described in Table 1. 
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Table 1: Adult Group Eligibility Standards and FMAP Methodology Features 

Covered Populations Within New Adult Group 
Population Group 

A 

Parents/Caretaker 
Relatives 

Disabled Persons, 
non-institutionalized 

Disabled Persons, 
institutionalized 

Children Age 19 

Childless Adults 

TN No. 
Supersedes 
TN No. 

or 20 

Relevant Population Group :Income 
Standard 

For each population group, 
indicate the lower of: 

• The reference in the MAGI 
Conversion Plan (Part 2) to the 
relevant income standard and the 
appropriate cross-reference, or 

• 133% FPL . 

If a population group was not 
covered as of 12/1/09, ente:i; "Not 
covered•. 

B 
Attachment A, column C, Line 1 of 
Part 2 of the CMS approved MAGI 
Conversion Plan, including any 
subsequent CMS approved 
modifications to the MAGI 
Conversion Plan 
Attachment A, column C, Line 2 of 
Part 2 of the CMS approved MAGI 
Conversion Plan, including any 
subsequent CMS approved 
modifications to the MAGI 
Conversion Plan 
Attachment A, column C, Line 3 of 
Part 2 of the CMS approved MAGI 
Conversion Plan, including any 
subsequent CMS approved 
modifications to the MAGI 
Conversion Plan 
NA 
Attachment A, column C, Line 5 of 
Part 2 of the CMS approved MAGI 
Conversion Plan, including any 
subsequent CMS approved 
modifications to the MAGI 
Conversion Plan 

14-002 
Approval Date: 

NEW 

Applicable Population Adjustment 

Resource Enrollment Special Other 
Proxy Cap Circumstances Adjustments 

Enter •y• (Yes), "N" (No), or "NA" in the appropriate column to 
indicate if the population adjustment will apply to each 
population group. Provide additional information in 
corresponding attachments. 

C D E F 

No No No No 

No No No No 

' 
No No No No 

NA NA NA NA 

No Yes No No 

05/16/2014 Effective Date: 01/01/2014 
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Part 2 - Population-based Adjustments to the Newly Eligible Population Based on 
Resource Test, Enrollment Cap or Special Circumstances 

A. Optional Resource Criteria Proxy Adjustment (42 CFR 433. 206 (d)) 

1. The state: 

D Applies a resource proxy adjustment to a population group(s) that 
was subject to a resource test that was applicable on December 1, 
2009. 

l8I Does NOT apply a resource proxy adjustment (Skip items 2 through 3 
and go to Section B) 

Table 1 indicates the group or groups for which the state applies a 
resource proxy adjustment to the expenditures applicable for 
individuals eligible and enrolled under 42 CFR 435.119. A resource 
proxy adjustment is only permitted for a population group(s) that was 
subject to a resource test that was applicable on December 1, 2009 . 

The effective date(s) for application of the resource proxy adjustment 
is specified and described in Attachment B. 

2. Data source used for res·ource proxy adjustments: 

The state: 

D Applies existing state data from periods before January 1, 2014. 

D Applies data obtained through a post-eligibility statistically 
valid sample of individuals. 

Data used in resource proxy adjustments is described in Attachment B. 

3. Resource Proxy Methodology: Attachment B describes the sampling 
approach or other methodology used for calculating the adjustment. 

B. Enrollment Cap Adjustment (42 CFR 433.206(e)) 

1. l8I An enrollment cap adjustment is applied (complete items 2 through 
4). 

D An enrollment cap adjustment is not applied (skip items 2 through 4 
and go to Section Cl. 

'l'N No. 
Supersedes 
TN No. 
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2. Attachment C describes any enrollment caps authorized in section 1115 
demonstrations as of December 1, 2009 that are applicable to 
populations that the state covers in the eligibility group described at 
42 CFR 435.119 and received full benefits, benchmark benefits, or 
benchmark equivalent benefits as determined by CMS. The enrollment cap 
or caps are as specified in the applicable section 1115 demonstration 
special terms and conditions as confirmed by CMS, or in alternative 
authorized cap or caps as confirmed by CMS. Attach CMS correspondence 
confirming the applicable enrollment cap(s). 

3. The state applies a combined enrollment cap adjustment for purposes of 
claiming FMAP in the adult group: 

181 Yes. The combined enrollment cap adjustment is described in 
Attachment C. 

0 No. 

4. Enrollment Cap Methodology: Attachment C describes the methodology for 
calculating the enrollment cap adjustment, including the use of 
combined enrollment caps, if applicable. 

C. Special Circumstances (42 CFR 433.206(g)) and Other Adjustments to the Adult 
Group FMAP Methodology 

1. The state: 

D Applies special circumstances adjustment(s). 

181 Does not apply a special circumstances adjustment. 

2. The state: 

D Applies additional adjustment(s) to the adult group FMAP 
methodology (complete item 3). 

181 Does not apply any additional adjustment(s) to the adult group FMAP 
methodology (skip item 3 and go to Part 3). 

3. Attachment D describes the special circumstances and other proxy 
adjustment(s) that are applied, including the population groups to 
which the adjustments apply and the methodology for calculating the 
adjustments. 

TN No. 
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Part 3 - One-Time Transitions of Previously Covered Populations into the New 
Adult Group 

A. Transitioning Previous Section 1115 and State Plan Populations to the New 
Adult Group 

181 Individuals previously eligible for Medicaid coverage through a section 
1115 demonstration program or a mandatory or optional state plan 
eligibility category will be transitioned to the new adult group 
described in 42 CFR 435.119 in accordance with a CMS-approved 
transition plan and/or a section 1902(e) (14) (A) waiver. For purposes 
of claiming federal funding at the appropriate FMAP for the populations 
transitioned to ~ew adult group, the adult group FMAP methodology is 
applied pursuant to and as described in Attachment E, and where 
applicable, is subject to any special circumstances or other 
adjustments described in Attachment D.· 

O The state does not have any relevant populations requiring such 
transitions.-

Part 4 - Applicability of Special l"MAP Rates 

A. Expansion State Designation 

The state: 

O Does NOT meet the definition of expansion state in 42 CFR 433.204(b). 
(Skip section Band go to Part 5) 

181 Meets the definition of expansion state as defined in 42 CFR 
433.204(b), determined in accordance with the CMS letter confirming 
expansion state status, dated 1/23/2014. 

B. Qualification for Temporary 2.2 Percentage Point Increase in FMAP. 

The state: 

181 Does NOT qualify for temporary 2.2 percentage point increase in FMAP 
under 42 CFR 433.l0(c) (7). 

O Qualifies for temporary 2.2 percentage point increase in FMAP under 42 
CFR 433.l0(c) (7), determined in accordance with the CMS letter 
confirming eligibility for the temporary FMAP increase, dated (insert 
date). The state will not claim any federal funding for individuals 
determined eligible under 42 CFR 435.119 at the FMAP rate described in 
42 CFR 433.10(c)(6). 

TN No. 
Supersedes 
TN No. 

14-002 

NEW 
Approval Date: 05/16/2014 Effective Date: 01/01/2014 

5 



C 

Supplement 18 to Attachment 2.6-A 
Page 6 

Part 5 - State Attestations 

The State attests to the following: 

A. The application of the adult group FMAP methodology will not affect the 
timing or approval of any individual's eligibility for Medicaid. 

B. The application of the adult group FMAP methodology will not be biased in 
such a manner as to inappropriately establish the numbers of, or medical 
assistance expenditures for, individual~ determined to be newly or not newly 
eligible. 

ATTACHMENTS 

Not all of the attachments indicated below will apply to all states; some 
attachments may describe methodologies for multiple population groups within the 
new adult group. 
with this SPA: 

Indicate those of the following attachments which are included 

181 Attachment A - Conversion Plan Standards Referenced in Table 1 

D Attachment B - Resource Criteria Proxy Methodology 

181 Attachment C - Enrollment Cap Methodology 

D Attachment D - Special Circumstances Adjustment and Other Adjustments to the 
Adult Group FMAP Methodology 

181 Attachment E - Transition Methodologies 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information 
unless it displays a valid 0MB control number . The valid 0MB number for this information collection is 0938-1148 . 
The time required to complete this information collection is estimated to average 4 hours per response, including the 
time to review instructions , searching existing data resources, gather data needed, and completed and review the 
information collection. If you have comments concerning the accuracy of the time estimate (s) or suggestions for 
improving this form, please write to CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-
26-05, Baltimore, Maryland 21244-1850. 
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Most Recent Updated Summary Information for Part 2 of Modified Adjusted Gross Income (MAGI) conversion Plan• 

HAWAII 

02/28/2014 

Source of 

Converted information in 
Net 

standard Same as converted Column C (N- SIPP 
Population Group standard as eligibility standard? conversion or Part 1 Data source for Conversion 

of 12/1/09 for FMAP 
(yes, (SIPP or state data) 

claiming no, or n/a) of approved state 
MAGI conversion 

plan) 

A B C D I!: F 

Conversions for l'NAP Claiming Purposes ' 

Parents/Caretaker Relatives 
Part 1 of approved 

1 FPL% 100% 100% yes state MAGI SIPP 
conversion plan 

Non-institutionalized Disabled 
Persons 

2 n/a new SIPP conversion SIPP 
FPL % 100% 100% 

Institutionalized Disabled Persons 

3 100% 100% n/a new SIPP conversion SIPP 

FPL% 
I 

Children Age 19-20 

4 n/a n/a n/a n/a n/a 
•' 

Childless Adults 
Part 1 of approved 

5 100% 100% yes State MAGI SIPP 
conversion plan 

FPL% 

n/a: Not applicable. 
*The numbers in this summary chart will be updated automatically in the case of modification in the CMS approved MAGI conversion plan. 
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Methodology For Identification For Applicable FMAP Rates. Refer to the January 23, 
2014 correspondence between the State and CMS confirming the FMAP rates for our adult 
population, confirmation of expansion state status, and the enrollment cap for 
childless adults. 

The federal medical assistance percentages (FMAP) percentages for individuals in the 
Adults Group shall be determined as follows: 

1) Monthly capitation payment files (RP 250) are produced by the 5 th working day of 
each month. The monthly files contain payment and member month information for 
those enrolled during that month and retroactive payments from any previous 
month. 

2) On 12/1/09 the baseline enrollment for the childless adults was 27,265. To 
calculate the percentage of expenditures that should be charged to the newly 
eligible populations (100% FMAP) Hawaii will extract all members with Eligibility 
Code (elg cd) equal to "A42". Code A42 is assigned by the eligibility system as 
childless adults with a FPL not to exceed 100%. 

3) A count of member months will be totaled for each month during the quarter. A 
member month is defined as any member enrolled for any period during that month. 
If a member is enrolled during a partial month it is counted as one member month. 

4) The following are examples of how calculations will be completed. 

Expenditures for the childless adult population will include capitation payments 
and non-capitation payments including transplant services, behavioral health 
services, and fee for service payments not included in the capitation rates. 

January 2014-25,000 
February 2014 - 26,000 
March 2014-27,000 

Avg. Member Months for QTE 3/31/14-78,000/3=26,000 

27265/26000=105% but capped at 100% 

Expenditures-$50,000,000 

$50,000,000 or 100% of the expenditures for childless adults will be charged to 
the transitional FMAP rate of 75.93% 

TN No. 
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April 2014-30,000 
May 2014-35,000 
June 2014-40,000 

Avg. Member Months for QTE 6/30/14-105,000/3=35,000 

27,265/35000=77 . 9% 

Expenditures $60,000,000 

Attachment C 
Page 2 

46,740,000 or 77.9% of the expenditures will be charged to the newly e~igible 
group at the transitional FMAP rate of 75.93% and $13,260,000 or 22.10% will be 
charged to the newly eligible population at 100% FMAP. 

5) The quarterly average member month data and baseline number will be submitted to 
CMS by the first of each month following the end of the quarter to load into the 
MBES system. The information will be emailed to CMS Central Office and to CMS 
Regional Office. 
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Hawaii QUEST Expanded Medicaid - Demonstration Transition Plan Addendum 

Coverage in 2014 

1. The state does not intend to make any reductions to state plan eligibility 

for January 1, 2014. State plan beneficiaries will not have to take any 

action outside of the standard redetermination process. 

2. The state will be delaying redetermination through March 31, 2014. 

3. The state will transfer approximately 30,000-40,000 adults below 138 percent 
of federal poverty level (FPL) from the demonstration into the new adult 
group. This transition will require no action on the part of the beneficiary 
outside of the standard redetermination process. 

B. Process for Transition 

1. Per the approved demonstration, Hawaii expanded coverage effective October 1, 

2013. The January 1, 2014 transition of demonstration beneficiaries to the 

Medicai d state plan will be seamless from the perspective of the beneficiary . 

2. The state's new eligibility and enrollment system went live on October 1, 
2013. During the last week of September, the state conducted a mass 
conversion of data from the old system to the new system. This involved a 
crosswalk between the systems, migration of the data, and then a conversion to 
the new coding. 

3. The state is currently using prepopulated renewal forms and will continue 
to use them in the future. 

4. The state will collect the additional information necessary for a Modified 

Adjusted Gross Income (MAGI) determination at the beneficiary's 

redetermination, beginning April 2014. 

5. Hawaii checks an individual for all Medicaid eligibility categories 

prior to terminating the individual from the Medicaid or 

demonstration program. 
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6. Hawaii operates a State-based Marketplace (SBM). The Medicaid and SBM are 

separate entities. All applications for financial assistance are sent first 

to the Medicaid program, where individuals are screened for Medicaid 

eligibility. If the beneficiary is determined ineligible for Medicaid, the 

state will send all of the beneficiary's information electronically to the 

SBM. The SBM will then make an eligibility determination of for the 

Advanced Premium Tax Credit (APTC). 

C. Notification Process/Notices 

1. The state sent notices in both August and September 2013 to current 

beneficiaries informing them of the upcoming changes in eligibility and 

expansion program. 

2. The state's Alternative Benefit Plan (ABP) has not yet been approved; however, 
Hawaii does not expect the approval of the ABP to result in any benefit 
changes for beneficiaries. 

3. Hawaii does not intend to send any additional notices to beneficiaries moving 
from the demonstration to the state plan. Since this process will be 
seamless and not involve any change to benefits, the state feels that 
additional noticing would only create confusion about a process that will be 
seamless to the beneficiary. 

D. Community outreach 

1. The SBM received level II grants to help inform people about the Marketplace. 

The state is marketing its SBM and Medicaid program as a continuum of •help 

with health insurance". 

2. The SBM has substantial outreach efforts to encourage people to apply. The 
SBM is working with navigators. 

3. The state has advertisements in the community about the new healthcare 
options and expansion. 
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0 . Medicaid Eligibility 

0MB Control Number 0938-1148 

42 CPR 435.403 

.,, ,_ 

State Rmdeacy 

r7I The state provides Medicaid to otherwise eligible residents of the nm. including residents· wbo are absent from the state under 
w certain conditiona. 

Individuals are considered to be residents of the state Wider the foilowing conditions: 

I] Non-institutionalized individuals age 21 and over, or under age 21, capable of indicating intent and who are emancipated or 
married, if the individual is living in 1he state and: 

llJ Intaads to reside in the state, including without a fixed address, or 

Ii) Entered the state with a job commitment or seeking employment, whether or not currently employed. 

Iii Individuals age 21 and over, not living in an instiaution, who are not capable of indicating intent, are residents of the state in 
which they live. 

Ii] Non-institutionalized individuals under 21 not described above and non IV-E beneficiary children: 

[I) Residing in the state, with or without a fixed address, or 

Ii.I Th~ state of residency of tho parent or caretaker, in 11CCOrdance with 42 CPR 43S.403(h)(l), with whom the individual 
resides. 

Iii Individuals living in institutions, u defined in 42 CFR435.1010, ihcluding foster caro homes, who became incapable of 
indicating intent before age 21 and individuals under age 21 who arc not emancipated or mamed: 

Ill Regardless of which state the individual resides, if the parent or guardian applying for Medicaid OD the individual's behalf 
resides in the l18t.e, or 

Iii Regardless of which state the Individual resides, if the parent or guardian resides in the state at the time of the individual's 
placement, or • 

If the individual applying for Medicaid OD tho individual's behalf resides in the state and 1he pa,ental rights of the 
II) institudonalized individuah parent(s) were terminated and no guardian has been appointed and the individual is 

institutionalized in the state. 

Ii] Individuals living in institutions who became incapable of indicating intent at or after ago 21, if physically present in the state, 
unless another state made the p.-.aillllt. 

Ill Individuals who have been placed in an out-of-state institution, including foster care ~mes, by an agency of the state. 

Iii Any other institutionali7.cd individual age 21 or over when living in the state with the intent to reside there, and not placed in the 
institution by another state. 

Ii] IV-E eligible childnm living in the s-, or 

TN No: 13-0007-MMS 
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~ ) .' . .,_ Medicaid. Eligibility . 
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.II Otherwise meet the reqwremems of 42 CPR 435.403. 
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0 Medicaid Eligibility 

Meet the aitcria specified in an interstate agreement. 

® Yes O No 

M The ldm has intcrstat.e agreements with the following selected states: 

181 Alabama 181 Illinois 181 Momana 

181 Alaska 181 Indiana 181 Nebraska 

181 Arimna 181 Iowa 181 Nevada 

181 A1kansas 181 Kansas 181 New ffanq,shire 

181 California 181 Kentucky 181 New Jersey 

181 Colorado 181 Louisiana 181 New Mexico 

181 Connecticut 181 Maine 181 NewYork 

181 Delaware 181 Maryland 181 North Carolina 

181 District of Columbia 181 Massachusetts 181 North Dakota 

181 Florida 181 Michigan 181 Ohio 

181 Georgia 181 Minnesota 181 Oklahoma 

181 Hawaii l8l Mississippi 181 Oregon 

181 Idaho l8l Missouri 181 Pennsylvania 

181 Rhode Island 

181 South Carolina 

181 South Dakota 

181 ·Tennessee 

181 Texas 

181 Utah 

,181 Vermont 

181 Virginia 

181 Washington 

181 W c.9t Virginia 

181 Wisconsin 

181 Wyoming 

Iii The interatme agreement contains a procedure for providing Medicaid to individuals pen~g resolution of their residency 
• status and_aiteria for resolving ~putcd residency of individuals who (select all that apply): 

181 Are IV-E elisJ"ble 

D Are in the state only for the purpose of attending school 

D Are out of the state only fur the purpose of attending school 

D Retain addresses in both states 

□ Other type of individual 

The state has a policy iei.ted to individuals in the state only to attend school. 

® Yes O No 

Provide a description of the policy: 

Medicaid eligibility is based upon tlio tax filing status of the individual. If the individual is claimed as dependent by an 
out-of-state tax filer, the individual is ineligible for medical assistance unless the individual provides additional evidence of 
residency. 

Ii) Otherwise meet the criteria of resident. but who may be temporarily absent tiom the state. 
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Medicaid Eligibility 

The state bas a dcfinmon of temporary ablClllce_ including treatment of individuals who atteatd so)Jool ln another state. 

@ Yes O No 

Provide a descri~ of the definition: 

MediQII uaistloce aball. be provided to an individual temporarily absent &-om the lbde, which may include an 
individmil aanding llChool ll;l another llate and is claimed u a dependent by an in-state tax filer who: 

{l) Meets all c:oaditions of eligibility for medicll.l assislalice as specified jn. the dcpartl]Deat rules; 
(2) Maintains Jfawaii residency; and 
{3) Requires medical services outside die State under circums1ances where services were ~ergent or when it would 
be impractical to return to tho State for the: neceua,y services. 

EM Disclosure Statement 
According to ~ ~Paperwodc Reduction Ad of 199S, no pcnom are required 1D respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control num• for this informadon collection is 0931-1148. The: time required to complete 
this information ~llection ii estimated to average 40 bom per response, including the: time 1D review instructions. search existing data 
resouroes, gather the data needed. and complete and review the: information collection. If you have: comments concerning the accuracy of 
the time: estimatl:(s) or sugesticms for improving this funn, please wri~ to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26--05, Baltim.ore, Mal}'~ 21244-1850. 
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1902(a)(46)(B) 
8 U.S.C. 1611, 1612, 1613, and 1641 
1903(vX2),(3) and (4) 

. 42 CFR 435.4 
4i CFR 435.406 

• 42 CFR 435.956 

Citizenship and Non-cttiun Ellglbillty 

Medicaid Eligibility 

0MB Control Number 0938-1148 
0MB Ex iration date: 10/3lfl014 

The state provides Medicaid to citiz.ens and nationals of the Unit.ed States and certain non-citiz.ens consistcnJ with requirements of 42 
121 CFR 435.406, including during a reasonable opportunity period pending verification of their citi7.ellllhip, national status or 

satisfil.ctory immigration status. 

Ii] The state provides Medicaid eligibility to otherwise eligible individuals: 

Iii Who are citiz.ens or natio~aJs of the United States; and 

Who are qualified non-citiz.ens as defined in section 431 of the Personal Responsibility and Work Opportuajty 
Iii Reconciiiation Act (PRWORA) (8 U.S.C. §1641), or whose eligibility is required by section 402(b) of P.RWORA (8 U.S.C. 

§1612(b)) and is not prohibited by section403 ofPRWORA (8 U.S,C. §1613); and 

Who have declared themselves to be citiz.ens or nationals of the United States, or an individual having satisfactory 
immigration status, during a reasonable opportunity period pending verification of their citi7.ellShip, nationality or 

Ii] satisfactory immigration sta1lJs consistent with requirements of 1903(x), 1137(d), 1902(ee) of the SSA and 42 CFR 435 .406, 
and 956. 

The reasonable opportunity period begins on and extends 90 days from the date the notice of reasonable opportunity is 
i:eceived by the individual. •• 

The agency provides for an extension of the reasonable opportunity period if the individual is making a good faith effort to 
resolve any inconsistencies or obtain any 11CCC11Sary documentation, or the agency needs more time to complete the 
verification process. 

®Yes 0No 

The agency begins to furnish benefits to ~thcrwise eligible individuals during the reasonable opportunity period on a date 
earlier than the date the notice is received by the individual. 

@Yes 0No 

The date benefits are furnished is: 

® The date of application contalning the declaration of citiunship or immigration status. 

0 The date the reasonable opportunity notice is sent. 

0 Other date, as described: 
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Medicaid Eligibility 

The state provides Medicaid coverage to all Qualified Non-Citimns whose eligibility is no! prohibi~ by SCC?tion 403 of PR WORA 
(8 u.s.c. §1613). : 

@Yes 0No 

The state elects the option to provide Medicaid coverage to otherwise eligible individuals under 21 and. pregnant women, lawfully 
residing in the United States, as provided in section 1903(v)(4) of the Act. 

@Yes 0No 

181 Pregnant women 

181 Individuals under age 21: 

0 Individuals under age 21 

0 Individuals under age 20 

@>°Individuals under age 19 

[ii An individual is considered to be lawfully residing in the United States ifhe or she is lawfully present and otherwise meets the 
eligibility requiiements in the state plan. 

Ii] An individual is considered to be lawfully present in the United States ifhe or she: 

I. ls a qualified non-cim:en as defined in 8 U.S.C. 1641(b) and (c); 

2. Is a non-citizen in a valid nonimmi.grant status, as defined in 8 U.S.C. 110 l(a)(lS) or otherwise under the immigration laws (as 
defined in 8 U.S.C. 1101(a)(17)); 

3. Is a non-citi7.en who has been paroled into the United States in accordance with 8 U.S.C. 1182(d)(S) for less than 1 year, 
except for an individual paroled for prosecution. for deferred inspection or pending removal proceedings; 

4. Is a non-cim.en who belongs to one of the following classes: 

Ii) Granted temporary resident status in accordance with 8 U.S.C. 1160 or l25Sa, respectively; 

Iii Granted Temporary Protected Status (TPS) in accordance with 8 U.S.C. § 1254a, and individuals with .pending 
applications for TPS who have been granted employment au1horiz.ation; 

Iii Granted employment authorimtion under 8 CFR 274a.12(c); 

Iii Family Unity beneficiaries in accordance with section 301 of Pub. L. 101-649, as amended; 

Ii] Under Deferred Enforced Departure (OED) in accordance with a decision made by the President; 

Ii) Granted Deferred Action status; 

Ii) Granted an administrative stay of removal under 8 CPR 241; 

Ii] Beneficiary of approved visa petition who has a pending application for adjustment of status; 

S. ls an individual with a pending application for asylum under 8 U.S.C. 11S8, or for withholding of removal under 8 
U .S.C.1231, or under the Convention Against Torture who • 

Iii Has been granted employment authori7.8tion; or 

Iii Is under the age of 14 and has had an application pending for at least 180 days; 
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0 Medicaid Eligibility 

6. Has been granted withholding of removal under the Convention Against Torture; 

7. Is a child who has a pending application for Special Immigrant Juvenile status as described in 8 U.S.C. 11 D l(a)(27)(J); 

8. Is lawfully present in American Samoa under the immigration laws of American Samoa; or 

9. Is a victim of severe trafficking in perso.ns, in accordance with the Victims of Trafficking and Violence Protection Act of 
2000, Pub. L. 106-386, as ame':'1-ded (22 U.S.C. 7105(b)); 

10. Exception: An individual with deferred action under the DepartmentofHome~d Secyrity's deferred action for the 
childhood arrivals process, as described in the Secretary ofHomeland Security's June B, 2012 memorandum, shall not be 
considered to be lawfully present with respect to any of the above categories in paragraphs (1) through (9) of. this definition. 

0 Other 

The state assures that it provides limited Medicaid services for treatment of an emergency medical condition, not related to an 
organ transplant procedure, as defined in 1903(v)(3) of the SSA and implemented at 42 CPR 440.255, to the following 

121 individuals who meet all Medicaid eligibility requiremen1s, except documentation of citizenship or satisfactory immigration 
status and/or present an SSN: 

Ii] Qualified non-citizens subject to the 5 year waiting period described in B U.S.C. 16 l~; 

Iii Non-qualified non-citi7.ens, unless covered as a lawfully residing child or pregnant woman by the state under the option in 
• accordance with 1903(v)(4) and implemented at 435.406(b). 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the • needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850. 
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State Plan Section Complete Pages Removed. l>ax;-tial Pages Removed 
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Page 1 :.: P.age 2, A.2.b 
Page 3 Page 2, A.2.c 
Page 3a Page 2a, A.3 
Page 4 Page 9c, B. l remove 
Page 4a "Caretaker relatives" 

Attachment 2. 2-A 
Page 12 and "Pregnant women" 
Page 13 Page 20, 8.14 
Page 13a Page 23c, 8.19 
Page 14 Page 23c, 8.22 
Page 14a Page 25, C.4 
Page 21 
Page 23 
Page 23b 

Supplement 1 to Attachment 2.2-A Page 1 

Page 3b Page 1, A.2.a(i) and 
Page lla (iii) 
Page 16 Page 6 related to AFDC 
Page 19 recipients, pregnant 

Attachment 2. 6-A 
Page 19a women, infants, and 
Page 19b children 
Page 21 Page 7, l .a(l) and (2) 

Page 12, 5.e(2) and 
(3) 

.Page 18, 5.e 
Page 25, 11. a (3) 

Supplement l to Attachment 2.6-A Pages 1-4 

Supplement 2 to Attachment 2.6-A Pages 1-5 

1 



Page 1, "Pregnant 
Supplement Sa to Attachment 2.6-A womeri ·and children -

no limit on resources " 

Page 1, #1 
Page 1, #2 delete 
citations for AFDC-

Supplement Ba to Attachment 2.6-A related groups 
Page 2, delete 
citations for AFDC-
rel;ated groups 

· supplement 14 to Attachment 2.6-A Pag~ 1 

,., 

Supplement 15 to Attachment 2.6-A Pages 1-3 
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Medicaid Eligibility 

Enter the AFDC Standards below. All states must enter: 

MA PI-equivalent AFDC Payment Standard in Effect As of May 1. 19&8 and 
AFDC Payment Smndard in Effect AJ of July 16, 1996 

Entry of other standards is optional . 

. The.stal)~ is as (ollows: 

® Statewide standard 

0 Standard varies by region 

0 Standard varies by Jiving arrangement 

0 Standard varies in some other way 
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Medicaid Eligibility 

Additional incremental amount 
Household size Standard ($) @· Yes QNo 

1 493 Increment amount 

2 653 

3 795 

4 938 . 

s 1,083 

6 1,232 

7 1,391 

8 1,508 

9 1,623 

10 1,739 

11 1,857 

12 1,974 

13 2,091 

14 2,201 

IS 2,32S 

The dollar amounts increase automatically each year 

OYes @No 

The standard is as follows: 

@ Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 
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Medicaid Eligibility 

0 Standard varies in some other way 

Additional incremen'lal amount 

@Yes 0No 

418 Increment am01mt sl ,_ 146 __ .... 

565 

712 

859 

1,006 

1,153 

1,300 

1,446 

1,593 

1,740 

1,887 

2,034 

2,181 

2,328 

2,475 

The dollar amounts increase automatically each year 

0 Yes @No 

The standard is as follows: 

0 Statewide standard 
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Medicaid Eligibility 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amounts inc~ au(omatically each year 

0Yes 0No 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes O No 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes O No 

TN No: 13-0007-MMl 
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The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

Medicaid Eligibility 

0 Standard varies by liviQg amingement 

0 Standard varies in some other way 

The dollar amounts increase automatically each y~ 

0Yes 0No 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes O No 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes O No 

TN No: 13-0007-MMl 
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Medicaid Eligibility 

PRA Disclosure Statement 
According to the Paperwork Reduction: Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. Tho valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructjons, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time esti'°8fe(s) or suggestions for improving this form, please write to: C~, 1500 Security Boulevard, Aun: PRA Reports Clearance 
Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850. 
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Medicaid Eligibility     

Transmittal Number: 13

State Name: Hawaii OMB Control Number: 0938‐1148

Expiration date: 10/31/2014- 07 - 0000

Presumptive Eligibility by Hospitals S21

42 CFR 435.1110

One or more qualified hospitals are determining presumptive eligibility under 42 CFR 435.1110, and the state is providing Medicaid 
coverage for individuals determined presumptively eligible under this provision.

Yes No

The state attests that presumptive eligibility by hospitals is administered in accordance with the following provisions:✔

A qualified hospital is a hospital that:■

Participates as a provider under the Medicaid state plan or a Medicaid 1115 Demonstration, notifies the Medicaid agency of 
its election to make presumptive eligibility determinations and agrees to make presumptive eligibility determinations 
consistent with state policies and procedures.

■

Has not been disqualified by the Medicaid agency for failure to make presumptive eligibility determinations in accordance 
with applicable state policies and procedures or for failure to meet any standards that may have been established by the 
Medicaid agency.

■

Assists  individuals in completing and submitting the full application and understanding any documentation requirements.

Yes No

The eligibility groups or populations for which hospitals determine eligibility presumptively are:■

Pregnant Women■

Infants and Children under Age 19■

Parents and Other Caretaker Relatives■

Adult Group, if covered by the state■

Individuals above 133% FPL under Age 65, if covered by the state■

Individuals Eligible for Family Planning Services, if covered by the state■

Former Foster Care Children■

Certain Individuals Needing Treatment for Breast or Cervical Cancer, if covered by the state■

Other Family/Adult groups:

Eligibility groups for individuals age 65 and over

Eligibility groups for individuals who are blind

Eligibility groups for individuals with disabilities

Other Medicaid state plan eligibility groups

Demonstration populations covered under section 1115
TN No:  13-0007-MM7 
Hawaii
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Page 2 of 3

Medicaid Eligibility     

The state establishes standards for qualified hospitals making presumptive eligibility determinations.

Yes No

Select one or both:

The state has standards that relate to the proportion of individuals determined presumptively eligible who submit a regular 
application, as described at 42 CFR 435.907, before the end of the presumptive eligibility period.

Description of standards:

1. An 85% accuracy rate for correctly determined applications for HPE. This will be determined
analyzing the HPE applications submitted by the hospital and evaluated for accuracy by EB staff;
2. 90% of individuals are offered help from hospital PE staff to complete the full Medicaid
application;
3. 90% of hospital PE applicants will either submit a DHS 1100 application or an attestation
sheets (completed by hospital staff for individuals who did not want to apply for regular
Medicaid); and
4. 90% of hospital PE application packets shall be submitted timely  (within 5 days from
submission of HPE application) by the participating hospital to Med-QUEST Eligibility Branch.

The state has standards that relate to the proportion of individuals who are determined eligible for Medicaid based on the 
submission of an application before the end of the presumptive eligibility period.

The presumptive period begins on the date the determination is made.■

The end date of the presumptive period is the earlier of:■

The date the eligibility determination for regular Medicaid is made, if an application for Medicaid is filed by the last day of 
the month following the month in which the determination of presumptive eligibility is made; or

The last day of the month following the month in which the determination of presumptive eligibility is made, if no 
application for Medicaid is filed by that date.

Periods of presumptive eligibility are limited as follows:■

No more than one period within a calendar year.

No more than one period within two calendar years.

No more than one period within a twelve-month period, starting with the effective date of the initial presumptive eligibility 
period.

Other reasonable limitation:

The state requires that a written application be signed by the applicant, parent or representative, as appropriate.

Yes No

The state uses a single application form for Medicaid and presumptive eligibility, approved by CMS.

The state uses a separate application form for presumptive eligibility, approved by CMS.  A copy of the application form is 
included.

An attachment is submitted.
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Medicaid Eligibility     

The presumptive eligibility determination is based on the following factors:■

The individual’s categorical or non-financial eligibility for the group for which the individual’s presumptive eligibility is 
being determined (e.g., based on age, pregnancy status, status as a parent/caretaker relative, disability, or other requirements 
specified in the Medicaid state plan or a Medicaid 1115 demonstration for that group)

■

Household income must not exceed the applicable income standard for the group  for which the individual's presumptive 
eligibility is being determined, if an income standard is applicable for this group.■

State residency

Citizenship, status as a national, or satisfactory immigration status

The state assures that it has communicated the requirements for qualified hospitals, and has provided adequate training to the 
hospitals.  A copy of the training materials has been included.✔

An attachment is submitted.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938‐1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4‐26‐05, Baltimore, Maryland 21244‐1850.

V.20140415
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State of Hawaii 
Department of Human Services 
Med-QUEST Division 

Please use this form to apply if you are a patient 
of the hospital, a patient’s family member, or a 
community member. 

Application for Presumptive Eligibility for Medicaid 

Use this form to find out quickly if you qualify for presumptive eligibility for Medicaid.  
Presumptive eligibility offers you and your family immediate access to health care while you 
apply for regular Medicaid or other health coverage.   

To find out if you qualify for regular Medicaid or other health coverage, you must complete the 
Hawaii Application for Health Coverage & Help Paying Costs.  While you wait to learn if you 
qualify for regular Medicaid or other health coverage, you can get your health services through 
presumptive eligibility for Medicaid.   

You can also apply for regular Medicaid and other health coverage online at 
mybenefit.hawaii.gov, via telephone, in person, or by mail.   

Who can 
qualify for 
presumptive 
eligibility for 
Medicaid?   

You can qualify for presumptive eligibility for Medicaid if you meet 
all of these rules: 

• Your income is below the applicable monthly limit.
• You are a U.S. citizen, U.S. national, or eligible non-citizen.
• You do not already have Medicaid.
• You have not had presumptive eligibility for Medicaid in the

past 12 months.
• If you are pregnant, you have not had presumptive

eligibility for Medicaid during this pregnancy.
• You are in one of the groups that qualifies for presumptive

eligibility for Medicaid:
• Children under 19 years of age
• Parents and caretaker relatives
• Pregnant women
• Other adults age 19 – 64 years
• People under age 26 who were in foster care

How can I get 
help with this 
application?   

Ask your hospital representative or call us toll free at 1-800-316-
8005.  If you need help in a language other than English, call toll 
free at 1-800-316-8005 and tell the customer services 
representative the language you need.  We will get you help at no 
cost to you.  TTY/TTD users call toll free at 1-800-603-1201.   

TN No:  13-0007 MM7 Approval Date: Effective Date: January 1, 2014  
Hawaii      HPE Application - 1 
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TN No:  13-0007 MM7 Approval Date: Effective Date: January 1, 2014  
Hawaii      HPE Application - 2 

This is an important letter from the Department of Human Services. Please call the phone number located on the letter. 
When you call, you will be asked what language you speak and your call will be put on hold for an interpreter. You can 
also call 1-800-316-8005 for all DHS services. 

English 

這是一封從人類服務部門發出的重要信件。請撥打信上的電話號碼。當你打電話時，你將會被詢問你講什麼語言，您的通話 

將被擱置直到接通翻譯服務。其他人類服務部門的服務, 您可以致電到 1-800-316-8005. 

Cantonese 

Ei taropwe mi auchchea seni ewe putain tumwunun aramas (Department of Human Services). Kose mwochen kokkori 
na nampan foon won na taropwe. Nupwen omw kokko, repwe eisinuk menni kkapas ke sine pwe repwe kkutta ngonuk 
emon choon chiaku. Ka pwan tongeni kokkori 1-800-316-8005 ren meinisin aninnis seni DHS. 

Chuukese 

Ceci est une lettre importante du Department of Human Services (DHS). S'il vous plaît, faire un appel téléphonique au numéro 
de téléphone situé sur la lettre. Lorsque vous téléphonez, quelqu'un va vous demander quelle langue vous parlez, et votre 
appel sera mis en attente pour un interprète. Vous pouvez aussi téléphoner 1-800-316-8005 pour tous les services de DHS. 

French 

Dies ist eon wichtiger Brief von der Abteilung Menschlicher Dienste (DHS). Bitte rufen Sie die Telefonnummer, die auf dem Brief 
gefunden wurde. Wenn Sie rufen, werden Sie gefragt werden, welche Sprache Sie sprechen, und Ihr Anruf wird auf Wartestellung 
für einen Dolmetscher geschaltet werden. Sie können 1-800-316-8005 für alle DHS Dienste auch rufen. 

German 

He leka ko'iko'i keia mai ka 'Oihana Lawelawe Kanaka (Department of Human Services). E kelepona mai i ka helu 
kelepona ma luna o ka leka. Ke kelepona 'oe, e ninau 'ia ana 'oe he aha kau 'olelo 'oiwi a laila e kali 'oe a loa'a ke 
kanaka mahele 'olelo. Hiki pu ia 'oe ke kelepona i 1-800-316-8005 no na lawelawe a pau a ka 'Oihana Lawelawe 
Kanaka (DHS). 

Hawaiian 

Daytoy ket importante nga surat nga naggapu iti Department of Human Services. Pangaasi nga tawagan yo iti numero iti telepono 
nga nakakabil iti daytoy nga surat. Nu umawag kayo, saludsuden da nu anya iti panagsasao yo ket urayen yo nga maiyallatiw iti 
tawag yo iti intepreter. Mabalin kayo nga umawayg iti 1-800-316-8005 para kadagiti amin nga serbisyo iti DHS. 

Ilocano 

ハワイ州人道的奉仕局からの大切なお知らせです。 この紙面に書かれている番号にお電話ください。 電話を された時
に、貴方がどの言語を話されているかを聞かれます、 通訳に接続 されるまでしばらくお待ち ください。 ＤＨＳのどの
サービスにも、 この電話番号 1-800-316-8005 で対応いたします.

Japanese 

인간 서비스 부서에서 보내는 중요한 편지 입니다. 이편지에 기재된 전화번호로 전화를 하시요. 당신이 전화를 할때 당신이 
사용하는 언어를 물을것이고 그언어의 통역인에게 연결할것 입니다. 당신은 모든 인간 서비스 부서(디에이치에스)에 도움을 
받기 위해서1-800-316-8005 로 전화 할수 있읍니다 

Korean 

这是一封从人类服务部门发出的重要信件。请拨打信上的电话号码。当你打电话时，你将会被询问你讲什 么语言，
您的通话将被搁置直到接通翻译服务。其他人类服务部门的服务, 您可以致电到 1-800-316-8005。 

Mandarin 

Juon in kojela im elap an aurok im ej itok jen ra eo an department of human services. Jouij im call e nomba in im ej bed 
ilo pepa in ak letta in. Ne koj call, renej kajitok ibbem kin kain kajin eo am im elikin am ba renej ba kwon kottar bwe ren 
lewoj juon am ri okok. Komaron call 1-800-316-8005 non aolepen ra ko kajojo ilo DHS services. 

Marshallese 

O se fa'asilasilaga ta'ua lenei mai le Ofisa o le Human Services. Fa'amolemole, vala'au mai i le numera lea o lo'o i luga 
o lenei tusi. A e vala'au mai, o le a fesili atu po'o le a le gagana e te mo'omia, ona tu'u sa'o lea o lau telefoni i se tagata
e mafai ona fesoasoani ia oe. E mafai fo'i ona e vala'au i le number 1-800-316-8005 mo nisi 'au'aunaga mai lenei
Ofisa."

Samoan 

Ésta es una carta importante de la Sección de Servicios Humanos (DHS). Por favor llame el número de teléfono 
localizado en la carta. Cuando usted llama, usted se preguntará qué idioma usted habla y su llamada se pondrá 
en espera para un intérprete. Usted también puede llamar 1-800-316-8005 para todos los servicios de DHS. 

Spanish 

Ito ay mahalaga na sulat na galling sa Department of Human Services. Mangyaring tawagan ang numero na 
nakalagay sa sulat na ito. Kung kayo ay tatawag , tatanungin kung ano ang iyong wika at hintayin ninyo 
hanggat may sumagot na tagasalin. Pwede ninyong tumawag sa 1-800-316-8005 para sa lahat ng serbisio sa 

 

Tagalog 

Ko e tohi mahu'inga eni mei he Potungaue Ngaue Ma'ae Kakai. Kataki 'o telefoni ki he fika 'oku ha 'i he tohi ni. 'E fehu'i 
atu pe ko e ha e fa'ahinga lea 'oku ke lea'aki 'i he taimi te ke ta mai ai pea tnitokoe ke tali kae 'oua kuo ma'u ha toko taha 
fakatonu lea. Te ke lava 'o ta ki he ki he ngaahi tokoni kotoa 'a e DHS. 

Tongan 

Ðây là lá thơ quang trọng từ các Bộ Phục Vụ Nhân Dân (DHS). Làm ơn gọi xố điện thoại nằm trên lá thơ. Khi bạn gọi, bạn 
sẻ được hỏi ngôn ngữ nào bạn nói và cú điện thoại của bạn sẻ chờ người thông dịch. Ðồng thời bạn củng có thể gọi số 1-
800-316-8005 cho các phục vụ DHS.

Vietnamese 
Việt Nam 

Kini importante nga sulat gikan sa Department of Human Services (DHS). Palihug tawagi ang numero sa maong 
telepono nga nahimutang sa sulat. Sa imong pagtawag, ikaw pangutan-on kun unsa ang imong pinulongan ug ang 
imong tawag ilang ipahulat para sa usa ka taghubad sa pinulongan. Mahimo usab nga imong tawagan ang 1-800-
316-8005 para sa tanang mga serbisyo sa DHS.

Visayan 
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STEP 1

STEP 2
 

  
We need one adult in the family to be the contact person for your application.  

1. First Name  Middle name  Last name  Suffix 

2. Home address (Leave blank if you don’t have one.) 3. Apartment or suite number

4. City 5. State 6. ZIP code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number

10. City 11. State 12. ZIP code 13. County

14. Phone number
( )

15. Other phone number
( )

16. Do you want to get information about this application by email?       Yes        No

Email address:  _________________________________________________

17. What is your preferred spoken language (if not English)? 18. What is your preferred written language (if not English)

List yourself and the members of your immediate family who live with you.  Include your spouse, your children under the 
age of 19 years if they live with you and anyone you include on your tax return, even if they don’t live with you. 

Name  
(first, middle, last) 

Date of birth 
(XX/XX/XXXX) 

Relationship  
to you 

Applying for 
presumptive 
eligibility for 
Medicaid? 
(Yes or No) 

Already has 
Medicaid or 
other medical 
insurance? 
(Yes or No) 

U.S. Citizen, 
U.S. National 
or eligible 
Non-citizen? 
(Yes or No) 

Resident of 
Hawaii 
(Yes or No) 

Social Security Number 
(SSN) (You don’t have to 
provide this now, but it helps 
us determine eligibility for 
regular Medicaid faster) 

Answer for family members who are applying. If a person is not 
applying, you do not have to answer these questions for that 
person. 

(Same as above) (Self) 

Tell us about yourself. 

Tell us about your family. 
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STEP 3

STEP 4

 

Answer these questions for yourself and your family members listed in Step 2.  Your answers will make it easier to find 
out if you and any family member(s) qualify.   

Is anyone pregnant who is applying for presumptive eligibility for Medicaid?  Yes     No

If yes, who?__________________________________________________________________     How many babies does she expect?________ 

Is anyone who is applying for presumptive eligibility for Medicaid receiving Medicare or Social Security Income (SSI)?  Yes     No

If yes, who?__________________________________________________________________ 

Is anyone who is applying for presumptive eligibility for Medicaid a parent or caretaker relative? 
For example, a grandparent who is the main person taking care of a child. 

 Yes     No

If yes, who?__________________________________________________________________ 

Was anyone who is applying for presumptive eligibility for Medicaid in foster care at age 18?  Yes     No

If yes, who? __________________________________________________________________ 

 
 

Write the total income before taxes are taken for all family members listed in Step 2.  

♦ Job income:  For example, wages, salaries, and self-employment income.

Amount $ How often? (check one)    Weekly    Biweekly    Monthly    Yearly 

♦ Other income   For example, unemployment checks, alimony, or disability payments from the Social Security Administration
(“SSDI”). Do not include Supplemental Security Income (“SSI payments”) or any child support you receive.

Amount $ How often? (check one)    Weekly    Biweekly    Monthly    Yearly 

Other questions. 

Tell us about your family’s income. 
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STEP 5

STEP 6

STEP 7

 

• I’m signing this application under penalty of perjury which means I’ve provided true answers to all questions this
form to the best of my knowledge.  I know that I may be subject to penalties under state or federal law if I provide
false or untrue information.

• I understand that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, sex,
age, secual orientation, gender identity, or disability.  I can file a compliant of discribmiation by visiting
www.hhs.gov/ocr/office/file.

• The person who filled out Step 1 should sign this application.

Signature Date (mm/dd/yyyy) 

 

 

• You will get a notice from the hospital saying you were approved.

• You can start using your presumptive eligibility for Medicaid coverage right away for Medicaid covered
services such as doctor visits, hospital care, and some prescription drugs. You can go to any health care provider
who accepts Medicaid starting the day you are approved.  To start using your presumptive eligibility for Medicaid,
use your approval notice from the hospital saying you are approved.

• To see if you qualify for regular Medicaid or other health coverage, the hospital will help you fill out the Hawaii
Application for Health Coverage & Help Paying Costs, if you choose. You can also apply for regular Medicaid and
other health coverage online at mybenefit.hawaii.gov, via telephone, in person, or by mail.

• Your presumptive eligibility will end on the date your application for Medicaid is either approved or denied.
If you are denied, you will be referred to the Connector for other affordable insurance programs.

• If you do not fill out and submit the Hawaii Application for Health Coverage & Help Paying Costs to see if
you qualify for regular Medicaid or other health coverage, your presumptive eligibility for Medicaid coverage will end
on the last day of the month after the month you are approved.

For example, if you qualified for presumptive eligibility for Medicaid in January, it will end on the last day
of February.

 

 

You will get a notice from the hospital saying you were not approved.  You cannot appeal the hospital’s decision.  But 
you can still apply for regular Medicaid or other health coverage using the Hawaii Application for Health Coverage & 
Help Paying Costs.   

Read & sign this application. 

If you qualify for presumptive eligibility for Medicaid, what 
happens next? 

If you do not qualify for presumptive eligibility for Medicaid, 
what happens next? 
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Hospital Presumptive Eligibility
in Hawaii 
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Overview

• What is Hospital Presumptive Eligibility (HPE)?
• How hospitals can participate in HPE
• Hospital staff eligible to make HPE determinations
• Who is eligible and what are the HPE benefits?
• How the HPE Process works
• Contact information
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ACA Coverage Changes

The Affordable Care Act (ACA) was signed into law in March 
2010; it makes major changes to how people secure health 
coverage in the U.S. Coverage changes include:

– Medicaid and CHIP expansion and improvements
– Health insurance marketplaces for individuals and small

businesses
– Private insurance market reforms
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The New Vision for Medicaid and CHIP

• Medicaid Coverage Expansion
– Covers adults 19-64 with incomes up to 133% FPL who are not eligible and enrolled in a

mandatory group
• Single, Streamlined Application

– Individuals can apply for Marketplace coverage and all insurance affordability programs
(Medicaid, CHIP, premium tax credits) on one application

• Simplified Eligibility and Enrollment Rules
– Modified Adjusted Gross Income (MAGI) is the new income methodology based on IRS-

defined concepts of income and household to determine Medicaid and CHIP eligibility for
children, pregnant women, parents and caretaker relatives, and adults 19-64

• Modernized Eligibility Systems
– Increases use of automated rules engines to enable real-time eligibility determinations;

individuals can apply for coverage online
• Children’s Coverage Improvements

– All children up to age 19 with family incomes up to 133% FPL are now Medicaid-eligible
• Hospital Presumptive Eligibility

– Hospitals can now determine individuals to be presumptively eligible for Medicaid
4
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HPE Overview
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What Is Hospital Presumptive 
Eligibility (HPE)? 

• As of January 1, 2014, hospitals can immediately determine
Medicaid eligibility for certain individuals who are likely to be
eligible.

• Eligibility under HPE is temporary but allows immediate access
to coverage for eligible individuals.

• The policies and procedures for determining HPE may differ
from the current policies and procedures for determining
regular Medicaid assistance.
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Terms and Definitions

• Application Signature: The application must be signed by an adult
household member (age 18 or over) or by an authorized representative.

• Application Submission: Applications may be submitted in person, by
mail, or by fax.

• Certain Individuals Needing Treatment for Breast or Cervical Cancer:  An
individual who has been screened by an authorized CDC approved facility
and requires treatment for breast or cervical cancer or a precancerous
condition of the breast or cervix.

• Dependent Child: A child from birth to age 19
• Eligibility Determination: An approval or denial of eligibility.
• Family Size Using Modified Adjusted Gross Income (MAGI) Methodology:

Means the number of persons counted as members of an individual’s
household.  When determining the family size of individuals who have a
pregnant woman in their household, the pregnant woman is counted just
as herself. 7
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Terms and Definitions

• Former Foster Care Child: An individual who is 18 to 26 years of age, not
eligible for any other Medicaid coverage group, and was covered under
Medicaid and in foster care when they turned age 18 or out of foster care.

• Modified Adjusted Gross Income (MAGI): The  methodology used to
determine financial eligibility.

• Non-Applicant: An individual who is not seeking an eligibility
determination for himself or herself and is included in an applicant’s or
client’s household to determine eligibility for such applicant or client.

• Non-Filer: Individuals who do not intend either to file taxes or to be
claimed as a tax dependent.

8
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Terms and Definitions

• Parent/Caretaker Relative: A relative of a dependent child by blood,
adoption, or marriage with whom the child is living, who assumes primary
responsibility for the child’s care, and who is one of the following:

 The child’s father, mother, grandfather, grandmother, brother, sister,
stepfather, stepmother, stepbrother, stepsister, uncle, aunt, first
cousin, nephew, or niece;

 The spouse of such parent or relative including same sex marriage,
even after the marriage is terminated by death or divorce; or

 Another relative of the child based on blood, adoption, or marriage;
the domestic partner of the parent or caretaker relative; or an adult
with whom the child is living and who assumes primary responsibility
for the dependent child’s care.

9
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Terms and Definitions

• Pregnant Woman Hospital Presumptive Eligibility:  Medical coverage for
an individual eligible in the Pregnant Women group is limited to prenatal
services that are provided on an outpatient basis.   For coverage of full
Medicaid benefits, a pregnant woman must apply for regular Medicaid
assistance.

• Tax Dependent: An individual for whom another individual claims a
deduction for a personal exemption for a taxable year.

• Tax Filer: Individuals who intend to file a federal tax return for the
coverage year and who do not intend to be claimed as a tax dependent by
another taxpayer.

10
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How HPE Works to Get People Connected to 
Coverage and Care 

• HPE improves individuals’ access to Medicaid and necessary services by
providing another channel to apply for medical  coverage.

• Hospitals will be reimbursed for services provided during the PE period.

• HPE is not about short-term coverage; it provides individuals with an
opportunity to get connected to longer-term coverage options.
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How Hospitals Can 
Participate in HPE
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How Hospitals Can Participate in HPE 

• Hospital participation in HPE is optional, but States must provide a
mechanism for a hospital to become qualified to offer the HPE program.

• To make HPE determinations, a hospital must:
 Participate in the Medicaid program;
 Notify the State of its election to make HPE determinations by

contacting the Program Administrator;
 Designated staff must complete HPE training modules;
 Agree to make HPE determinations consistent with policies and

procedures of the State by signing an attestation form;
 Maintain performance standards set by State; and
 Have a signed Memorandum of Agreement (MOA) with the

Department on file.
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Hospital Staff Eligible to Make HPE 
Determinations 

• Once a hospital is a qualified entity:
 Any hospital employee who is properly trained and certified can make

HPE determinations.
• Participating hospitals may not delegate HPE determinations to non-hospital

staff:
 Third party vendors or contractors may not make HPE determinations.

• Eligibility determinations will be based on MAGI non-filer rules:
 The household’s size will be determined by counting the individual

plus their spouse and natural, adopted and step-children under age
19, or up to age 26 if a full time student, who are living together in the
same household and who are not expected to be claimed by another
tax-filer.
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How Will Hospitals Be Trained?

The Department will use a Medicaid training module consisting of:

• This powerpoint presentation,  which provides an overview of the
Hospital Presumptive Eligibility (HPE) program and application for
full Medicaid requirements for participating hospital staff;

• HPE Workshop conducted by assigned DHS staff.
The Department will conduct additional training(s) to address hospital 
deficiencies after initial implementation of HPE :

• Department staff will monitor hospital ability to meet
performance standards;

• Additional training will focus on areas that need improvement or
additional guidance.
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Workshop and Training will include:
• Overview of HPE and regular Medicaid programs;
• Roles and responsibilities for the Hospital and Eligibility branch;
• Explanation of performance standards and requirements;
• Eligibility requirements for HPE, Children, Pregnant Women,

Parent Caretaker Relatives, Adults, Former Foster Care Children
and Certain Individuals Needing Treatment for Breast or Cervical
Cancer * coverage groups;

• How to complete the HPE application form, DHS 1100, and other
applicable Medicaid forms;

• The HPE eligibility determination process using MAGI non-filer
rules for household composition and income eligibility;

• How to prepare and submit the HPE packet to EB for processing;
• All bases of coordination between hospital and Med-QUEST

required to process for HPE (assigned staff, contact numbers, etc).
* Hospital must be designated as a CDC approved screening site for BCCEDP
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Process for Staff Training and 
Certification 

• Hospitals must select staff for training and certification and provide
list of names for Department;

• Hospitals must coordinate with Med-QUEST to arrange for training of
staff;

• Selected staff must attend Department approved HPE/Medicaid
Workshop and Training;

• Staff must complete Department approved workshop and training and
become certified in order to make HPE determinations;

• Staff must sign agreement to comply with all MOA requirements for
participation in the HPE program;

• Certified hospital staff will be able to determine eligibility and issue
notice of approval for HPE coverage to eligible individuals.
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HPE Accuracy and Performance 
Standards 

Hospitals shall be required to maintain the following performance 
standards to participate in the HPE program:

1) An 85% accuracy rate for correctly determined applications for
HPE. This will be determined analyzing the HPE applications
submitted by the hospital and evaluated for accuracy by EB staff;

2) 90% of individuals are offered help from hospital PE staff to
complete the full Medicaid application;

3) 90% of hospital PE applicants will either submit a DHS 1100
application or an attestation sheets (completed by hospital staff for
individuals who did not want to apply for regular Medicaid); and

4) 90% of hospital PE application packets shall be submitted timely
(within 5 days from submission of HPE application) by the
participating hospital to Med-QUEST Eligibility Branch.
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HPE Performance Standards
• The Department shall initially authorize a “Phase in “ period to help hospitals

reach required performance standards without penalty for initial 6-12 months of
HPE program implementation.

• The Department shall analyze initial performance standards and focus training on
areas that are not meeting requirements.  Hospitals not meeting HPE program
requirements will complete additional training in deficient areas. If still unable to
meet standards after additional training, hospital will be subject to disqualification
from the HPE program.

• The Department has the authority to terminate hospital participation in the HPE
program for failure to meet Department policies and established standards,
including failure to participate in additional training when deficiencies are
identified.

19
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Who is Eligible to Enroll in 
Medicaid through HPE?  
What are the Benefits?
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Populations Eligible for Medicaid via HPE 
Determinations

• Individuals who fall into one of the following MAGI groups may be
determined for HPE:
Children, Pregnant Women, Parents and Caretaker relatives, Adults, 
Former Foster Care Children and Certain Individuals Certain 
Individuals Needing Treatment for Breast or Cervical Cancer who are:
• Not currently receiving Medicaid benefits and have not had a PE

period in the last 12 months or for the same pregnancy (for a
pregnant woman);

• A Hawaii resident; and
• A U.S. citizen or qualified non-citizen who meets Medicaid

citizenship status requirements.

TN NO:  13-007-MM7         Approval Date Effective Date: January 1, 2014

21

November 18, 2015

Am I 
eligible? 



Criteria for Determining HPE 
Eligibility 

The current MAGI rules are used to determine the following:

• Household Size;
• Coverage Group; and
• Financial Eligibility.
• The Department will use non-filer MAGI rules when determining

financial eligibility for the HPE program.
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HPE Income Eligibility Chart  
2015 Standards of Assistance

HH   
Size

Parents or 
Caretaker 
Relatives

Adults/        
Children 6-19 Children 

1 < 6

Pregnant Women/
Child < 1

SCHIP
Children < 19

100% 105%* 133% 138%* 139% 144%* 191% 196%* 308% 313%*

1 $1,130 $1,186 $1,502 $1,502 $1,570 $1,626 $2,157 $2,157 $3,478 $3,535
2 $1,528 $1,528 $2,032 $2,032 $2,124 $2,200 $2,918 $2,918 $4,705 $4,782
3 $1,926 $1,926 $2,562 $2,562 $2,677 $2,774 $3,679 $3,679 $5,932 $6,028
4 $2,325 $2,325 $3,092 $3,092 $3,231 $3,347 $4,440 $4,440 $7,159 $7,275
5 $2,723 $2,723 $3,621 $3,621 $3,785 $3,921 $5,200 $5,200 $8,386 $8,522
6 $3,121 $3,121 $4,151 $4,151 $4,338 $4,494 $5,961 $5,961 $9,613 $9,769
7 $3,520 $3,520 $4,681 $4,681 $4,892 $5,068 $6,722 $6,722 $10,840 $11,015
8 $3,918 $3,918 $5,211 $5,211 $5,446 $5,642 $7,483 $7,483 $12,066 $12,262
9 $4,317 $4,317 $5,741 $5,741 $6,000 $6,215 $8,244 $8,244 $13,293 $13,509

10 $4,707 $4,707 $6,270 $6,270 $6,553 $6,789 $9,005 $9,005 $14,520 $14,756
Each 
Add'l

Person
$399 $419 $530 $550 $554 $574 $761 $781 $1,227 $1,247

* Maximum allowable income with 5% disregard applied to the income standard as  applicable.

Note:  1)  Former Foster Care Children have no income limit;
2) Financial eligibility for Certain Individuals Needing Treatment For Breast or Cervical Cancer

is not subject to Medicaid income limits.
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Countable Income Includes:

• Wages, salaries, tips, etc. ;
• Taxable interest;
• Alimony;
• Business income;
• Capital gains;
• Unemployment benefits;
• Rental real estate, royalties, partnerships, S corporations, etc. ;
• Other taxable income.

*ASSETS ARE NOT COUNTED FOR THE MAGI ELIGIBILITY
GROUPS 
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Non-Tax Filer MAGI rules 

Non-Tax filer MAGI rules will be used to determine financial eligibility for 
HPE applicants, regardless of their actual tax filing status. To determine 
household size, count the following household members:

a. Applicant (and if living with the applicant):
• Spouse
• Child(ren)* under age 19 years

b. If applicant is under age 19 (and if living with the applicant):
• Spouse
• Child(ren)* under age 19 years;
• Parent(s)*
• Sibling(s)* under age 19 years

*Includes natural or biological, adopted, or step (parent/child/sibling).
For sibling, includes half- sibling.
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Determination of Household size, Income and 
Coverage Group 

1) Evan (age 29) is applying for coverage for himself, his pregnant wife,
Keira (age 26), and their daughter, Lilly (age 3) who all live together.
Evan states he earns $1800 per month from his job.  Keira does not
work. Although Evan and Keira intend to file jointly, MAGI non-filer
rules are applied to determine eligibility for HPE .

2) Evan and Keira have daughter Lily, so are first determined for
eligibility under the Parent/Caretaker Group.  If not eligible in this
group, would be considered under another applicable coverage
group (i.e. Adults).

Lilly is under age 6, therefore, she is determined for eligibility under 
the Childrens Group (Child 1<6).
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Determination of Household size, Income and 
Coverage Group (Cont’d)

3) Using the HPE  Income Eligibility chart:
• Evan and Keira’s income of $1,800 < $1,926 Parent/Caretaker

Group standard for a household size of 3,  therefore, they are
eligible under this coverage group.

• Lilly’s income of $1,800 < $2,677 Children Group standard for a
household  size of 3, therefore she is eligible under this group.

4) Tax household composition, size and coverage groups for  Evan, Keira,
& Lilly are shown below:

HH Evan   Keira Lilly   Family Size     Income  Coverage Group
Evan X   X X 3   $1,800  Parent/Caretaker 
Keira X X   X 3   $1,800  Parent/Caretaker
Lilly         X X X 3  $ 1,800 Children
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What are the Benefits? 

Individuals approved for presumptive eligibility receive the same  
Medicaid services as the group they are approved for under the Medicaid 
State Plan and 1115 Waiver as applicable.  However, for individuals 
eligible in the Pregnant Women group, presumptive eligibility is limited to 
ambulatory prenatal care only.
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Duration of Eligibility under HPE 

• The HPE period begins with, and includes, the day on which the
hospital makes the HPE determination.

• The HPE period ends on:
 The day on which the eligibility site makes the eligibility

determination for full Medicaid; or
 The last day of the month following the month in which the

hospital makes the HPE determination if the individual did not
apply for Medicaid.

• The HPE period is limited to one in a 12 month period and/or once per
pregnancy for a pregnant woman.
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How The HPE Process 
Works
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Hospital PE Application 

• The HPE application is a short application form for individuals to
apply for hospital presumptive eligibility. It requests minimal
information such as:
Contact information
Household members
Total income for the household

• For individuals with no previous Medicaid ID number, a
temporary ID number will be created using the hospital’s
provider ID + the last 4 digits of the individual’s SSN until a
Medicaid ID number is generated by Med-QUEST staff;

• Hospital shall log all HPE applications and send monthly data to
Med-QUEST for monitoring purposes.
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Verification of Eligibility Criteria

• Hospital Presumptive Eligibility determinations will be based on self-
attestation of required information;

• Individual cannot be required to provide proof/documentation of any
HPE eligibility criteria (e.g., can’t require medical verification of
pregnancy);

• Hospital/Department must accept self-attestation of income,
citizenship/immigration status, State residency and household size.
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The HPE Determination Process 

At the individual’s initial visit, trained hospital staff shall: 
• Check for current Medicaid eligibility by contacting the Enrollment Call

Center for applicable information (Medicaid status, Medicaid ID
number, Health plan);

• If already a Medicaid recipient, refer applicant to appropriate health
plan for assistance, not eligible for HPE;

• If not a Medicaid recipient, determine if individual meets HPE eligibility
requirements for appropriate coverage group;

• Self-attestation of previous or current Medicaid eligibility shall be
accepted during non-business hours;

• If HPE requirements are met, help the individual complete the HPE
application form for HPE.  If determined ineligible for HPE, explain
benefits of “regular” Medicaid and offer to help applicant complete
the DHS 1100, “Application for Health Coverage & Help Paying Costs”
form for submission to Med-QUEST if interested in applying;
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The HPE Determination Process 
(cont’d) 

• Complete HPE eligibility determination and give applicant approval
notice verifying applicant’s HPE eligibility, coverage group and effective
date of HPE coverage;

• Explain to applicant that the notice will serve as verification of eligibility
for applicant;

• Offer assistance to applicant to apply for regular Medicaid by
completing the DHS 1100 form.

• If applicant chooses not to apply for Medicaid, indicate this on the
“Attestation sheet for DHS 1100” and sign in the field indicated on the
bottom of the sheet.

• If applicant wants to apply for regular Medicaid, assist with application
form and have HPE applicant sign and date the “Attestation sheet for
DHS 1100”; and

• Submit with the HPE packet to the EB unit.
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Create HPE packet to send to Med-
QUEST  

Upon completion of the HPE determination, hospital staff shall:

1) Create HPE packet to fax to appropriate EB office consisting of:
• Completed and signed HPE packet cover sheet;
• Completed HPE application
• HPE decision notice;
• Completed DHS 1100 if applicable; and
• Completed  Attestation sheet for DHS 1100

2) Record HPE application on hospital HPE log and date
information is faxed to EB;

3) Fax complete packet to the appropriate Med-QUEST office
within 5 days for HPMMIS input and determination of regular
Medicaid; and

4) Keep hard copies of HPE packets for future reference.
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Hospital PE Application 
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Stale of Hawalt 
Department of Human Services 
Me<l-OUEST Division 

Please use this form to appty if you are a pa1,ent 
of the hospital, a petient's family member, or a 
community member. 

Application for Presumptive Eligibility for Medicaid 

Use this form to find out quickly if you qualify for presumptive eligibility for Medicaid. 
Presumptive ellglblllty offers you and your family Immediate access to health care while you 
apply for regular Medicaid or other health coverage. 

To find out if you qualify for regular Medicaid or other health coverage, you must complete the 
Hawaii Application for Health Coverage & Help Paying Costs. While you wait to learn if you 
qualify for regular Medicaid or other health coverage, you can get your health selVices through 
presumptiVe eligibility for Medicaid 

You can also apply for regular Medicaid and other health coverage online at 
mybenefit.hawaii.gov. via telephone, in person. or by mail. 

~ Who can 
\iJ qualify for 

presumptive 
eligibility for 
Medicaid? 

You can qualify for presumptive eligibility for Medicaid if you meet 
all of these rules: 

• Your income is below the monthly limit. 
• You are a U.S. citizen, U.S. national, or eligible non-dtizen. 
• You do not already have Medicaid 
• You have not had presumptive eligibility for Medicaid in the 

past 12 months. 

0 How can I get 
help with this 
application? 

• If you are pregnant, you have not had presumptive 
eligibility for Medicaid during this pregnancy. 

• You are in one of the groups that qualifies for presumptive 
eligibility for Medicaid: 
• Children under 19 years of age 
• Parents and caretaker relatives 
• Pregnant women 
• Other adults age 19- 64 years 
• People under age 26 who were in foster care 

Ask your hospital representative or call us toll free at 1-800-316-
8005. If you need help in a language other than English, call loll 
free at 1-800-316-8005 and tell the customer services 
representative the language you need_ We will get you help at no 
cost to you. TTYITTD users call toll free at 1-800~03-1201. 

I+ 

... IE X 

This i:s an important letter from !he Oepartmenl of Human Services. Please call the phone number loci!le4 on the letter. English 
When you cal, you will be asked what language you speak and your caAwill be put on hold for an interpreter. You can 113 
also eall 1..S00.316-8005fo, al OHS services. 

il- fl l AAlllij~ l~~ ! l r.~. ~ lffi 1~11Mi, l tff l ffij , ~ l t l ~~~l tt• e • . *~~I Cantoneae 

jifliiiUlll.iU!Hlll, UMHlliH'll'll!lil, jloJ-'AIIIJI 1-800-316-8005. • Ei taropwe mi auchehea senl ewe putain tumwunun aramas (Department of Human Services). Kose mwochen kokkori Chuukese 
na nampan roon won na taropwe. Nupwen omw kokko, repwe eisinuk menni kkapas ke sine pwe repwe kkutta ngonuk • emon choon chlaku. Ka pwan tongeni kokk.ori 1-800·316·8005 ren meinisin anlnnis seni OHS 

Ceci est une leltre importante du Department of Human Semces (OHS) S'il 1/ous pJail, faire un appel telephonique au numero French 
de 1e1ephone situ«! surla lettre. Louque 1/0US 1e113phonez, quelqu'un va 1/0US demander queue langue vous p;u!ez, et votre I I appel se1a mis en attente pour un inlerprete, Vous pouvez aussi telephoner 1-800-316-8005 pour fous les services de OHS. 

Dies Isl eon wlthllger Bnefvon der Abtellung Menschlcher Olenste (OHS). Bile ruren Siedie Telefonnumme,, die aurdem Brief Gennari 
geruncen wurde. Wenn Sie rufen, werden Sie gefragl werden, welche Sprache Sie sprechen, und 1hr Allruhv!rd aurwartestellung ~ u erlen Oomet1i;:her geschalletwerden S~ kOnnen 1.soo.31s..aoosror aSe OHS Oienste autfl ruren. 

He leka ko'iko'i keia mai ka 'Oihana lawelawe Kan aka (Department of Human Services). E kelepona mai i ka helu Hawaiian 
kelepona ma luna o ka leka. Ke kelepona 'oe, e ninau 'ia ana ·oe he aha kau 'olelo'oiwi a laila e kafi 'oe a loa'a ke i:: kanaka mahele 'olelo Hiki pu ia 'oe ke kelepona i 1•800-316--8005 no na lawelawe a pau aka 'Oiharia Lawelawe 
Kanaka (OHS). 

Oayby ket lmportante nga sural nga naggapu iliOeparbnentof Human Services.. Pangaasi nga la\Yagan yo ib numero ililelepono llocano 
nga nakakabiitidaytoy nga :sural Nu umawag ka.yo, $i1Udsuden danu anya l i panagsasao yokel urayen yo nga maiyallatiw iii • tawag yo iti i\tepreter Mabalin hyo nga umawayg iti 1-800.316-800Spa1a kadagi i amin nga sertlilyo iti DHS 

/\?~ilA,!ll!i!ltlil/J'~<1)7(\l!/t;lllStn~r. ~<1)!il!ll lc!l/J'l1H1<\ll! t t;;~ (/1 c: l\. 1tlMi: ell/ti! Japanese 

le, ilnlfe<1)!iiH~~M\1~ /J'U /J'11H , ii:R lcm~ ~tli:>f't'L,lt <o<t,~'S ( " " " · OH SG.l<!'.<1) ~ tt- t J.1( 6, ~UJili~l's 1-aoo-31s-8005-em;;1, r, 1.,1,. 

£ill Ai~I~ '¥Ai0i >,t ~ LJ ~ fil!t t! XI ~t.lQ. Ol1aXI~ 11,aj-!J tis.I ~ .£.£ !!~f e}Al.8. ~!!Ol ~~£ ~ lO c;lt!OJ Korean 
At8-a}e ~Oi~ i~~Ol .:i!. :l~Oi~ ~ ~£/Ci lil ~~:~ ~ i,..JQ . i ~e .2= eJC.f A~k:I)~ JijlAi (C:IOIIOl * lot~)Ol:i&~ ~ ~ 71 ~ fl!J..~1-soo.J16-8005~ ~it f ir ~ ,eL-JQ . 
~ ~- ~MA~E*Mn~~~~I r.~. wttITffiL~~ii~~- ~~rr~ii~ .~~* -~~~~ft ~i i , it_ l:ll!l!iillil:lt i ifliVH i lH, , XIAilUU,!ln ~IU·, I: '! !JOI U ! 1-800-316-8005. 

Juon in kojela im elap an aurokim ej rlok jen ra eo AO department of human services. Jouij im call e nomba in im ej bed Mar1halle1e 
ilo pep a in ak letta in. Ne koj call, ,enej kajitok lbbem kin k.i1in kajin eo am im eHkln am ba renej ba kwon kottar bwe ,en l!l:i lewoj juon am ri okok_ Komaron call 1-800-316-800S non aolepen ra ko ka)ojo ilo OHS services 

o se la'asilasllaga la'ua lenei mai le Ofisa o le Human Services. Fa'amolemole, vala'au mai i le numera lea o lo'o i luga Samoan 
o lenel tusi. Ae vala'au m.i1i, o le a fesm atu po·o le a le gagana e le mo'omia, ona lu'u sa·o lea o lau lelefoni I se taga1a -e mafai ona fesoasoani la oe. E mafai fo'i ona e vala'au i le number 1-800-316-8005 mo nisi 'au'aunaga mai lenei 
Ofisa.· 

Esta es una carta 1mportanle de la Secci6n de Servicios Humanos (OHS). Porfavorllame el nllmero de telefono Spanish 
loealizadoen la car1a. Cuando usted llama, usted se pregun1arii<1ue ldloma usted tiabla y su •amada se pondra -en es~ ra para un interprele. Usted tambien puede llam,u 1--300•316-8005 para todos los servicios de OHS. J... 
Ito ay mahalaga na sulat na galling sa Oepa1lmen! of Human Services. Mangya1lng tawagan a rig numero na Tagalog 
nakalagaysa sulat na ilo. Kung kayo ay ~ ta1anurigin kung -ano afl{l 1yong wika al hinlayln niriyo -hanggat may sumagot na tagasalin. Pwede ninyong tumawag sa 1-800-316..SOOS para sa laha1 ng setblslo sa 

Koe tohi mahu'inga eni mei he Potungaue Ngaue Ma'ae Kakai. Kalaki 'o lelefoni ki he fika 'oku ha 'i he tohi ni 'E fehu'i Tongan 
atu pekoe ha e fa'ahinga lea 'oku ke lea'aki 'i he taimi le ke ta mal ai pea lnitok.oe ke lali kae 'oua kuo ma'u ha toko !aha a fakatonu lea. Te ke tava 'o ta ki he ki he ngaahi tokonl kotoa 'i e OHS. 

O.iy 1a 1a tl'laquang lrQno tircac BQ Phyc Vy Nhiin Olin (DHS). t.ilm angQixO d'i¢n thofi njm tr!n Ii! tho. Kl'libf n gqi, bJn Vietnamese 
ddU'Q'C hol ng6n ngit n.io b,n n6iva ell d'i¢n lho~I ctia b~n s&chi:J nguO'i 1t16no d!(.h. 06ng \h\71 b, n c.Ung c6th~gqi sO 1. Vitt Nam 
800..J16-8005cho ckphye VL,l OHS. 

Kini importante nga sulat gikan , a Department of Human Service, (DHS). Palihug tawagi ang numerosa maong Visayan 
telepono noa nahimutano sa sulal Sa imong pagtawag,ikaw panoutan-on kun unsa ang imono pinulongan ug ang 1111 imong lawag Hang ipahulat para sa usa ka taghubad sa pinulongan. Mahimo usab nga imong tawagan ang 1•800· .. .. """ 

□ 



Hospital PE Application
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f :u@.il,11 Tell·us·about·yourself.'( 

We·need·one-edutt·irl-the-famiy·bbe·the·contact·person-fory our·application. ··• 
.• f l,l'if-N.ime• -•Middle-name• --lae.l-name• 

8. ·M alllllg -J 0'3ren-(U·Ol~erenurom-fl om e-atJGren )• 

16.-0o,you-wiinMo-9e1-1n1ormauon-atiout•lh1&•ipp11c.auon-Dy -emaW!--£}YH .. G ·N01I 

Em H-ao are H ·--

\i 

li; 3 ii Tell·us·about·your·family.1 

-,Sultli• 

List-yourse.lf-and·the-members·of·your-immedlete·famitpvho-ive ·with-you.··lnclude·your-spouse,·your-c:hik:lren·undeMhe· n 
&G'!·O-f • 19-years·iHhey·tive·with-you·end·anyone·you·include·on ·your-tax-retvm. ·even·rf·they·donHive·with·you.1:1 

Name-'11 ca1e-or-C1m - Reuncn,rup "1'1>!"'9<0<· AreilO)'-tl.!D+ u.s.-cmzen.- R.e5Jaenl-Ol· SOCl»stcUlly-Mffll)Ef'-

l"'>I""""",'""" ,o.you• pres1,111pth,-e .,,eclleald«· U.S.-Na.'lbrul• HZ"•all!I (SSN}-{YOl,HICC11-hil~-10-
tHgltlllff)' ·t0r· Olhel'·mE!&.11 ar-1ng1tie (YH<lfflOJ ptCl'ftaE:·n&.ilCW. ,CUMHM!I~-
a.tedJCilcr. .. 1n,urance?..,. NOn-clttZi!n?'I us--determln.e-E-llgtbltty ~r-
(Y••«"'>1 (YH •C:W-l\10~ (Ynor-.No)C' re,gLJar<Medlcald·t.i!if)tl 

fl . 
AAil....erior-famiy·mE!mbers"\'d'lO·are--ap:plyir"G. ·lfa·pe-ison-is·oot· 
applyi~. -you-do-noc-~ -to-a~•W!:r·ihese·questions·for-ihat· 
P'f'O"-" 

(St.lme-n -iilbO'/e)"" 
0 <S<lll" . . 0 A . 

A A A A • • p A 

A A A A • A A A 

A A A 0 • A • A 

14 
i~u:111 Olherquestions. 

Answer these questions for yourself and your family members listed in Step 2. Your answers will make it easier to find 
out if you and any family member(s) qualify. 

1s anyone pregnant w ho is apply.'lg foe presumpliYe eligibiity foe l.tedicaid? ! □Yes □ No 

I 11 •nyona who 11 •pplying tot 1)1'1,lumpllve ellglbllty tot Medlceid reoaiving t.tedic1re Of Socitil Slcutlty lnoome (S.SI)? □ YH □ No 

lfyu . who'-? __________________ _ 

Is 1nyone who is 1pptying tot presumptive eligibility tot Medicaid • p1rent Of c1ret1ke1 relatiYe? 

For exemple, • gnndp11W1t 111-ho i• lfl• m•in penon t•lor'l9 c,,. of• child. 

'!'H ..,yooe who is 1pptying for pres1.WT1ptive eligibility for Ml'dic:•iO in fotterc:ere •t ~• 18? 

lf yes, who? __________________ _ 

□YH □ No 

.l □YH □ No 

iil=i:11 Tell us about your family's income. 

! Write the total income before taxes are taken for all family members listed in Step 2. 

. Job income· For example, weoes, sefer~s, end Hit-employment lnco~. 

Amounl $ How often? (check one) □ Weekly D Biweekly □Monthly D Yearly 

. Other income e2.!. example, unemployment checks, alimony, or disability payments from the Social Security Administration 

("SSD1, Do nor fnclud& Suppf&~ntel Security Income ("SSI peyments"J or eny c/'tfld support you receive. 

Amount S How often? (check one,) □ Weekly □ Biweekly □Monthly D Yearly 

... l!l X 

G 
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tii31{11 Read·&·sign·this·application.t 

I 

•- l'm-signing·this-spplication-under-penalty-of·pe~ury-whicll-means-l've ·pro'llicjed-true-snsV1,ers10·sl-questions-lhis· 
form1o1he'1lest-ot-my-lrnowledge.·+know·thsH·may·be·sutJjed1o·pern!lties·under·ste!e·orlederaHew·if·l ·provide· 
false·o,-un1nJe1nfonnstion.··'11 

•- I ·W1derstsnd ·that1Jnder•fe-def'Sl•l.aw, -discrimination'1Sn'l~permitted-on·the-basis-of-rece, ·color, ·national-origin, ·sex..· 
eg,e, '$ECu&l-orienlaliorl. ·gende.~identify. -<>r·disebilify .• ·l-ean·file-a-<>0mpliant-<>Nliscribmiatioc,·by'Visiting· 
www.hhs.gov/oa-/officelfile. ·11 

•- The·person·Ym01ined •O<Jt•Step· 1 ·should-sign·lhis·application. • 11 

~I !_S_i_g_n_a-tu_r_e_, _____________ ~I !_D_a-te_·_(m_m_/_d_d_/y_y_y_y_)_1 ________ ~1• 

'II 

_ ...................... Section Break Continuous 

lf·you·qualify·for·presumptive-eligibility·for·Medicaid,·what· 
happens·next~ 

• - You-will·get-a-notice·from-the-hospitat-ssying-you-v.-ere-approv@d.11 

'II 
•- You-can-start-using--yo,wpresumptive·eligibility-for-dicaid-<>ovecrage·right·away•for-Medicsid ·covered· 

setvices·such·es-doctor·llisds. -hospilal-csre. -and-sorne-prescripliorl-<lrugs . .You ·csn-go1o-sny-health-eare·provider· 
who-aocepts-Medicsid -stamig·lhe-day-you·Bfe·approved. ··To-start-using-your1)resu~li,e-eligibiity·for-Mediceid.­
use·your·approvel'1lotice.from1h@~hospital·s.aying,you ·ere·apprOlled. ··1l 

•- T o-se.,-if·you-qualify-for·regular-Medicaid ·or·other·heaHh·coverag,e, 1he·hospi!al-will ·help--you-fill-ouMhe·Hawei ­
Applicalion·for+lealth-Co,erage·&-Ho;lp-Paying-COsls. ·if-you-<>hoose,.,-·You-<>an ·a lso·apply·fa--regular·Medicsid ·and· 
other-heelth-coverage-online-at-mybenefilhawaii.gov, ·via-telephone. -in-person, ·or·by-mail.-·1) 

•- Your-presumptive·eligibility--will·end·on·the-date-your-application.-for-Medicaid-is-either·approved-oN:lenied.· 
If-you-are-denied, -you-wil -be·referred-to-the-Cormector·for·other-affordeble ·insurance-programs.11 

• - lf·you-do·not·fill-out-and·submit-the·Hawaii·Application-for-Heatth-Coverage·&·Help·Paying-Costs-to-see·if· 
you·q1Jalify·for-regular·Medicsid ·orother·heelth-coversge, -yocrpresu""4>live ·efigibilily1or·"1edicsid·coverege"Will ·end· 
on ·lhei sst-day·of·the·month·alter·Ole-month-you·sre-spproved. • 11 
Forexample, ·if·you·qua/ified-for·p,esumprrve-eligibi/ity{or-Medk;aid·in·January, ·it-will·encl·on1he·/asl-day_, 
of-February. ·a 

'"'""""""'""""'"'"'""'"'"""""'"""'"""'"Section Break ( Continuous)"""'""'""""""""""""'""""'""""""'"'""'"'"'""""'""" 

'II 

lf-you-do·not-qualify·for-presumptive-eligibility·for-Medicaid,· 
What·happens·next?t 

'II 

You-will·gel ·e·notioe·frorn·the·hospi1al-seyingyou-were-not-app,oved.··You-<>annot·appeal-the-hospdal's-decision. -Bui· 0 

you-can-still·spply.-for·regulaf'"Medics;d·or-other-heefth-coverage·using-the-Hawaii·Appicetion-for·Health-Coverage·&· 
Help•Paying-COsts, ·.,, 

. xx 1 
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SIil• d l,,i',ul • 06s:l.of H.1-.-. S.o;,~ 
-.J4JfSTl'lf,;,o1.-. 
S!,,>ot.-JJ,_ 
HonC>i.11;,,i,l ililU 

Trunk you lar ycur :-;:o:pit.,, Preul':'lpti\'t E'Cibility (HPE}4p j!tic;, tion C$ted a nu.,ry i , iou . w e 
n'°"e ~ ·e, tne illlarr.'1Ut0n ycu prcvice-:11 on tn.t , p11tic, tion ud 1'1"1,'C rr.,.,, tne u11cwit;t 
dpbiify GCterr.'lit1$tien: 

Nt mc 
DOS M!J.4/00('(YYY ,. XXlOO(XX 

ttiOfl Stttus fG'teO 
Cowngc group :.;:PE: Preg1,nt wo1nen :;:ro11p 

Ettte'Wc O.tc Jtnuan, i , ro1, 
Tctmtr1ttictt1 Ot !C ,o , 1c of tpprcveo or Genit , eti;:!Oilitytor ";111tr 
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m., M~pit'-1 ~1'fl, it will oc ~nt to tl'le Meo-QUEST affi.ce to Cctermine ywr el~ility tor 
r ~ J,rMe,icid, e.•en ityo11r , ppiicu ;on tor HP'l: .,c:,c:i:tcnc, WM c cnieo. 

Yo1.<r HP'l: will , ,., en ttle Ute yov, epplic;, 'tian for , ~ 1,-rMe,icid i: eitner $jlpra\'C0 or 
denied oy tl'lt Mc~QUEST artice. rt yw , re '-P~'• youw-ill rcctn,,e , ~ 1,-rMe,iui:I. rt ycu 
.,, , denied, yo11 will cc rcrertc, to tnc Connector 1« otflcr ,flat<htl!,: in~r,ncc pregrtr."U. 
MH •Q,UE.ST will :cM 'fC\.1 4 n~titc of tM elipbiify Gtttrr.'lin$ tion !er rcg1.0rMe-:lli~id 
~e~eatcty. 

(1 youdio no1 cel':'IFftte tM 4pp1iu'tion tor rc,;uitr Mcoic,:io, you, ¥ . .PE wit mo «'I tnc 1~:t cer 
oftM ll'ICt'lt l'I cf'tcr tM mantl'I your H?E , p111ic, tion we~ epprcved.. 

H '(OIi •rt t TTY 11$,Cl'Ot ntta 11c,1p i •• llllnsu-,< OCll,et i.,n ~ !i5' ult tM: p-.o.c nUlllll:ltr 
klCllkd .. the IC'lttl'. We witp,1 JOll kip •tao COSI. 



Sample Denial Letter

40

TN NO:  13-007-MM7         Approval Date Effective Date: January 1, 2014November 18, 2015

SIil• d h'il',..i., Ot,:1..ol .....,,ta11 s..-,,.., 
-c14m,ru,;._;:,n 
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Attestation Sheet for OHS 1100 

Name of Hospital 

This purpose of this form is to ensure the above hospital is meeting Department requirements 
for the Hospita.l Presumptive Eligibility (HPE} program. Signing this form is optional. However, 
by signing this form, you help the Department to verify the hospital is in compliance with 

program requirements to continue participat ion in the HPE program. I 

I certify t hat _________________ . 

Name of hospital staff member 

____ helped me complete the OHS 1100 Application for Health Coverage & Help Paying 
Costsfo,m; 

Or 

____ explained the purpose of the OHS 1100 Application fo r Health Coverage & Help 
Paying Costs form a nd offered to hefp applica nt to fill out the form, but applicant chose not to 
complete it at this t i:me. 

Print name of HP·E applkant 

Signature of HPE applicant or Hospital staff member Date 
{ij applicant chooses not to sign form) 

7 
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HPE PACKET COVER SHEET 

Name of Hospital 

To: MQDIEB Uwt __________ _ 
FA.X Number: ___________ _ 

From: ________________ _ 

FAX Number:~-----------
Telephone Number: _________ _ 

Date: ____ _ 

REVIEW .\ND PROCESS FOR MEDICAID ELIGIBILITY: 

0 HPE Packet Co,,er Sheet 

0 HPE Applicatio:n \Yith Approval/Denial Notice 

0 OHS 1100 " Application for Health Coverage &Help Paying Com" 3.lldlo~ 

0 DHS 1100 Attestation Sheet 

Prtnt name of hospital staff member 

Siguatw-e ofho$J)ital s.taffmember Date 
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~tate of Hawaii 
Department of Human Services 
Hawaii Health Connector 

Application for Health Coverage & Help Paying Costs 

3: e 0 
z 
"" 
0 (D I-

Vl 

\!) 

z 

::c 
I- 0 

0 

G 

Use this 
application to see 
what coverage 
choices you 
qualify for 

Who can use this 
application? 

Apply faster online 

What you may 
need to apply 

Why do we ask for 
this information? 

What happens 
next? 

Get help with this 
application 

Afforda ble p rivate health insuranc e plans lhal offer comprehensive 
coverage to help you s tay well 
A new tax credit that can i m mediatety help p ay your premiums for 
health coverage 
Free or low-cost insurance from Medicaid or th e Children's Health 
Insurance Program (CH IP) 

Use this application to app ly for you or anyone in your family. 
Apply even if you or your c hild already h as h ealth c overag e. You cou ld 
be eligible for lower-cosl or free c overage. 
Families that include immigrants can apply. You can apply for your 
child even if you a ren't e ltgible for coverage. Applying won't affect your 
immigration status or chan ces of becoming a perm anent resident or 
citizen. 
If som eone is helping y ou fill out t his application, you may need to 
complete Appendix C . 

Apply fasler online at mybenefits.hawaii.gov. 
If you w ant lo purchase insurance without he lp, apply directly al 
hawaiihealthconnector.com 

Social Security Numbers (o r document numbers for any legal 
immigrants who need insurance) 
Employer and income information for eve ryone in y our fam ily (for 
example, from paystubs, W-2 forms, or wage and t ax statements) 
Policy numbers for a ny current health insurance 
Information about any job-re lated health insurance available to y our 
fam ily 

W e ask about income and other information to let you know what coverage 
you qualify for and if you can g et any help paying for it. W e'll kee p all the 
information you provide private and secure, as required by law. To 
view the Privacy Act Statement, go to myben efi1s .hawaii.gov. 

Send your complete , signed application to the address on pag e 7. If you 
don't hav e all the informat ion we ask for, sign and s ubmit your 
application anyway. We' ll follow-up with you within 1- 2 weeks. You'll get 
instructions on the n ext s teps to complete you r health coverag e. I f you don't 
hear from us, visi1 myben efits.hawaii.gov or call 1 -877-628-5076. Filling 
out this application doesn't mean you have to buy health coverage. 

Online: mybenefits.hawaii.gov 
Phone: Cal the Contact C enter at 1-877-628-5076 for assistance with 
completing and submitting an app lication or getting information on the 
status of your application. 
In p e rson: There m ay be counselors in your area who can help. Visit 
our website or call 1-377-623-5076 for more inform ation. 
Medicaid: For specific questions on Medicaid/ CHIP eligibility, call 
1-883-764-7586. 

f) ::!.0~~~g~!"e!~1~~~~~1~1!.~1:!:'!:s~~~===-=:..~s-=:=:~~!:'.';:~~:~"h:~~:=ge 
cost to you. TTYITDO users should eal 1-855-858--3604. 

OHS 1100 (REV. 10,14) 

This is an important letter from the Department of Human Services_ Please cal the phone number located on the letter. English 
When you call, you will be asked what language you speak and your cal will be put on lloid for an interpreter. You can as§ 
also call 1-888 - 764-7586 for al OHS services. 

:&"~ tUt A ll!aiall:±:!!ll~&!: ii!ln& t!ElhHi !i aa:nm.ia& fK~A:atii~ fBilttl!-= l:ttdH5 Cantonese 

Jlf:■ iiii!.l! i!i'i!lll!UL JUs J.~lli&illil'l fll!i& , 11:"l '1.,t'l!l! 1- 888- 764-7586. -&,i, ~ m i ~&mli ewe a.ula.in. UUll.W.UJUI.O ~ (Oepartment of Human Services).~~ k.QJskg_Ci Clu.w.<eM: 
DA ~ won a.a.~. tlu.PWAo.runw~ uww.ft.~mmuli.tka.JlMl.e sine ~ce,pwe kla1tt,a n0nn11k -ruJ!Qll!.Mrut-K&ll>XAllmn=-• -888-764-7586 tenrotini3ilUn!n~=DHS. 

C,e.Q.~WW, ~ du Oepa.rtment of Human Services (D HS). .s:i.~J,l.Utla.il. faire un ~~au~ French 
de~-3W.lak!G, WUM.u.e,~~ QJl.CJQJww.u~ demander Q.11.ili langue ~~ et v.sme, 
""'"" sera mis. en ::oth•nt .. " 001 un inl .. r nr,;.t .. _ V n 11" n n 11v.,,.. - ··- i ,.;.i,e ·--- 1-888- 764-75.86 oour ' " "" lesservices de OHS. I I 
Oies ill. eon ~ Briefvon der ~Ueoschkber Dienst:: (DHS). 6Au:..wtea..S.iu!ie Jelefunnummer die auf a.em Brief German 

~mmte,. ~~ ~ Sie aefraatwecdeo ~~~ und lllLAD!lll.ffl auf~ ~ 1w: etieo Dchlelxhe,,ge:sdlalet W.:W.C.O. ~ 1-888-764-7586 blta.le..OHS Q.ie.cwe.~ 

He le.kakmkol.t.eia..m.Ai M "Oib.a.na.~Kanaka (Department of Human Services ). E ~ LU b.el.u. Hawaiian 
~ ma ~ o Uleu.. Ke~ '.st:e. e ll.WAij 'iaaM'ru;.he aha UM '~'.200) .a wJA e kali 'QA a 1:R.i'.AG ii: k.anaka ma.b.ele.'QJ.da. J:iwp_u,_ia.'a.e.ke..~i.1-888-764-7586 no na..~a p.au. a U 'Ojb,ana I awel.awe 
Kanaka (OHS). 

~ W~Mi.UI..W Mi,~ R De(),ilrtment of Human Services. ~LKla ~:&iiruun..e.mJ.i~ llocano 

c.g,a._o.akabhl~n;a.mca.l.. Nu wn.a.aa.g.tayo, ~ danu a,DUii.~VJt.teiwax.en.~~iti. -~ Y.2.il!.~-~ kayo M.11.~ili 1-888-764-7586 para ~ruu.~iiDHS. 

J\ '.J-1 Ji! J. !.;B'H,tt.!l " SO);>;:,l]tJ;;lO S tn: •. ~®~~ L ~ ~n~ Ll ~l~ ~ g ~g ( ~ ~ L, . ~~"'=cnk~ Japanese 
I:, ~ ~ • tO) m~•~an~~ Q· · ~ • n ~ • . iU~l: l!tl¾ c .11<5,l;c'l,lal'.S< ;t,ffi':, < ltc ,Co"H S O) E O) ~ 't - t.;<.1.: ;s, L © ~~!i~ 1 - 8 8 8 - 7 6 4 - 7 5 8 6 C-~j£;t..\1tl,~9-

'2!V Ai~~ .J? AiOU:I ~ Ll 1e 82~ t;p: J ~ L-IQ . OIE.Xlot 7IJ:i~ t1*~.2Y ~*i- ~ Al.2. 9"-t!OI f:lil- ~ ~i'.13 ia~OI Korean 
;.tg iii-r ~ Oi ~ ~ @~Cl 2 .::J.~Oi92 ! ~£.lot JI ~~~ ~ iJL.(Q_ i~e 2.!:' £.It~ A{HI~ ¥ Ai(C.IOIOl j:IOf~)OI £8~ ~ '£71 lr-ltii kl 1-888-764--7586 .£ ~s;. ~~ ~ ~ !.-IQ • 
~~-~~6~ffi~~n~~~~~mft• z~nmL~~~~m- ~~n~~B - 6 lliliil!!!~illit ~~. 
• ~'ili~l! • ! l! i ~mfl*• g;;MiU:i!n ~u, 1l !i '-'-i t jj 1-888 - 764-7586. 

Mandarin -JJwn in ~im~an aW2.Js..iln.mt12Js.Hm.Glmtllfi departmenl of human services. J2.!.1.iilm cal e ~ in tm,m bed Marshallese 
iARella in a,k.teJta, in. Ne tQj cal, ce.oej_bJilQtitm.em.kin .k.li.o.M,jine.o..am im,djn_ am tta.te..Oftiha.kwon .kottaf.~ren 

A►.,, fflW.i.iY2Jl am !i..Q.ls.Q.k. ~ ca11-888-764-7586 non ~a!U2.Miru9.GDHSservices. 

o se ~ ~Dl&le .QJJ.:u.o le Human Services. f.a'amolemole ~QWj_le OJ.Ullmi lea o kio.U™ Samoan 
o leJle.jtu.\i,.. A. e ~mal,. o le a ~Rocelle a le ~ e ta..m..o:c.mia,a.oatu.:uu.'.o.lea o t.mtelft.fooii se tagat,} -e ~QM.~QC- E tniWhU9.Me~j le number 1-888-764-7586 lllQ.nisi ·~.nw!e.nru 
OJjS-'." 

~™QIU.~ de la ~ de Servic:ios Humanos IDHS). £.R.( favor ~ el OWll..tm de ~ Spani sh 

~ en la t:.atta...cu.and.oumed. llama, ustea. se ~QU.Aid.io..mau.stestb.an!A.Y $J.l.llawadA se P.Oru1ia. -en ~ para un ~ ~ ~ w.wie..twn.it 1-888 - 764-7586 para ~ los ~ de OHS. .L.. 
Ho a~ mahalaoana sulat QAgalingn Department of Human Services.~~~~~ Tagalog 
.sasul.una il.Q. Kung kayo ay taJ.ali.iaa...taia.oJJ.ag.io.kungao4aog.~wtu,at b.iAla:iiAniP¥Ab..a.P.WW1may smoaa.otM -~ -e rteit.Uli~.QDQtu.maw.Mli 1-688-764-7586 para.u!ill.lng~.u OHS 

KQ. e !Qhi~enJ_(Mjhe~-~!WMi'o !eWs!njilj heJiM 'ruw,ha \ hejgl!i_lll 'E leb!t'i Tongan 
a,wpe ko e ha e ta:a.bioga lea 'a.tu k.etea'.aki 'i he tauw.te.Ke ta ro.ai.a.i.pea truto.kQ.e..k.eta.U:a.a.'a.ua.tua.m.A:u ha tox.o.taha -~ lea. IG.G lava •o ta ki he Jg he ll.Q.Mbi~ ' a_ e DHS. 

ilkli liU,,,"""-""-lwlg Ii<~= l(u.l:!ll,m ll.io, (OHS). L,m.,ml!Oil<O.,wi ll!mrum l(m lilllo. !Wirn.!loi. Im. Vietnamese 
~=~uw. .... 1rn.lt0i:aoiiwm111mwm ~<llli /!OIWlMna.llio!J, ll.olm !Mi 1= .iino.oilumoll.i~ ,_ llieJ. Nam 
886-764-7586 ~ill~ XU. DHS. 

Ki.JJi.~ ~Wli.nli Oepartmenl of Human Services (DHS). f.a.lm.Jm~.ao,g_~ ~ Visayan 

telepQ_.o,g.o.g,a.o.ab.ia:wtaAO..u.s.JJLaj_ Sai imoogpaglawao ttaw.~on kun .u.o.M.a.o.Qimoogpimdongan.uo.a.no. • ~= ill.olllml P•'" llll.MM_ll _ M,bi,nQiruJ!lllli!.imollo.~ 1-886-764-

7 586 para li ~ ~ li OHS. 

o :;~o~~~~g~!!.Hc:.o1~~~~~~ ~~N:. :!esit :=::==~:!:Sth~ ~-:.a~;=6~o;_.~get~:.!"h::::~ 
cost to you. TTYfTDO user.. sr:-..ld e~■ 1-855-858-8604.. 

OHS 1100 (REV. 10l"14) 
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Jijij• Tell us about yourself. 
r,Ne need one adult in the family to be the contact person for your application.) 

r· First nam e I Middle name ] l ast name I Suffix I 
2. Home address (Leave blank i f you don'! have one.) 3. Apartment or suite number 

4. City 15. State 6. Zip code 7. County 

8. Mailing address (If different from home address) 9. Apal1menl or suite number 

10. City 111. State 12. Zip code 13. County 

14. Phone number 15. other phone number 

16. Do you want to get information a.bout this application by email? Q Yes Q No 

Email address: 

17. 1Miat is your preferred spoke n language (if not Engl ish)? 

19. How many family m embers live with you? 

18. INhat is your preferred written language ( if not Engl ish}? 

20. Is any family member you usually ive with incarcerated (detained e r 
jailed) or residing in the Hawaii State H ospital? 

0 Yes □ No 

If yes. p lease l ist their name(s): 

Jiii#I Tell us about your family. 
Who do you need to includ'e on this application? 

Tell us about all the famity members who live with you. If you file taxes, we need to know about everyone on your tax return. {You 
don'f need lo file taxes lo ge1 health coverage). 

DO Include: 
• Yourself 
• Your spouse 
• Your children under 19 who live wilh you 
• Your unmarried partner who needs health coverage 
• Anyone you include on ou r tax return. even if they don't live 

with you 
• Anyone else under 19 who you take care of and lives with you 

You DON'T have to include: 
• Your unmarried partner who doesn't need health coverage 
• Your unmarried partner's children 
• Your parents who live with you, but file their own tax return 

(if you're over 19) 
• Other adult relattves 1,vho file their own tax return 

The amount of assistance or type of program you qualify for dep ends on the number of people in your family and their incomes. This 
information helps us make sure everyone get the best coverage lhey can. 

Complete Step 2 for each person in your family. start \vith yourself, then add other adults and children. If you have more than two (2) 
people in your family, you'll need to make a copy of lhe pages and attach lhem. You don't need to provide immigration status or a Social 
Security Number (SSN) for family members who don't need health coverage. We'll keep all the in1formatlon you provide private and 
secure as required by law. We'll use personal infonnation onty 10 check if you're eligible for health coverage. 

0 
NEED HELP WITH YOUR APP LI CA TlON? Visit mybeQefit.s.hawaii.gov or call us at 1-877-628-5076. tf you need help in a 
lc1ngu.11ge other th•n English, call 1-8n-628-5076 cmd tell the customer service represent.dive the l.ingu.ige you need. We'll get 
you help .it no cost to :,ou. TTYITOO user-s should call 1-8.55-858-8604. 

DHS1 100(REV. 10/14) Pagetof7 

f jjjf jijjij-i•UI■ (Start with yourself) 
Complete Step 2 for yourself, your spotJselps rtner end children who live with you and/or anyone on your seme federal income lax return if you file 
one. Se:e pege 1 for more information about wh o to include. If you don·t file a tax re.rum, remember to still add fami ly members. who live w ith you. 

1. FirstQsme M iddle name Last nem@ uffix 2- Rel.ations h.ip to you? 
SELF 

3. Oat, o f birth {mm/dd,'=) DOJODO□□□ 4. Gender Ot.1s le 0 F emale 

5 Sooial s ,,urityNumboc {SSN) D□□-00-0□□□ 
We need this if you want health coverage and have an SSN. Providing your SSN can be helpful if you don"I want heslih coverage loo sinoe tt 
can sp eed up Che application process. We 1J:se SSN s to check incom e and other in-formation t o see who"s eligible for help, with health coverage 
costs. If someone wants h.elp getting an SSN, c ell 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-B00-325-0778 

6 . DoyotJ plan to file s federal income t ax r eturn NEXT YEAR? 
(You can still apply for health insurance even if you don·t files federal income tax return.) 

Q Yes. If yes , p lease ans wer questions a- c . C lt,Q. If no, skip to question c . 

a. W ill you file jointly w ith a spoU'S-e? IJ Yes !J No 

If yes, name of spouse: -----------------------------

b. W ill you claim any dependents on your tax return? D Yes 

tf yes, list nam e{s) ofdependent s: __________________________ _ 

c. W ill you be claimed as a dependent on som e-one·s lax return? □ Yes Q No 

tfyes, ple85e l isl the name ofChetsxffler: ________________________ _ 

How.are you related lo the lax filer? __________________________ _ 

7. A re you pregnant? D Y es Q N o !t yes, how many babies are expected during this pregnancy? __ Expected Due Date __ 

8 . Do yotJ need hea11h coverage? 

(Even if you have insurance, lh.ere might be a program with better coverage or lower costs.) 

□ Yes. tf yes, a n swer all t h e quest ioris b e low. O C No. If no, S KIP to the income q uestions on p age 3 . 
l eave the re s l of thts pa g e blank. 

Q. D o you haves disability that will last more then twelve ( 12 ) months? Q Yes O No 

a . Do you currenlfy receive long term care nursing services: 0 Yes, in s ni..-sing fsdily O Yes, in my home in the community 
b. Have you received long term care nurs ing services in th.e last three (3) mo nH1s? □ Yes. If yes, 'Mlsi dste(s)? ____ _ 

c . Do you think you need long term care nursing services now? 0 Y.es □ No 
d. Do you receive Supplem ental Security Income {SSN)? 0 Y.es □ No 

10. Dtd y ou receive any medical services in the psst ten (10) calendar days immediaiety prior to th.e date o( thts application? 

□ Yes.lfyes,whst dste(s )? □ No 

11. Are you a U .S. citizen or U .S. n a!ionel? a Yes. If yes , sk ip to Q u estion 13. a No 

12. If you aren·t a U.S . c itize n or U.S. national. please provide the information below. 
a . Imm igration doc ument !ype ________ _ 

~-· ~~:~:i:n:~o e~~e;!:r U~.~S.~?---------

d. Al"e you a oitizen of the Federated State of Micronesia, the Republ ic of the Marshall Islands, and ~ 
e. A r e you, o r your spouse or parent, s veteran or an active-duty m em be:r of the U .S. m i litary? 

13 . Are y ou lh.e primary or o ne of th.e pr ims ry person{s) taking care of s child u nder age 1 Q yea rs that lives w ith you? 0 Yes 

14. Were you in foster -care et age 18orolder i n H awaii? Q Yes Q No 

15. A re you a fl.i ll-time student? Q Y@s □ No 

16. If Hispanic/Latino. ethnicity {OPTIONAL-check all Chat apply.) 

D M ex ican D ~ A merican O Chicano/ a D Puerto Rican D Cuban 

17. Race (OPTIONAL - check all that apply.) 

D White D Black or Afric an American 

D Asian Indian D American Indian o r A laska Native 

D Chinese D N ative Hawaiian 

0 Filipino 
D Jep.ane.se 

D Korean 

D V ietnamese 

D Other Asian 

D Sam oan 

D Oth e r 

D Guamanian or Chamorro 

D Other Pacific Islander 

D Other ____ _ 

0 
NEED HELP WITH YOUR APPLICATION? Visit mybenefits.h.11-waii.gov or call us at 1-877-628-5076. tf you need help in .i 

C) 

□ No 
D No 

lc1nguc1ge other th•n English, call 1-8n-628-5076 .ind tell the customer service represent.dive the l.ingu.ige lfOU need. We'll get 
you help at no cost to you. TTYfTD[) user-s should call 1-855-858-8604. 
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f iijfjQj:fi•UI■ (Continue with y ourself) 

CURRENT Job & Income Information 
0 Employed O self-employed 0 Not employed 

If you're currently err'4)1oyed, tell us Sq> to question 27. Skip lo question 28. 
about your income. start with 
question 18 

CURRENT JOB 1: 
18. Employer name and address 

20. Wages/tips (before taxes) □- Hourly □ W eekly O ~ 2 weeks □- Twice a m on th □- Monthly 

s 
2 1. Average hours wortted e-ach 'NEEK 

CURRENT JOB 2: (tfyou have more jobs snd need more space. aftach another sheet of paper.) 

22. Employer name snd address 23. Employer phone number 

( ) 
2 4. Wag,esftips (before taxes) □ Hourly O W~ 0 ~ 2 w eeks □ Twice a m on th O ,.i onthly 

s 
25. Average hours worlted esch W'EEK 

28. Jn. the psst year. did you: □ Change jobs □ Stop working O Start worlcing fewer hOUJS O None of these 

27. If s~mp&oyed. answer the folowrlg ques5ons: 

~ of work b. How much net income {profit business exp4H1ses a re paid) wil you get 

~ this se.tf-employment this month? 

28. OTHER INCOME THIS MONTH: Cheek al thst apply. and give the amount and how often you get il 

NOTE: Yo u don't n~ to tel us about child support o, v ecl1Y&n°s payment. 

0 Unemployment S___ How often? 0 Net fanning/fishing S___ Ho,i, often? 

0 Pensions $___ How often? 0 N e:! rentsll'royalty $___ How often? 

0 Social Security $___ How often? Q .QUw: income $___ How often? 

Q Retirement accounts $___ How often? Type: ______ _ 

0 Ali~y reoeived S___ How often? 

2Q. DEDUCTIONS: Chedcal that apply, and give the amouni and how often you get it. 

If you pcay for certain things that can be deducted on a federal inoome tax return. tel ling us about them could make the cost of health ooverage a little 
lower. 

NOTE: Yo u shouldn, include a cost that you sJresdy considered in your sns,,..'8' to net self--employment (question 27b). 

0 Ali~y paid $___ How often? a Other deductions $___ How often? 

0 Student loan int-st S___ How often? __ _ Type: ______ _ 

30. NET YEARLY INCOME: Complete if your oet income changes a lol fTOm month to month. 
tf you don't exp@-Ct changes to your monthly income, skip to the next person. C) 

Your total income this year XQYl total income next year (d you think it wil be different) 

s 

9 

THANKS! This is all we need to know about you. 
If there is 2 or more people to include, please make a copy of STEP 2: PERSON 2 (Pages 4 and 5) and Complete 

NEED HELP WITH YOUR APPLICATION? Visit mybenefits.hawaii.qov or call us .t 1-877-62s-5076. H you need help in a 
lan~ other th~ English, cal 1-877-628--5076 and U-11 the customer s«Vice representative the Language you ne-ed. W e'll get 
you help at no cost to you. TTYfTDD users shoukl call 1--855-358-8604. 
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►iHIIP34i•Ufl 
Complete step 2 #of" yOUJ'Self. your spouse/partnE!f' and children who live with you andlor anyone on your same federal income tax return if you file 
o n.e. See page 1 for moce infom'l.stion about who to include. lfyoudon'I file a tax return. re~rto stilt add famiy m~berswho live with y0t1. 

1. First name f.liddJe name last n ame Suffix 2. Relationship to PERSON 1? 

3.Dateofbnh(nvn/~ DD~ 4 . Gender □ Male D Female 

5. Social S~rity N,mbe< (SSN) orn-00-0000 
We need this rt you want health coverage and have an SSN. 

6 . Does PERSON 2 live st the ssme address as you? Q Yes Q No 
H no. list address: 

7. Does PERSON 2 plan to fie a federal income tax r eturn NEXT Y EAR? 
(You can stil apply fot hes'lth inSU"Snce even if you don't file, a fedE,rsl ino:)me tax return.) 

0 Yes. If yes, please an swer ques tions a- e 0 ftQ.. If no, skip to q uestion e. 

a. Wil PERSON 2 tie join.tty with a spouse? 0 Yes 

If ye s . name of spouse: _____________________________ _ 

b. Wil PERSON 2 claim any dependents on his/her tax return? ~ Yes bl, No 

If yes. tistname{s) ofdependents: ___________________________ _ 

c. Wil PERSON 2 be cian1ed as a dependent on someone's l ax return? ~ Yes bl, No 

If yes. please list the name of the tax filer. _________________________ _ 

How is PERSON 2 related to ihe tax filer? _________________________ _ 

8. Is P ERSON 2 pregnant? 0 Yes l;;;;t No J;(.yes, how many babies are expected during this pregnancy? _ Expected Due Date __ 

Q. Does PERSON 2 need heahh oove,rege? 
(Even if they ttave insurance, th.ere might be a program W1th better coverage Of lower costs.) 

a Yes. tf yes. a n s w er al the questions b elow. 0 

10. 0oes PERSON 2 have a disability thet wll lsst more than tv;etve (12) months? □ Yes O No 

a. Does PERSON 2 currently receive long term care nu~ng services: 0 Yes. in a~ fscillty Q Yes. in my- home in the oornn-.nty □ No 
b. Hes P ERSON 2 received long term care nursing services in the lest three (3) monttls? 0 Yes. If yes. what date(s)? __ Q No 

c. Does PERSON 2 need king term care nu1>ing services now? 0 Yes □ No 
d. Does PERSON 2 receive Supplemental Se curity Income (SSI)? 0 Yes OJ No 

11. Did PERSON 2 receive any medical StH"Yices in the past t tM (10) calendar days immediately prior to the date of this application? 

□ Yes. If yes. w hat d ale(s }? □ No 

12. ls P ERSON 2 a U.S. citizen or U.S. n ational? 0 Yes. If yes, skip to Question 14. 0 No 

13. ff PERSON 2 isn'I a U.S. citizen 0t U.S. nation.el. ple.S'Se proYide the information below. 
a . lmmig("-eiion documeni type _________ _ 

~ .. ~~:~~;~~;~~;-.. ~, e- ,7fh-e ~U~.S~.?-------

d. Is PERSON 2 a citizen of the Federated State of Micronesia, the Republic of the Marshal Islands or Palau? □- Yes □- No 

e. ls PERSON 2. or their spouse «parent. a veteran or an active-d'uty member of the U.S. military'? 0 Yes O No 

14. ls P ERSON 2 the primary o, one of the primary person(s) taking care of a chikl under age 19 years that Ives with you? 0 Y es D No 

15. Wes PERSO N 2 in fos!ercare a l age 18oro5der in Haw si? 0 Yes □ No 

16. Is P ERSON 2 a ful-time student? 0 Yes O No 

17. ff H ispanicllafino. ethnicity (OPTIONAL-cheek all that eppty.) 

□ M exican □ ~ American □ C hic ano/a O Pueno Rican 

18. Race (OPTIONAL - check all that apply.) 

0 White D Black Of A frican American 

D Asian Indian □ Americsn Indian or Ala:Ska Native 

0 Chinese □ Ns tive Hswaiian 

□ F­
□ Japanese 

0 Kocesn 

□ Cuban 

0 Vie&na~ 

C Other Asian 

0 Samoan 

a Other ____ _ 

0 Gusmanien o, Chamorro 

D Other Pacific Islander 

D Other ____ _ 

Now, tell us about any income from PERSON 2 on the back. C) 

9 
NEED HELP WITH YOUR APPUCA TION? Visit mybenefrts.hawaii gov or call us at 1-877-628-5076. ff you need help in~ 
language other than English, eall 1-877-628-5076 and tell the custome..- service representative the language you need. We'U get 
you help at no cost to you. TTYfTDD u~ shoukl call 1-355-858-8604.. 
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JiHIIAdi+i•ntl 
CURRENT Job & Income Information 
[j Employed Cl S.lt-<>mployed Cl Not employed 

: 0~~; .;,~rre:;rt :J:1~~ti!\f about Skip to question 28. Skip to question 29. 

CURRENT JOB 1: 
19. Employer name and address 20. EmployB phone number 

( ) 
21. Wages/tips {before laxes} Q Hourty Q Weekly □ ~ 2 • eeks Q Twice a m onth Q Monthty 

s 
22. Average hours worked e.acn WEEK 

CURRENT JOB 2: (If you have more ;ohs and need mo«! space, attach another sheet of paper.) 

23. Employer name and address 24. Employer phone number 

( ) 
25. W ages/tips (before laxes) □ Houdy Q W eek ly C ~ 2 w eeks Q Twice a m onth O l.fonthty 

s 
26. Average hours worked each; WEEK 

27.lo.the past year. did PERSON 2: □ Change jobs 0 Stop worbig □ Stsrt worlting fewer hou~ □ None of these 

28. H self-employed , answer the following questions: 

11......URC..ofwort. b. Ho.- much net iricome (profit once business expenses are paid) 
wil you get fonn this self-employment this month? 
$ ____________ _ 

21:t. OTHER INCOME THIS MONTH: Ctteck a■ thatappty. and give ihe amount and now otten you get 1.. 
NOTE: You don't need to tel us about child support or vetera.n·s payment 

□ Unemployment $___ How often? □ Net fsnningffishing $___ How often? 

Q Nei rentalfroyalty $___ How often? 

Q ~ income $___ How often? 

Q P ensions $___ How of.en? 

Q Social Security $___ How o-f.en? 

Q Retirement a ccounts $___ How o'f..@n? 

a Alimony received $___ How often? 

Type: ______ _ 

30. DEDUCTIONS: Check sl that appty. and give the amount and how often you get it 

If PERS ON 2 pays for certain things th.ai can be deducted on a federal income tax return. telling us about them could m ake fhe cost health 
ooversge a ittle lower. 

NOTE: You shouldn't include s cost that you slresdy considered in your ans'hcer to net seH-empk)yment (question 28b). 

□ Aimony psid S___ How often? B Other deductions $___ H ow o fte n? 

□ Siudent loan interest $___ How often? __ _ Type: 

31. NET YEARLY INCOME: Complete if P ERSON 2 net income changes a lo! from month tomonih. 

C) H yo u don't except changes to PERSON 2 monthly income, skip to the next section. 

PERSO N 2's totsl income this yesr PERSON 2's tots l income next year f if you th.ink it wil be different) 

$ s 
lHANKS! This is all we need to know about PERSON 2. 

If there are no more people to include, skip to next page. C) 

0 N EED HELP WITH YOUR APPLICATION? Visit mybenefits.t..:waii gov °"call us~ 1-l!.n-628-5076. If you need help in a 
langu~ ot:hec' t~ English, call 1-8n-628-5076 and tell the customef' service represenbitive the language you need. We'I get 
you help at no cost to you. TTYfTOD users shoukl call 1-855-4158-8604.. 

OHS 1100(REV.10/14) Page5of7 

American Indian or Alaska Native (Al/AN) family member(s) 

1. Are you or is anyone in your family American Indian or Alaska Native. 
D Yes. lfyes, gotoAppe:ndixB. 
Q No. H No, skip Step 4. 

Jii@I■ Your Family's Health Coverage 

Answer these questions for anyone wt,o need health cove.-age. 

1. Does anyone ltave health coverage or health insurance other than Medicaid? 

0 Y es. H yes, check the type of coverage and write the person{s) name(s) o n the line provided and additional infonnation as appropriate. 

Q Employer insuranee __________ _ 

Name of health insurance ________ _ 

Policynumbet: ___________ _ 

Is this C OBRA coverage? QYes!;I No 

Is. this a retiree heaJth plan? 0 Yes ~ No 

□. Medicare, _____________ _ 

Q TRICARE ____________ _ 

(Don't die ck if you have direct care or Line of Duty) 

Q VA heslth care programs ________ _ 

Q Peace C orp ____________ _ 

a other ______________ _ 

Name of health insurance: ________ _ 

Policy number: ___________ _ 

Is this a l imited-benefit plan (Ike a school accident policy)? □ Yes □ N o 

□ No 

2. Is anyone listed on this application offered heatth eove:rsge from a job? 
(Cheek YES even if the coverage is from someone etse·s job. such as a parent or spouse.) 

□ Yes. If yes, you-. need to complete and include Appendix A Is this a state empk)yee benefit plan? □ Yes □ No 

0 No. H no, continue to St ep 5. 

PRA DiscloSUJ'e Stltl!,ment 
A.ceord.n; to ;M Pai:e, • ort Reju¢5,n Act cf 11;#:!:,. no p,e.scns ue rf;1.ir,a,d o r,a,s;x:id to~ icalEco:,n ofr.lor11u:ion i.!!Jess ilc'ispla1--s a u ~ OM:O oor.trcl nutl,r. Tb! 'fali:I O.,S 
~ ll'ol nmber lcrlh~illforrufion oollecliH is C;:s,B.-1191. The lme R.j~ired to ccmp!etec lills ilfonr.atic.1 eo~eaion ~ ec.stl'lu:,;d to anrai;te {ln~ -:: Timt (tlours or mia.1,;as)] fi,t 

respansli!. illc~ :fr1g e:.- tllle •~ oeY.'EW ir:; t:l;ctons. 5e,m;ll exis~ <!J:.i resoi;;:oes. ;i:h.-r Oe dat:i n.tede:I. ilnd comp~:e r:1 reYiew i!re iltorma.lic:i col oerton. lfr011 hi ve i:arimei::s. 
co.t.ee~ tht accuruy oldtt frM H ii!!la:,i,(s) or s~ggHfion fct wr.prOffl; dus ir,ora. pleue 11rito!c ao: CMS. 7~Jv SeClfrity Boc"1vud. Aan: PRA Rt?Ons Cle-.ircce Ok.er, II.ai l Step 
Ct -26·-l:5 ~ M.ir~lu~ 2124--4-l :3fJ 

0 N EED HELP WIT H YOUR APPLICATION? Visitmy~nefits.hawaii.gov or eall us at 1-877-t12e-5076. Hyou need help in a 
l.i-n~e othef' th,i,n E nglish, c..111-an-628-5076 and tell the customef' senri-ce repre-senbtive the i.ngu•ge you need. We'll get 
you help at no cost to you. TTY/TDD u sff5 should C41ll 1-855-858-8604. 
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!!!SIGNATURE REQUIRED BELOW!!! 

►ii§ij Read and sign t his application 

rm signing this application under penalty of perjury which means I've provided true answers to all the questions on this fonn to the best of my 
knowledge. I know that I m ay be subject to penalties under stale or federal law if I provide false and for unbue information. 
I understand I must t el l the Oeparbnent of Human Services or the Hawai H ealth Connector if anything change:s (and is d'ifferent than) what I WTO:@ on 
this application. I csn v isit mybenefits.h.,Wilii.gov or cal 1877-628-5076 to t eport any changes. I understand that a change in my infonnstion could 
affect the eligibiiy for member{s ) of my household. 
I understs.nd that under federal law. discrimination isn"t permitted on the basis of raoe, color, national origin, sex , age, sexual orientation gender 
identity, or disability. I can fi~ a complaint of disa im instion by visiting www.htls .gov/ocrloffice/file. 
I und~tsnd ihe Department of Human senoices and the Hawaii Heafth Connector will obteln information to verify eliglbiity w i!h eleetrontc dstabs:secs, 
to incbde but not nited to. the ln!emal R evenue Set'll'ice:s (IRS). Social Security Administration (SSA). Department of Homeland Security (OHS) or a 
consumer reporting agency. H the infonna6on doesn't match. we may ask t o you 54:nd us proof. 

Renewal of coverage in future years 
To make it e.ssier to determine my elgibil ity for help pay ing for health coverage in fuhre years, I agree to al low ihe H awaii Health Connector to use 
income data. including information from lax retums. The Hawaii H ealth Connector wil send me a notice. lel: me m ake any changes . and I esn opt out at 
any time. 

Yes, renew my eligit>My automatically for the next 
D. 5 years (the maximum number of years allowed), or for a shorter number of years: 
D 4 years □ 3 years D 2 years □ 1 years D D.oQ.l use intorms fion from tax retum s to renew my coverage. 

If anyone on this application is eligible for Medicaid. 
I am assigning ihe Departmecnt of Huma.n Selvioes. m y rights lo paymEflts for medical care from any third party, which may include but not l imrl:ed to, 
other health inst.nmce or legal settlement I am also assigning lhe Department of Human Services , my rights to pt1rsue and gel medical support trom a 
spouse Of' paren.t. I wil coopera!e in obtaining third party payments. 
Does any child on ihis apptiestion l\ave a parent living outside of the home? Q Yu; Q ltQ-11 yes, I understand I wil be asked to cooperate with 
the Department of Human Services end the agency that collects rra-dicsl support form an absent parent If I think that cooperating to colect medical 
support will harm me or my children. I can tel Medicaid and I m ay not have to cooperate. 
I agree to cooperate with the Departmenl of Human Services, Federal Q uality Control reviewers« auditors if m y case is selected for a review. 

My right to appeal 
If I think the Department of Human Services or the H awaii He9tth Connector has made a mistake. I c an appeal its decision.. To appeal means to tel 
someone at the Depatimeni of Human Services« the H awai H ealth Connector that I fhink the :action is wrong. and ask for a taa- review of the action. I 
know that I can find oul how to appeal by contacting someone at 1-STT-628..5076. I know thal I can be represented in the p,ocess by someone other lhan 
myself. My eligibility and other infomlation wil be explained to m e 

Sign this application. The person who filled out Step 1 should sign this application. If you're an authorized representative you may sign here 
with our name. as as ou have rovided the information r uired in A endix C. 

Signature Date (mm/~ 

iii¼ii r.'lail your signed application to: 

MQDIEB MQDIEB MQDIEB MQD/EB 
Oahu Section Kapolei Unit East Hawaii Section West Hawaii Section 

P.O. Box 3490 P.O. Sox 29920 1404 K i lauea A venue ~ ProfessK>nal Center 
Honolulu , HI 96811.3490 Honolulu, HI 96820..-2320 Hilo, H I 96720 75-5591 ~ Road, Suite 3004 

K.ailua-Kona HI 96740-3633 

MQDIEB MQDIEB MQDIEB MQD/EB 
Lanai Unit Maui Section Molokai Unit Kauai Section 

P .O. Sox 631374 Millu.tst.Plaza P.O. Box 1619 4473 ~ Street, Suite A 
lanai City, HJ 96793.0737 210 llJu Kala Street. Suite 101 

Honolulu, HI 96820-2320 
K aunakakai, HI 96748-1619 Lihue, HI 96766 

If you want to register to vote you can complete the attached \IOter registration from or dcwnload s fomi from haw.iii.govJelections. 

0 NEED HElP WITH YOUR APPUCA TlON? Visit mybe~fits.hawaii.qov or call u~ at 1-Ul-623-5076. If you need Mlp in a 
language othH than English, call 1-STT-628..5076 and tell the customef' service representative the Language you need. We'll get 
you help at no cost to you. TTYITDD users should call 1--855-858-8604. 
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APPENDIX A 

Health Coverage from Jobs 
You DON'T need to answer these questions unless someone in the household is eligibte for hestth coverage horn a job. Attach a copy of th.is page 
for each job that offe~ coverage. 

Tell us about the job that offers coverage 
Take the Employer Coverage Tool on the nexi page to the employer who offers coverage to h~yotl answer the:se questions. You only need to 
include this page when yO\J send in your appkation. not the Employer Coverage Tool. 

ft EMPLOYEE Information 
~ The em lo ee needs to fill out this section. 

1. Employee nam e (Fr..t, Middle. last) 

... EMPLOYER Information 
Q1 Ask the emDlover for this section 

3. Employer name 

5. Employer address (notice wil be sent to this address) 

7. ""' 18. State 

10. VVho can we coots.ct about employee hesffh st this job? 

11. Phone numbet"f lf different from sbove) 
I ) 

2. Employee Socisl Security Number 

□□□o□o□co 

4. Empk)yer ldentificatioo Number (EIN) 

6. Empk)yer phone number 

I l 

9. Zip Code 

112. EmaJ address 

13. Are you currently eligible for coverage offered by this employer, or will you becom.e el igible in the next ihree (3) monihs? 
Q Y es (continue) 

13a. If you're in a waiting or probation.afy period. when can you enroll in coversge? ______ m_ m~/<l<J/rat.= ------~ 

List the names of anyone else who is eligible fOf coverage from this job. 
N.ame: Name: Name: 

No STOP and o toSt 5inthea tion 

Tell us about the health plan offered by this employer 
14. Does the employer offer a heahh plan that meets the minimum v-akle stands~ 

QYes Q No 

15. F« the lowest-cost plan thet meets the minimum value standard· offered only to the employee (d<in't include family plans)· If the employer has 
w~s program s. provide the premium th~t the employee WO\Jld pay if helshe received the maximum discount for sny tobacco ce.sssiion 
prognims, and did not receive any other discounts based on wellness programs. 
a . How much would the employee have to pay in premiums for this plan?;.;·•:~--~~~ 
b. How often? n Weektv ·n Everv 2 weeks n Twice a monfh Once a month Quartertv n Yearhr 

16 . VYhat change wil the employer make for the new year fd known)? 
0 Employer won't offer healdl coverage. 
□ Employer wil stal1 offerirlg he.s lth coverage to employees or change the premium for the lov,;est-cost plan avail.able only to the employee that 

meets the minimum value stands rd .· (Premium should reflect the discount for wellness pn:,grams. See question 15) 

:: ~~: ;.:-? □-~=,.ploy□\nv:v.; ~ ::::: Pa7=e ~ r :=:n□S•On=-~-, -m-oa""th---,0_,...,0-uarterty □ Yearly 

~ NEED HELP WITH YOUR APP LI CA TlON? Vis rt mybe~fits.hawaii.gov or call us~ 1~77-628-5076. If you need ~P in a 
V language othH than English, call 1-8ll-o28-5076 and tell the customef' serrice representative the Language you need. We'll get 

you help at no cost to you. TTYITDD users should call 1-855-858~604. 
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EMPLOYER COVERAGE TOOL 
Use this tool to help an5W'er questions in Appen<ix A about any efl1)1oyer health coverage that you're eHgible for (even if it's from 
another person's job, like a parent or spouse). The information in the nurrbered boxes below match the boxes on Appencix A For 
example, the answer to question 14 on this page should match question 14 on .Appen<ix A 

Write your name and SOCial security number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Gomi,lete one 
toot for each employer that offers health coverage. 

ft EMPLOYEE Information 
"'1' The em o ee needs to fill out this section. 

1. Employee name (First MK!dle. l sst ) 2. Social Security Number 

□00-ITJ-ODITJI 

6) EMPLOYER Information 
Ask the employer for this section 

3. Employer name 4. Employer Identification Number {EIN) 

5. Employer addn?Ss (no5ce wil be sent to this address) 6. Employer phoone number 
( ) -

7. City 18- State g_ Zip Code 

1 O. Who can we contact about empJoyee heatth at this job? 

1 1. Phone numbeT (if difle.rent from above) 112. Email address 
( ) -

13. Is the employee curren tly eligible to.- coverage oeet-ed by this employer-. or wil the employee be eligible in ihe next three (3) months? 
Q Yes (continue) 

13&. H the employe.e is not eligible ioday, rlotuding a.s a re.sull of a waiting or probationary period, when is the employee eligible for 00\lerage? 

__________________ mml~ (Contin1.1e) 

No STOP and rewm this form to em 

Tell us about the health plan offered by this employer. 
Does the employer offer a health plan that covefS an employee's spouse or dependent? 

8 YM Which people? □ Spouse D Oepen~(s) 
No 

GolDQUesblXI 14} 
14. Does the employer offer a health plsn that meets the minimum value standard"'? 

Q Yes (Go to q uestion 15) Q No ( STOP and re!um form toempk>yee) 

15. For the lowest~st plan that meets fhe minimum vslue standard" offered only to the employee (don"t include fsmiy plans): If tile employer has 
wellnes.s programs. p-ovide the premium that the employee would psy if he/she received the maximum discount for any tobacco cessstion programs. 
and did not receive any other discounts based on ¥1.-ellnes.s progrsms. 
s . How mucll ~kt the employee have topsy in premium.s for thts plan?'-'_ •:----~ ~ 
b. Howoften? nweekiv neverv2weeks nTwiceamon!h n o nce s month Ouari:ertv nYes.+v 

If the pla n ye&r wil end SOOfl and you know the health plans offered will change, go to question 115. If you don t know. STOP and return form to 
employee. 

16. What change wil the e mployer make for the new plan yesir? 
Q Employe.r won't offer health coverage. 
Q Employee, wil start offering health covera:ge to employees or change fh.e premium for the lowest-oost plan avauble only to the employee that 

mee.ts th:e minimum value stand'ard ... (Premium should refleci the discount Jor w~s p<ogram.s. See question 15) 
a. How much wil thee employee h ave to pay in premium.sf« that plan? S ____ = _ 
b. How oftan? □ Weekly O Every 2 w eeks Q Twice a month O Once a month □ Quarterly O Yearly 

Oa!e of change {mmlddJYyyy): 

~ NEED HELP WITH YOUR APPLICA TlON? Visit mybenefits.~waiLqov or c.all us at 1_.n-628---507&. tt you need help in a 
V Ian~ other tun English, C-illl 1-8n--628--507& and tell the customer _.-vict!" representa~ the lD}guage you ne'-"d. We'll g._.,t 

you Mlp at no cost to you. TTY/TDD users should c.all 1-355-8.58-8604.. 

OHS IIOO{RE~. 10114) AppetmPage2of4 

APPENDIX 8 
American Indian or Alaska Native Family Member (Al/AN) 

CoOl)lete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your Application for Health 
Coverage & Help Paying Costs. 

Tell us about your American Indian or Alaska Native family member(s). 
Amencan Indians and Alaska Natives can get services from the Indian Health Services. bibal health program, or t.man Indian health 
programs. They also may not have to pay cost shafing and may get special monthty er.ailment periods. Answer lhe following 
questions to make sure your family gets the most help possible. 

EB NOTE: If you have more people to include, make a copy of this page and attach. 

f,J/NI PERSON 1 f,J/NIPERSON2 
1. Name (Fll'St name, Middle name , Last name) Fil'$t 

2 . a.tember of a feden!lly recognized tribe? 

3. Hss this pefSOn ever gotten a service from 
the Indian Health Service. a tribal health 
program. or urban Indian health program, or 
through a referral from one of these 
programs? 

4. Certsin money received m ay not be counted 
f-01" ltedicsicl 01" the Children's Health 
lnsursnoe Program (CHIP). list an:, income 

l ast 

UYes lfyecs. tri:>e name is: 

UYes 

0 No. If no. is this person eligible to get 
secvkes from the Indian Health sernoe5. 
bibal hesl1h programs. or urban lndisn 
hes Ith pwgrs.ms. or hough a referral from 

n ey:fsthen ~rams? 

(amount and how often) reported on your How o ften. ,·> _ _____ _ 
application that includes money from the.se 
source.s: 

Per cap«a payments from a tribe th.st 
come from l'\S!ursl resour~. usage 
rights. leas'-"5. or roys]ties. 
Payments from natural resouroes. 
farming. rsnchir1g, fishing, leases. or 
roysffie.s from land designated s.s Indian 
trust land by ihe Department of Interior 
{including rese.r.-ation.s end former 
reservations). 
Money from selling things that have 
culiursl sinnfficsnoe. 

First Middle 

last 

U Yes tfyes. time name is: 

UYes 

0 No. If no. is thts person eligible to g el 
seMCe.S from the Indian Hestth services. 
tribal hes11h Pf"OQrsms.. or urban Indian 
heslth programs. or through a referral from 

r,ey:'stheD ::grams? 

~ NEED HELP WITH YOUR APPLICATION? Visitmyben.efits.hawaii.g0'¥' ore.a.I us~ 1--877-628---507&. If you need h'-"lp in a 
V lil.n~ other than Eng Ii.sh, cal 1-877-628-.5076 and ~II th'-" customer service representa~ the W"lguag'-" you need. w._.,•11 g._.,t 

you Mlp at no cost 1D you. TTYITDD Usef"S shou&d c.aD 1--855-3.58-8604. 
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DHS 1100 Application for Health Coverage
& Help Paying Costs
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APPENDIXC 
Assistance with Completing this Application 

You can choose an authOrizea representative. 

You can give a tn..isted person perrrisslon to talk about this application 'Mth us, see your information, and act for you on matters 
related to this application, induding getting infoonatioo about your application and signing your application on your behalf, This 
person Is called an ~authorized representative.- If you ever need to change your authorized representative, call 1-877-628-5076. 
you're a legally appointed representative for someone on lhis application, submil proof Vvith the application. 

1, N1me of 1uthorii.td rt,pruent1tlve (Fl1111 n1me. Middle ntmt, Lut n1m1) 

2. Address 3. Apartmeni Of suite number 

4. Crty ~- Stale e. Zip cod@ 

7 Phone number 
( ) 

8. Organization name Q. ID number (if applicable) 

By sl9nin9, you allow this person to sign your appHcaUon, get official Information about this application, and act for you on all Mure 
matters with this agency. 
16. You, 11gnatur~ I 11. bot,(mm'ddliM) 

Authorized Representative 

As the designated Authorized Representative, I agree to maintain the confidentiality of any information provided to me by the 
Oepartmenl or its designee and I can be released as the Authorized Representative by signing below: 

T•laphone Cat• 

StrHI Addru1 City State Zip Code 

"'3 applicable, I --------,P"'R"'<N"'T""N,.,,m°"'•""•""t1n°"',"'M"",,-,, ,.., ______ ,am a provider or staff member or volunteer 

of an organization: 
PRINT Name of Provider!Organization 

I understand and agree, as a condition of serving as the Authorized Representative, will adhere to the regulations relating to 
confidenllallty or lnrormatlon ond the prohibition against reassignment or provider claims as approprtate ror a health racllity 
or an organization ading on the facility's behalf, as 'Nell other relevant State and Federal laws covering conflicts of interest 
and confidentiality of information. 

For certiriea application counselors, navigators, agents, ana brokers only. 

Con:plete this section if you're a certified application counselor, navigator, agent, or broker filling out this application for someone else. 
1. App1Klation start dale (mmJ~ 

2 Fir1t name, Middle n•me. LHI n1m•, & Suffix 

3. Organization name 4. ID number (if applicable) 

NEED HELP 'lt'ITH YOUR APPLICATION? Visitmxbtotfitl blWJM poy 0<call us at 1-877-621-6076 tfyou need help in a @ language othN than English, call 1-8n--G28-5076 and tell the customer service representative the language you need. We'll get 
you help at no cost to you TTYITDD uHrs 1houkl call 1-155-851-1604. 
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Med-QUEST Responsibilities
Upon receipt of the HPE packet sent by the participating hospital, the Med-QUEST 
office shall:
• Log receipt of HPE packet and input information from HPE application and

decision notice into the KOLEA system within 48 hours of receipt;
• Review DHS 1100 and determine eligibility for regular Medicaid or pend for

verifications if needed;
• Upon receipt of required verifications, complete eligibility determination for

regular Medicaid.
• Send appropriate Medicaid approval or denial notice to HPE beneficiary and a

copy to HPE hospital staff who submitted the HPE packet
• Terminate HPE benefits pursuant to hospital PE period from date the eligibility

determination for regular Medicaid is determined.
• If an HPE application is received with no DHS 1100 attached, input

information in KOLEA, and terminate HPE effective the last day of the month
following the month of HPE application.

TN NO:  13-007-MM7         Approval Date Effective Date: January 1, 2014
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Connecting to Full Medicaid 
Coverage Outside the Hospital

Individuals can also apply for full Medicaid coverage as follows:

• Online at mybenefits.Hawaii.gov or by calling 1-877-628-5076;
• In-person at the nearest Med-QUEST Eligibility Branch office;
• By mailing the paper application to the Med-QUEST Eligibility Branch

office closest to their home;
• By faxing the paper application to 587-3543;  or
• By calling Medicaid customer service on Oahu: 524-3370 , TDD: 692-

7182,  Neighbor Islands : 1-800-316-8005, TDD: 1-800-603-1201
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Contact Information

For questions or more information on Hawaii’s Hospital 
Presumptive Eligibility policies, providers may contact:

Policy and Program Development Office
Phone: 808-692-8058, Fax: 808-692-8173

Information is also available on the Department’s 
website:

www.Med-QUEST.us- Program information

TN NO:  13-007-MM7         Approval Date Effective Date: January 1, 2014

52

November 18, 2015

http://www.med-quest.us-/


C 

r - · ·-

42 CFR 43S.110 
1902(a)(l0XA)(i)(I) ., 
193l(b) and (d) 

Medicaid Eligibility 

0MB Control Number 0938-1148 
0MB E iration dale: 10/31/2014 

.. .. . ·- -

Iii Parents and Other Caretaker Relatives • Parents and other caretaker relatives of depen~t thildren with household income at or 
• below a standard established by the state. . -

Ill The state attests that it operates this eligibility group in accordance with the following prov~ions: 

Iii Individu,als qualifying under this eligibility group must meet the following criteria: 

Iii Are parents or other caretaker relatives (defined at 42 CFR 43S.4), including pregnant wo~en, of dependent children 
( defined at 42 CFR 435.4) ~der age 18. Spouses of parents and other caretaker relatives ~ also included. 

The state elects the following options: 

This eligibility group includes individuals who are parents or other caretakers of children who are 18 years old, 
181 provided the cbildreJl are full-time students in a secondary school or the equivalent level of vocational or 

technical training. 

181 Options relating to the definition of caretaker relative (select any that apply): 

D The definition of caretaker relative includes the domestic partner of the parent or other ca,retaker relative, 
even after the partnership is terminated. 

Definition of domestic 
partner: 

D The definition of caretaker relative includes other relatives of the child based on blood (including those of 
half-blood), adoption_ or marriage. 

Description of other 
relatives: 

l8I The definition of caretaker relative includes any adult with whom the child is living and who asswnes 
primary responsibility for the dependent child's care. 

181 Options relating to the definition_ of dependent child (select the one that applies): 

The state elects to eliminate 'the requirement that a dependent child must be deprived of parental support or 
® care by reason of the death, physical or mental incapacity, or absence from the home or unemployment of at 

least one parent 

O The_ child must be deprived of parental support or care. but a less restrictive standard is used to measure 
unemployment of the parent (select the one that applies): 

TN No: 13-0007-MMl 
Hawaii 

Approval Date: 09/13/2013 
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• ~----- • . :~ Medicaid Eligibility . " ... 
. . .. ~ 

II Have household income at or below the standard established by the state. 

Iii MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income Methodologies, completed by the state. . 

Iii Income standard used for this group 

Iii Minimum income standard 

The minimum income standard used for this group is the state's AFDC pay¢ent standard in effect as of May I, 1988, 
converted to MAGI-equivalent amounts by household size. The standard is described in S 14 AFDC Income Standards. 

1'71 The state certifies that it has submitted and ~ived approval for its converted May 1, 1988 AFDC payment 
w standard. • 

Iii Maximum income standard 

TN No: 13-0007-MMl 
Hawaii 

The state certifies that it has submitted and received approval for its converted income standard(s) for parents and 
12) other caretaker relatives to MAGI-equivalent standards and the determination of the maximum income standard to 

be used for parents and other caretaker relatives under this eligibility group. 

The state's maximum income standard for this eligibility group is: 

O The state's effective income level fur section 1931 families under the Medicaid state plan as of March 23, 2010, 
converted to a MAGI-equivalent percent of FPL or amounts by household size. 

® The state's effective income level for section 1931 families under the Medicaid state plan as of December 31, 
• 2013, converted to a MAGI-equivalent percent of FPL or amoWtts by household size. .. 

The state's effective income level for any population of parents/caretaker relatives under a Medicaid l I 1 S 
0 demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

si7.c. 

lhe state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115 
O demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household slR. 

Enter the amount of the maximum income standard: 

Approval Date: 09/13/2013 
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0 

~edicaid Eligibility 

@ A percentage of the federal-poverty level: ~ % 

O The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-equivalent standard. The 
standard is described in S14 AFDC Income Standards. 

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage 
O increase in the Coµsumer Price Index for urban consumers (CPI-tJ) since such date, converted to a MAGI­

equivalent standard. l'he standard is described in S 14 AFDC Income Standards. 

O The state's TANF payment standard, converted to a MAGI-equivalent ~tandafd. The stan~d is described in S14 
AFDC Income S1andards. . 

0 Other dollar amount 

Iii Income standard chosen: 

Indicate the state's income standard used for this eligibility group: 

0 The minimum income standard 

® The maximum income standard 

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage 
O increase in the Consumer Price Index for urban consumer'$ (CPI-U) since such date. The standard is described in 

S14 AFDC Income Standards. 

0 Another income standard in-between the minimum and maximum standards allowed 

Ii) There is no resource test for this eligibility group. 

Iii Presumptive Eligibility 

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The. state assures 
it also covers individuals under the Pregnant Women (42 CFR 43S.116) and/or Infants and Children tmder Age ~9 ( 42 CFR 
435.118) eligibility groups when determined presumptively eligible. 

0 Yes @No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
vali_d 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated co average 40 hours per response, including the time to review instructions, search existing data 
rcso.urces, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write ~: CMS, 7500 Security Boulevard, A.tin: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryl!IJ].d 21244-18S0. 
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Medicaid Eligibility 

. 0MB Control Number 0938-1148 
0MB E iration date: 10/31/2014 

42 CPR 435.116 
1902(a)(l0)(A)(i)(III) and (IV) 
1902(a)(IO)(A)(ii)(I), (IV) and (IX) 
1931(b) and (d) 
1920 

Ii) Pregnant Women· - Women who arc pregnant or post-partum, with household fucome at-or below. a standard established by the state. 

12) The state attests that it operates this eli~bility group in accordance with the following provisions: 
-

Ii] Individuals qualifying under this eligibility group must be pregnant or post-partum, as .defined in 42 CPR 435.4. 

Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this 
group in accordance with section 1931 of the Act, if they meet the income standard for state plan ~arents and Other 
Caretaker Relatives at 42 CPR 435.110. 

0 Yes ® No 

Iii MAGI-b~ income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-Based 
Income Methodologies, completed by the state. 

Ii] Income standard used for this group 

Ii) Minimum income standard (Once entered and approved by CMS, the minimum income standard cannot be changed.) 

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining 
eligibility for pregnant women, or as of July l, 1989, had authorizing legislaiion to do so. 

® Yes O No 

Enter the amount of the minimum income standard (no higher than 185% FPL)f~ % FPL 

Ii] Maximum income standard 

TN No: 13-0007-MMl 
Hawaii 

The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant 
(ll women to MAGI-equivalent standards and the determination of the maximwn income standard to be used for 

pregnant women under this eligibility group. 

The state's maximum income standard for this eligibility group is: 

The state's-highest effective income level for coverage of pregnant women under sections 193 l (low-income 
filmilies), 1902(aXI0)(A)(i)(III) (qualified pregnant women), 1902(a)(10)(A)(i)(IV) (mandatory poverty level-

O related pregnant women), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(I0) 
(A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and l 902(a)(lO)(A)(ii)(IV) 
(institutionalized pregnant women) in effect under the Medicaid state plan as of March 23, 20 I 0, converted to a 
MAGI-equivalent percen~ of FPL. 

Approval Date: 09/13/2013 
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r.j - • ..... :- · .• 

Medicaid Eligibility .... -~ ,·, 
- . . . • . 

The state's highest effective income level for coverage of pregnant women undo~ sections 1931 (low•income 
families), 1902(a)(lOXAXi)(IIl) (qualified pregnant women), 1902(a)(10)(A)(i)(IV) (rnandamry poverty level­
related pregnant women), 1902(a)(IO)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(l0) 

@ (A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and 1902(a)(10)(A)(ii)(IV) 
(institutionaliffil pregnant women) in effect under the Medicaid state plan as of December 31, 2013, converted to 
a MAGI-equivalent percent of FPL. 

. . 
O The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as 

of March 23, 2010, converted to a MAGI.equivalent percent of FPL. .: , 

O The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as 
of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

0 185%FPL 

The amount of the maximum income standard is:~ % FPL 

Iii Income standard chosen 

Indicate the state's income standard used for this eligibility group: 

0 The minimum income standard 

@ The maximum income standard 

0 Another income standard in-between the minimum and maximum standards allowed. 

Iii There is no resource test for this eligibility group. 

Iii Benefits for individuals in this eligibility group consist of the following: 

@ All pregnant women eligible under this group receive full Medicaid coverage under this state plan. 

O Pregnant women whose income exceeds the income limit specified below for full coverage of pregnant women receive 
only pregnancy-related services. 

Ill Presumptive Eligibility 

The state covers ambulamry prenatal care for individuals under this group when determined presumptively eligible by a 
qualified entity. 

0 Yes @No 

PRA DisQiosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it di~plays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-18S0. 
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._ :, Medicaid Eligibility 

.. ,~ . . . . ' 

pMB Control Number 0938-1148 
0MB 

42CFR435.118 
1902(.a)(l0)(A)(i)(IIl), (IV), (VI) and (VII) 
1902(a)(10)(A)(it)(IV)_and (IX) 
!9~1(b) and (d) 

Iii Iafants and Children under Age 19 - Inmnts and chjldren. under age 19 with household income at or below standards established by 
the state based on age group. 

121 The state attests that it operates this eligibility group in accordance with the following provisions: 

Ii] Children qualifying under this eligibility group must meet the following criteria: 

Ii] Are under age 19 

Ii] Have household income at or below the standard established by the state. 

Ii] MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI­
Based Income Methodologies, completed by the state. 

Iii Income standard used for infants under age one 

Ii] Minimum income standard 

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining 
eligibility for infants under age one. or as of July 1, 1989, had authorizing legislation to do so. 

@Yes 0No 

Enter the amount of the minimum income standard (no higher than 185% FPL):~ % FPL 

Iii Maximum income standard 

TN No: 13-0007-MMl 
Hawaii 

The state certifies that it has submitted and received approval for its converted income standard(s) for infants 
121 under age one to MAGI-equivalent standards and the determination of the maximum income standard to be used 

for infants under age one. 

The state's maximum income standard for this age group is: 

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income 
families), 1902(a)(10)(A)(i)(DI) (qualified children). 1902(a)(I0)(A)(i)(IV) (mandatory poverty level-related 

O inmnts), 1902(a)(l0)(A)(ii)(]X).(optional poverty level-related infants) and 1902(a)(10)(A)(ii)(IV) 
(institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a MAGI­
equivalent percent of FPL. 

Approval Date: 09/13/2013 
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0 Medicaid Eligibility 

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income 
families), 1902(a)(IO)(A)(i)(IIl) (qualified children), 1902(a)(lO)(A)(i)(IV) (mandatory poverty level-related 

® infants), 1902(a)(10)(A)(il')(IX) (optional poverty level-related infants) and 1902(a)(10)(A)(ii)(IV) 
(institutionaliud children), in effect under the Medicaid state plan as of December 31, 2013, converted to a 
MAGI-equivalent percent of FPL. 

O The state's effective ~come level fur any population of infants ~der age one under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGl-equlVale~ perce~t of FPL. 

O The state's effective income level fur any population of infants under age one under a Medicaid 1115. 
demonstration as of December 31, 2013, converted to a ¥A-GI-equivalent percent of FPL. 

0 185%FPL 

Enter the amount of the maximum income standard: EJ % FPL 

Ii) Income standard chosen 

The state's income standard used for infants under age one is: 

@ The maximum income standard 

If not chosen as the maximum income standard, the state's highest effective income level fur coverage of infants 
under age one under sections 1931 (low-income families), 1902(a)(lO)(A)(i)(IlI) (qualified children), 1902(a)(10) 

O (A)(i)(IV) (mandatory poverty level-related infants), 1902(a)(IO)(A)(ii)(IX) (optional poverty level-related 
infants) and l 902(a)(lO)(A)(ii)(IV) (institutionaliud children), in effect under the Medicaid state plan as of 
March 23, 2010, convert.e4 to a MAGI-equivalent percent of PPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maximum income standard, the state's highest effective income level for coverage of infants 

O under age one under sections 1931 (low-income families), 1902(a)(l0)(A)(i)(Ill) (qualified children), 1902(a)(IO) 
(A)(i)(IV) (mandatory poverty level-related infants), 1902(a)(lO)(A)(ii)(IX) (optional poverty level-related 
infants) and 1902(a)(lO)(A)(ii)(IV) (institutionaliud children), in effect under the Medicaid state plan as of 
December 31, 2013, converted to a MAGI-equivalent percent of PPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 20 I 0, and 
if not chosen as the maximum income standard, the state's effective income level for any population of infants 

0 under age one under a Medicaid 111S demonstration as of March 23, 2010, converted to a MAGI-equivalent 
percent of FPL. 

If higher than the highest-effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maximum income standard, the state's effective income level for any population of infants 

O under age one under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-equivalent 
percent of FPL. 

O Another income standard in-betw~ the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for 1llis age group in the state plan as of March 23, 2010. 

II) Income standard for children age ~ne through age five, inclusive 

II) Minimum income standard 
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Medicaid Eligibility 
' ~ . . . . . . 

The minimum income standard used for this age group is 133% FPL. 

Iii Maximum income standard 

The state certifies that it bas submitted and received approval for its converted income starldard(s) for children 
@ age one throup five to MAGI-equivalent standards and the determination of the maximum income standard to be 

used for children age one thro~ five. 

The state's maximum income standard for children age one through five is: 

The state's highest effective income level for coverage of children.age one through ~ve under sections 193 l (low-
O income :families), 1902(a)(lO)(A)(i)(DI) (qualified children), 1902(aX10)(A)(!)(\ilr(mandatory poverty level­

related children age one through five), and 1902(a)(lO)(A)(it)(IV) (i.nstitiitionalp:ed:t:hildren), in effect under the 
Medicaid state plan as ofMMch 23, 2010, converted to a MAGI-equivalent percent of FPL. 

The state's highest effective income level for coverage of children age one through five under sections 1931 (low­
® income families), 1902(a)(lO){A)(i)(IlI) (qualified children), 1902(a)(10)(A)(i)(VI) (mandatory poverty level-
• related .children age one through five), and 1902(a){lO)(A)(it')(IV) (mstitutionali7.ed children), in effect under the 

Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

O The state's effective income level for any population of children ag~ ~>ne through. five under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

O The state's effective income level for any population of children age one through. five under a Medicaid 1115 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

Enter the amount of the maximum income standard: ~ % FPL 

Ii) Inoome mmdard chosen 

The state's income standard used for children age one through five is: 

@ The maximum income standard 

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children 
age one through five under sections 1931 (low-income families), 1902(a)(IOXA)(i)(lll) (qualified children), 

O 1902(a){lO)(A)(i)(VI) (mandatory poverty level-related children age one through five), and I 902(a)(lO)(A)(ii) 
(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a 
MAQI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as ofMarch 23, 201Q, and 
if not chosen as the maximum. income standard, the state's highest effective income level for coverage of children 

O age one through five under sectio1:15 1931 (low-income families), 1902(a)(10)(A)(i)(III) (qualified children), 
1902(a)(lOXA){i)(VI) (mandatory poverty level-related children age one through five), and 1902(a)(IO)(A)(ii) 
(IV) (institutionali7.ed cbildren),'in effect under the Medicaid state plan as of December 31, 2013, converted to a 
MAGI-equivalent percent of PPL. 
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If higher than the highest effective income level for this age group under the state plan as of March 23, 20 I 0, and 
O if not chosen as the maximum income standard, the state's effective income level for any population of children 

age one through five under a Medicaid 1115 demonstration as ofMan:h 23, 2010, c.onverted to a MAGI­
equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as ofMan:h 23, 20 I 0, and 
if not chosen as the maximum income standard. the state's effective income level for any population of children 

0 age one through five under a Medicaid 1115 demons!ration as of DeceJJ1ber 31, 2013, converted to a MAGI-
equivalent percent of PPL. , ' 

O Another income standard in-between the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

Iii Income standard for children age six through age eighteen, inclusive 

[i) Minimum income standard 

The minimum income standard used for this age group is 133% FPL. 

Ii] Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for children age 
121 six through eighteen t.o MAGI-equivalent standards and the detennination oftbe maximum income standard to be 

used for children age six through age eighteen. 

The state's maximum income standard for children age six through eighteen is: 

The state's highest effective income level for coverage of children age six through eighteen under sections 1931 
O (low-income families), 1902(a)(l0)(A)(i)(IIl) (qualified children), 1902(a)(I0)(A)(i)(VII) (mandatory poverty 

level-related children age six through eighteen) and 1902(a)(lO)(A)(ii)([V) (institutionalized children), in effect 
under the Medicaid state plan as ofMarch"23, 2010, converted to a MAGI-equivalent percent of FPL. 

The state's highest effective income level for coverage of children age six through eighteen under sections 1931 
O (low-income families), 1902(a)(l0)(A)(i)(IIl) (qualified children), 1902(a)(lOXA)(i)(VII) (mandatory poverty 

level-related children age six through eigb.t.een) and 1902(a)(10)(A)(ii)(IV) (institutionaliz.ed children), in effect 
under the Medicaid state plan as of December 31, 2013, converted t.o a MAGI-equivalent percent of FPL. 

O The state's effective ilicome l~vel for any population of children age six through eighteen under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of PPL. 

O The state's effective income level for any population of children age six through eighteen under a Medicaid. 1115 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of PPL. 

@ 133%FPL 

Ill Income standard chosen 

The state's income standard used for children age six through eighteen is: 
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@ The maximum income standard 

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children 
age six: through eighteen under sections 1931 (low-income families), 1902(a)(I0)(A)(i)(III) {qualified children), 

O 1902(a)(l0)(A)(i)(VII) (mandatory poverty level-related children age six through eighteen) and I902(a)(I0XA) 
(ii)(IV) (institutionaliud children), in effect under the Medicaid state plan as ofMarch 23, 2010, converted to a 
MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 20 l 0, and 
if not chosen as the maximum income standard, the state's highest e~ve bl,f:ome level for coverage of children 

O age six: through eighteen under ~ons 1931 (low-income .families), 1902(a)(l0XA)(i){III) {qualified children), 
1902(a)(l0)(A)(i)(VIl) (mandatory poverty level-related childreuge six through eighteen) and 1~2(a)(I0)(A) 
(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, C<!nverted to 
a MAGI-equivalent percent of FPL. • 

If higher than the highest effective income level for this age group under the state plan as of March 23, 20 l 0, and 
O if not chosen as the maximum income standard, the state's effective income level funny population of children 

age six: through eighteen under a Medicaid 1 115 demonstration as of March 23, 20 l 0, converted to a MAGI­
equivalent percent of PPL. 

Ifhigherthan the highest effective income level for this age group under the state plan as ofMarch 23, 2010, and 
O ifnot chosen as the maximum income standard, the state's effective income level for any population of children 

age six: through eighteen under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL. 

O Another income standard in-between the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

lil There is no resource test for this eligi'bility group. 

Ii] Presumptive Eligibility 

The state covers children when determined presumptively eligible by a qualified entity. 

0 Yes @No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB con~) number. The. valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. Jfyou have comments concerning the accuracy of 
the time estimat.e(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports (;learance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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1902{a)(I0XA)(i)(VIII) 
42 CFR 435.119 

Medicaid Eligibility-

'I)e state covers the Adult Group as described at 42 CPR 43S.119. 

@Yes 0No 

." 0MB Control Number 0938-1148 
'0MB E iration date: 10/31/2014 

Iii Adult Groap - Non-pregnant individuals age 19 through 64, not otherwise mandatorily eligible, with income at or below 133% FPL. 

@ The state atte$ that it operates this eligibility group in accordance with the following pro".isions: 

Iii Individuals qualifying under this eligibility group must meet the following c~teria: 

Iii Have attained.age 19 but not age 65. 

Iii Are not pregnant. 

Iii Are not entitled to or enrolled for Part A or B Medicare benefits. 

Iii Are not otherwise eligible for 11J1d enrolled for mandatory coverage under the state plan in accordance 
with 42 CFR 435, subpart B. 

Note: In 209(b) states, individuals receiving SSI or deemed to be receiving SSI who do not qualify for mandatory 
Med~d eligibility due to more restrictive requirements may qualify for ,this eligi'bility group if othenvise eligible. 

(i1 Have household income at or below 133% FPL. 

r.i MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S 10 MAGI-Based 
= Income Methodologies, completed by the state. 

Iii There is no resource test for this eligibility group. 

Parents or other caretaker relatives living with a child under the age specified below are not covered unless the child is 
Ii) receiving benefits under Medicaid, CHIP or through the Bx.change, or otherwise enrolled in minimum essential coverage, as 

defined in 42 CPR 435.4. 

0 Upder age 19, or 

@A higher age of children, if any, covered under 42 CPR. 435.222 on March 23, 2010: 

0 Under age 20 

@Underage21 

Iii Presumptive Eligibility 

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures 
it also covers individuals under the Pregnant Women ( 42 CPR. 435.116) and/or Infimts and Children under Age 19 ( 42 CFR 
43S .11 B) eligibility groups when determined presumptively eligible. 

0 Yes @No 

TN No: 13-0007-MMl 
Hawaii 

Approval Date: 09/13/2013 
S32-1 

Effective Date: 1/01/2014 



0 w .. .. . - II 
Medicaid Eligibility 

PRA Disclosure Statement 
Acco~g to the Paperwork Reduction Act of 1995, no persons i-re required to respond to a collection of information unless it displays a 

• ! • valid 0MB control number. The valid 0MB comrol number for ibis information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 boun per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7S00 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850. 
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42 CFR 435.150 
1902(a)(IO)(A)(i)(IX) 

Medicaid Eligibility 

· . 0MB Control Number 0938-1148 
0MB E iration date: 10/31/2014 

: Ii] Former Foster Care Children - Individuals under tl1e age.of 26, not otherwise mandatorily eUgible, who were on Medicaid.and 
in foster care when they turned age I 8 or aged out of foster care. 

Ill The state attests that it operates this eligibility group under the following provisions: 

iJ Individuals qualifying under this eligi'bility group must meet the following criteria: 

Ii] Are under age 26. 

r-1 Are not otherwise eligible for and enrolled for mandatory coverage under the state plan, except that eligibility under 
i!!i this group talc~ precedence over eligibility under the Adult Group. 

Were in foster care under the responsibility of the state or Tribe and were enrolled in Medicaid under the state's state 
Ii] plan or lll5 demonstration when they turned 18 or at the time of aging out of that state's or Tribe's foster ·care 

program. 

The state elects to cover children who were in foster care and on Medicaid in ~ state at the time they turned 18 or 
aged out of the foster care system. 

0Yes @No 

The state covers individtials under this group when determined presumptively eligible by a qualified entity. The state assures 
it also covers individuals under the Pregnant Women ( 42 CPR 435.116) and/or Infants and Children under Age 19 ( 42 CFR 
43S.l 18) eligibility groups when determined presumptively eligible. 

OYes @No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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l902(a)(lO)(AXii)(XX) 
1902(bh) 
42.CFR 435.218 

Medicaid Eligibility 

. 0MB Control Number 0938-1148 

• Individuals above 133% FPL - The state elects to cover indivi~uals under 65, not-othcrwise.anancbitorily c:,r optionally eligible, 
with income above 133% FPL -and at or below a standard established by the state and in accordance wjth provisions described at 
42 CFR 435.218. 

0 Yes ® No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection. is 0938-1148. • 'fhe time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estim.at.e(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maiyland 21244-1850. 
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0 Medicaid Eligibility 

• •. 0MB Control Number 0938--1 I 48 
0MB iration date: 10/31/2014 

42 c~ 435.220 
l 902(a)(l 0)(A)(ii)(I) 

Opdonal Coverage of Parena. and Oth~r Caretaker Relatives - The state elects to cover individuals-qualifying as parents or other 
wetakcr relatives who are not mandatorily eligible and who have income at or below a standard"'&tablished by the state and in 
accordance with provisions described at 42 CFR. 43S.220. 

@Yes O No 

1£1 The state attests that it operates this eligibility group in accordance with the following provisions: 

Ii) Individuals qualifying under this eligil,ility group must meet the following criteria: 

Ii Would be eligible under the state plan for the mandatory eligibility group, Parents and Other Caret.aker Relatives, 
except for income. 

Ii Have household income at or below the standard established by the state. 

1-1 MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S 10 MAGI­
a!J Based Income Methodologies, completed by the state. 

Ii Income standard used for this group 

The state covered this optional eligibility group under its state plan as of March 23, 2010, December 31, 2013, or under a 
Medicaid 1115 Demonstration as ofMarch 23, 2010 or December 31, 2013. 

® Yes 0No 

Ii Minimum income standard 

The income standard used for this eligibility group must exceed the income standard established for the mandatory 
Parents and Other Caretaker Relatives eligibility group (42 CPR 435.110). Please refer as necessary to·S25 Parents 
and Other Caretaker Relatives for the income standard chosen for that group. 

Ii] Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for 
@ optionally eligible parents and other caretaker relatives to MAGI-equivalent standards and the determination of 

the maximum income standard to be used for parents and other caretaker relatives under this eligibility group. 

The state's maximum income standard for this eligibility group is: 

O The state's effective income level for optionally eligible parents and other caret.aker relatives under the Medicaid 
state plan as of March 23, 20,0, converted to a MAGI-equivalent percent of FPL or amounts by household size. 

The state's effective income level for optionally eligible parents and other caretaker relatives under the Medicaid 
Ostate plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amollllts by household 

size. 
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The state's e:ffcctive income level for any population of parents/caretaker relabves under a Medicaid 1115 
@dem~on as ofMarch 23, 2010, converted t.o a MAGI-equivalent percent ofFPL or amounts by household 

si.7.e. 

The state's effecti~ income level for any population of parents/caretaker relatives under a Medicaid 1115 
0 demonstration as of.December 31, 2013, converted t.o a MAGI-equivalent percent of FPL or amounts by 

household si7.e. 

Enter the amount ~fthe maximum· income standard: 

@A pewcntage of the fede~ pov~rty level: ~ % 

• The state's AFDC payment standard in effect as of July 16, 1996, converted t.o a MAGI-equivalent 
0 standard. If this standard has not been completed in S 14 AFDC Income Standards, complete and submit i\ 

with this eligibility group. If it has already been completed, refer to it as necessary. 

The state's TANF payment standard, converted t.o a MAGI-equivalent standard. If this standard has not 
O been completed in S14 AFDC Income Standards, complete and submit it with this eligibility group. lfit 

has already been completed, refer to it as necessary. 

0 Other dollar amount 

.Ii) Jncome standard chosen 

Indicate the state's income standard used for this eligibility group: 

0 The maximum income standard 

® Another income standard in-between the minimum and maximum standards allowed. 

The state's AFDC payment standard in effect as of July 16, 1996, not converted to a MAGI-equivalent 
Ostandard. lfthis standard has not been completed in S14 AFDC Income Standards, complete and submit it 

with this eligibility group. If it has already been completed, refer to it as necessary. 

The state's T ANF payment standard, not converted to a MAGI-equivalent standard. If this stande:rd has not 
0 been completed in S 14 AFDC Income Standards, complete and submit it with this eligibility group. If it 

has already been completed, refer to it as necessary. 

If not chosen as the maximum income standard, the state's AFDC payment standard in effect as of July 16, 
O 1996, converted to a MAGI-equivalent standard. If this standard has not been completed in S14 AFDC 

Income Standards, complete and submit it with this eligibility group. If it has already been completed, refer 
to it as necessary. 

If not chosen as the maximum income standard, the state's TANF payment standard, converted to a MAGI­
C equivalent standard. If this standard has not been completed in S 14 AFDC Income Standards, complete and 

submit it with this eligibility group. If it has already been completed, refer to it as necessary. 

® Other income standard in-between the minimum and the maximum standards allowed. 

The amount of the income standard for this eligibility group is: 

® A percentage of the fed~ral poverty level: ~ % 

0 Other dollar amount 

Iii There is no resource test for this eligibility group. 
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Medicaid Eligibility 

PRA Disclosure Statement 
According to the Papeiwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information coUection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search exi~ting data 
resources, gather the data needed, and complete and review the information collection. If you have coffl)Dents concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-0S, Baltimore, Maayland 21244-1850. 
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0MB Control Number 0938-1148 
0MB Expiration date: 10/31/2014 

• C 

42 CFR 435.222 
1902( a )(10)( A)(ii)(I) 
1902( a )(1 0)(A)(ii)(IV) 

Reasonable Classification of Individuals under Age 21 - The state elects to cover one or more reasonable classifications of individuals 
under age 21 who are not mandatorily eligible and who have income at or below a standard established by the state and in accordance 
with provisions described at 42 CFR 435.222. 

€ Yes O No 

IZ] The state attests that it operates this eligibility group in accordance with the following provisions: 

~ Individuals qualifying under this eligibility group must qualify under a reasonable classification by meeting the following 
criteria: 

~ Be under age 21, or a lower age, as defined within the reasonable classification. 

~ Have household income at or below the standard established by the state, if the state has an income standard for the 
■ reasonable classification. 

~ Not be eligible and enrolled for mandatory coverage under the state plan. 

~ MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income Methodologies, completed by the state. 

The state covered at least one reasonable classification under this eligibility group under its Medicaid state plan as of December 
31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 2013, with income standards higher 
(including disregarding all income) than the current mandatory income standards for the individual's age. 

® Yes O No 

The state also covered at least one reasonable classification under this group in the Medicaid state plan as of March 23, 2010 
with income standards higher (including disregarding all income) than the current mandatory income standards for the 
individual's age. 

0 Yes @ No 

Reasonable Classifications Previously Covered 

The state elects the option to include in this eligibility group reasonable classifications that were covered under the 
Medicaid state plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31, 2013. 

@ Yes O No 

The state covers all children under a specified age limit, no higher than any age limit and/or income standard covered in 
the state plan as of December 31, 2013 or under a Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 
2013, provided the income standard is higher than the current mandatory income standard for the individual's age. 
Higher income standards may include the disregard of all income. 

0 Yes @No 
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Medicaid Eligibility 

The state covers reasonable classifications of children that were covered under the Medicaid state plan as of December 
31, 2013 or under a Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 2013 with an income standard 
higher than the current mandatory income standard for the age group. 

@ Yes O No 

The previously covered reasonable classifications to be included are: 

Previously Covered Reasonable Classifications Included 

D Individuals for whom public agencies are assuming full or partial financial responsibility. 

D Individuals in adoptions subsidized in full or part by a public agency 

D Individuals in nursing facilities, if nursing facility services are provided under this plan 

D Individuals receiving active treatment as inpatients in psychiatric facilities or programs, 
if such services are provided under this plan 

IZI Other reasonable classifications 

Name of classification 

Section 2101(f) - Like 
Children 

Description Age Limit 

2101(f)-Like Children: Children under 
age 19 years who were enrolled in 
Medicaid on December 31, 2013 and 
would otherwise become ineligible for 
Medicaid at their first determination 
using Modified Adjusted Gross Income Under age 19 
(MAGI) based methodologies solely 
due to the loss of income disregards 
will remain Medicaid eligible until 
their next redetermination using MAGI 
methodologies. 

Enter the income standard used for these classifications (which may be no higher than the highest standard used in 
the Medicaid state plan as of December 31, 2013 or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31, 2013). 

~ Income standard used 

~ Minimum income standard 

The minimum income standard for this classification of children must exceed the lowest income standard 
chosen for children under this age under the Infants and Children under Age 19 eligibility group. 

~ Maximum income standard 
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Medicaid Eligibility 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31, 2013. 

@ Yes O No 

The state's maximum standard for this classification of children is no income test (all income is 
disregarded). 

~ Income standard chosen 

Individuals qualify under this classification under Jhe following income standard: 

@ This classification does not use an income test (all income is disregarded). 

0 Another income standard higher than the minimum income standard. 

New reasonable classifications covered 

If the state has not elected to cover the Adult Group ( 42 CFR 435.119), it may elect to cover additional new age groups or 
reasonable classifications that have not been covered previously. If the state covers the Adult Group, this additional option is 
not available, as the standard for the new age groups or classifications is lower than that used for mandatory coverage. 

The state does Il.Q1 cover the Adult Group and elects the option to include in this eligibility group additional age groups or 
reasonable classifications that have not been covered previously in the state plan or under a Medicaid 1115 Demonstration. 
Any additional age groups or reasonable classifications not previously covered are restricted to the AFDC income standard 
from July 16, 1996, not converted to a MAGI-equivalent standard. 

0 Yes @No 

~ There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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42 CPR 435.227 
1902(a)(10)(A)(il)(VIII) 

Medicaid Eligibility 

·()MB Control Number 0938-1148 
0MB E iration date: 10/31/2014 

Cllildren with Non IV-E Adoption Alslstance-The state elects t.o cover children with &peGial nC!;~S for whom there is a non IV-E 
adoption assistance agreement in effect with a state, who were eligi"ble for Medicaid, or who had income at or below a standard 
established by the state and in accordance with provisions described at 42 CFR 435.227. 

@Yes 0No 

121 The state attests that it operates this eligibility group in accordance with the following provisions: 

Ii) Individuals qualifying under this eligibility group must meet the following criteria: 

r:i The state adoption agency has determined that.they cannot be placed without Medicaid coverage because of special 
A needs for medical or rehabilitative care; . 

Ii) Are under the following age (see the Guidance for restrictions on the selection of an age): 

®Underage 21 

0 Under age 20 

0 Underage 19 

0 Under age 18 

Ii] MAGI-based income methodologies are used in calculating household income. Please refel' as necessary to S10 MAGI-
Based Income Medlodologies, completed by the state. 

The state covered this eligibility group in the Medicaid state plan u of December 31, 2013, or under a Medicaid 1115 
Demonstration as of March 23, 2010 or December 31, 2013. 

@Yes O No 

The state also covered this eligibility group in the Medicaid state plan as of March 23, 2010. 

@Yes ONo 

Iii Individuals qualify under this eligibility group if they were eligible under the state's approved state plan prior to 
the execution of the adoption agreement 

The state used an income standard or disregarded all income for this eligibility group either in the Medicaid state plan 
as ofMarch 23, 2010 or December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 20!0 or 
December 31, 2013. 

0 Yes @No 

Iii There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond t.o a collection ofinfonnation unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 093 8-1148. The time required to complete 
this infonnation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have commen1s concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail St.op C4-26-05, Baltimore, Maryland 21244-1850. 
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1902(aX1 0XA)(ii)(XIV) 
42 CFR 435.229 and 435.4 
l 9QS(uX2)(B) 

Medicaid Eligibility 

. 0MB ConlrOI Number0938-l 148 
·oMB E' iration date: 10/31/2014 

Optional Targeted Low Income Children - The state elects to cover uninsured children wiio moet the definition of optional targeted 
.low income children at 42 CFR 435 .4, who have housel!old income at or below a standard established by the state and in accordance 
with provisions described at 42 CFR 435.229. 

@Yes 0No. 

121 The state .attests that i~ .operates this eligibility group in accordance with_ th_e foliowing provisions: 

Ii) Individuals quaillying under this eligibility group must not be eligible for Medicaid under any mandatory eligibility group. 

Ill MAGI-based income methodologies are used in calculating household income. Please refer as necessaiy to S10 MAGI-
Based Income Methodologies, completed by the state. 

The state covered this eligibility group in the state plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as 
ofMarch 23, 2010 or December 31, 2013. 

@Yes O No 

The state also covered this eligibility group in the state plan as of March 23, 2010. 

@Yes 0No 

Iii Until October l, 2019, states must include at least those individuals covered as of March 23, 2010, but may cover 
additional individuals. Effective October 1, 2019, states may reduce or eliminate coverage for this group. 

Iii Individuals are covered under this eligibility group, as follows: 

@ All children under age 18 or 19 are covered: 

®Underage 19 

0 Under age 18 

0 The reasonable classification of children covered is: 

Iii Income standard used for this classification 

Iii Minimum income standard 

The income standard for this classification of children must exceed the lowest income standard chosen for 
children in the age group selected above, under the mandatory Infants and Children under Age 19 eligibility 
group. • 

Iii Maximum income standard 

TN No: 13-0007-MMl 
Hawaii 

Approval Date: 09/13/2013 
SS4-1 Effective Date: 1/01/2014 



0 
·'!t .f ,'. • Medicaid Eligibility 

. - . - . 

The state certifies that it has submitted and received approval for its conveited income standard(s) for this 
Ill classification of children to MAGI-equivalent standards and the detenniruition of the maximum income 

standard to be used for this classification of children under this eligibility group. 
~. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: , 

' 
O The state's effective income level for tlils classification of ~hildren under the Medicaid state plan as of 

March 23, 2010, converted to a MAGI-equivalent percentofFPL. 

@ The state's effective income level for this classification ·of children under the Medicaid State Plan as of 
• December 31, 2013, converted to a MAGl-equivalont percent of FPL. 

O The state's effective income level for this classification of children under a Medicaid 1115 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of PPL. 

O The state's effective income level for this classification of_ children under a Medicaid 11 I 5 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

O200%FPL. 

O A percentage of the PPL which may exceed the Medicaid Applicable Income Level, defined in section 
2110(b)(4) of the Act, but by no more than 50 percentage points. 

Ii) The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

~%FPL 

liJ Income standard chosen, which must exceed the minimum income standard 

Individuals qualify under the following income standard: 

@ The maximum income standard. 

O The state's effective income level for this eligibility group under the Medicaid state plan as of March 23, 
2010, converted to a MAGI-equivalent percent of PPL. 

If higher than the effective income level used under the state plan as of March 23, 2010, the state's effective 
0 income level for this eligibility group under the Medicaid state plan as of December 31, 2013, converted to 

a MAGI-equivalent percent of FPL. 

If higher than the effective income level used under the state plan as of March 23, 2010, the state's ~ffective 
0 income level for this eligibility group under a Medicaid 1115 demonstration as of March 23, 2010, 

converted to a MAGI-equivalent percent of FPL. 

If higher than the effective income level used under the state plan as ofMarch 23, 2010, the state's effective 
0 income level for1his eligibility group under a Medicaid 1115 demonstration as of December 31, 2013, 

converted to a MAGI-equivalent percent of FPL. 

0 If higher than the effective income level used under the state plan as of March 23, 201 0, 200% FPL. 

TN No: 13-0007-MMl 
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Medicaid Eligibility 

If higher than the effective income level used under the state plan as ofMafch 23,. 2010, a percentage of the 
0 FPL which may exceed the Medicaid Applicable Income Level, defined in section 2110(bX4) of the Act, 

but by no more than SO percentage points. 

Another income~ in-between the minimum and maximum standards allowed, provided it is higher 
0 than the effective income level for this eligibility group in the state plan as of~h 23, 2010. 

The income ~dard for this eligibility group is: ~ % FPL 

Iii There is no resource test for this eligibility group. 

Ii] Presumptive Eligibility 

. . 

Presumptive eligibility for _this group depends upon the selection of presumptive eligibility for the Infants &lid Children 
Ii] under Age 19 eligibility group. If presumptive eligibility is done for that group, it is done-for this group under the s11111e 

provisions. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid .OMB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this i:nfc,rmation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accmacy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, M.ail Stop C4-26-0S, Baltimore, Maryland 21244-1&S0. 
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190Z(a)(l0)(A)(ii)(XII) ; 
1902(z) 

1. 
Medicaid Eligibility_ -~· 

0MB Control Number 0938-1148 
0MB 

Individuals wida Tuberculosis - The state elects to cover individuals infected with tuberculosis who have income Ill or below a standard 
• established by the state, limited to tuberculosis--related services. 

0 Yes ® No 

PRA Disclosure Statement 
According to .the Paperworlc Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB coruroJ number. The valid 0MB control number for this information collection is 093 8-1148.. The time requir~ to complete 
this information collection is estima1ed to average 40 hours per response, including the time to review instructions, search existing data 
re&0urces, gather the data needed, and complete and review the information collection. If you have connnC!lts concerning the accuracy of 
the time estimate(s) or suggestions fur improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850. 
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42 CFR.435.226 
1902(aXIO)(A)(iJ1(XVII) 

Medicaid Eligibility 

• ,OMB Control Numbcr0938-I 148 
0MB E iration date: I 0/31/2014 

Independent ll'oster Care Aclolacents • The state elects to cover individuals under an age qccifipd by tl).e state. less than age 
21, who were in ~sponsored fost.er care on their 18th birthday and who meet the income standard established by the state and 
in accordance with the-provisions described at 42 CFR 435.226. 

0 Yes ®No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this info~on collection is 093$-1148. The time required to complete 
this information collection is estiinated to average 40 hours per response, including the time to revjew instructions, search existing data 
resources, gather the dam needed, and complete and review the information collection. If you have comments concerning the acclll8Cy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850. 
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1902(aXIO)(A)(ii)(XXI) 
42 CFR435.214 

Medicaid Eligibility 

• ,OMB Control Number 0938-1148 
0MB E iration date: 10/31/2014 

Individuals Ellafble for Family Planning Services - The state elects to cover individuals who ~ not pregnant, and have household 
• income at or below a standard .established by the state, whose coverage is limited to family planning and related services and in 
accordance with provisions described at 42 CFR435.214. • 

0Yes @No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per.response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you.have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7S00 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850. 
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SUPERSEDING PAGES OF 
STATE PLAN MATERIAL 

TRANSMITfAL NUMBER: STATE: 

13-0007-MMJ Hawaii 

PAGE NUMBER OF THE PLAN SECTION OR PAGE NUMBEROF ._THE SUPERSJmED PLAN SECTION 
ATTACHMENT: OR A 1T ACHMENT-.(.lf Appllcable): 

. . .. 
Notwithstanding any other.provisions of the Hawaii Medi~d 

S10 - MAGI Income Methodology 
State Plan, the financial eligi"bility methodologies described in 
State Plan· Amendment Hl-13-0007-MM3 will apply to all MAGI-
based eligibility groups covered under Hawaii' s Medicaid State 
Plan. The MAGI financial methodologies set forth in 42 CFR 
§43S.603 apply to everyone except those individuals described at 
42 CPR §435.6030) for whom MAGI-based methods do not 
apply. This State Plan Amendment supersedes the current 
financial eligibility provisions of the Medicaid State Plan only 
with respect to the MAGI-based eligibility groups. 



Medicaid Eligibility 

State Name:'-IH_a_w_a_i_i _______________ ___, 

Transmittal Number: 15 - - 0002 

0MB Control Number: 0938-1148 

Expiration date: 10/3l/2014 

MAGI-Based Income Methodologies • 

1902(e)(l4) 
42 CFR 435.603 

~ The state will apply Modified Adjusted Gross Income (MAGl)-based methodologies as described below, and consistent with 
■ 42 CFR 435.603. 

In the case of determining ongoing eligibility for beneficiaries determined eligible for Medicaid on or before 
December 31, 2013, MAGI-based income methodologies will not be applied until March 31, 2014, or the next 
regularly-scheduled renewal of eligibility, whichever is later, if application of such methods results in a 
determination of ineligibility prior to such date. 

In determining family size for the eligibility determination of a pregnant woman, she is counted as herself plus 
each of the children she is expected to deliver. 

In determining family size for the eligibility determination of the other individuals in a household that includes 
a pregnant woman: 

(e The pregnant woman is counted just as herself. 

(' The pregnant woman is counted as herself, plus one. 

(' The pregnant woman is counted as herself, plus the number of children she is expected to deliver. 

Financial eligibility is determined consistent with the following provisions: 

When determining eligibility for new applicants, financial eligibility is based on current monthly income and 
family size. 

When determining eligibility for current beneficiaries, financial eligibility is based on: 

(e Current monthly household income and family size 

(' Projected annual household income and family size for the remaining months of the current calendar year 

In determining current monthly or projected annual household income, the state will use reasonable methods to: 

[gj Jnclude a prorated portion of a reasonably predictable increase in future income and/or family size. 

[gJ Account for a reasonably predictable decrease in future income and/or family size. 

Except as provided at 42 CFR 435.603(d)(2) through (d)(4), household income is the sum of the MAGI-based income 
of every individual included in the individual's household. 

Jn determining eligibility for Medicaid, an amount equivalent to 5 percentage points of the FPL for the applicable 
family size will be deducted from household income in accordance with 42 CFR 435.603(d). 

Household income includes actually available cash support, exceeding nominal amounts, provided by the person 
claiming an individual described at §435.603(f)(2)(i) as a tax dependent. 

('Yes (e'No 

TN 15-0002 

S10 

Supersedes TN: 13-0007-MM3 
Approval Date: 10/27/2015 

S10-1 
Effective Date: 04/01/2015 

Hawaii 
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Medicaid Eligibility 

[!:I The age used for children with respect to 42 CFR 435.603(f)(3)(iv) is: 

(eAgel9 

l Age 19, or in the case of full-time students, age 21 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of I 995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. lfyou have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN 15-0002 
Supersedes TN: 13-0007-MM3 

Approval Date: 10/27/2015 
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Effective Date: 04/01/2015 
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APP~ICATION 
□ Paper Application IBl Online Applicat~on 

TRANSMITTAL NUMBER: STATE: 

13-0008-MM Hawaii 

Through March 31, 2014, the state is using an interim online alternative single 
streamlined application. After March 31, 2014, the state will use a revised online 
alternat;.ive single streamlined application, which will addre?s the issues outlined in 
the CMS letter dated October 1, 2014 concerning the state's application. The revised 
application will be incorporated by reference into the state plan. 
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Medicaid Eligibility     

Transmittal Number: 16

State Name: Hawaii OMB Control Number: 0938‐1148

Expiration date: 10/31/2014- - 0001

General Eligibility Requirements 
Eligibility Process S94

42 CFR 435, Subpart J and Subpart M

Eligibility Process

The state meets all the requirements of 42 CFR 435, Subpart J for processing applications, determining and verifying eligibility, and 
furnishing Medicaid.✔

Application Processing

Indicate which application the agency uses for individuals applying for coverage who may be eligible based on the applicable 
modified adjusted gross income standard.

The single, streamlined application for all insurance affordability programs, developed by the Secretary in accordance with 
section 1413(b)(1)(A) of the Affordable Care Act

An alternative single, streamlined application developed by the state in accordance with section 1413(b)(1)(B) of the 
Affordable Care Act and approved by the Secretary, which may be no more burdensome than the streamlined application 
developed by the Secretary. 

An attachment is submitted.

An alternative application used to apply for multiple human service programs approved by the Secretary, provided that the 
agency makes readily available the single or alternative application used only for insurance affordability programs to 
individuals seeking assistance only through such programs. 

An attachment is submitted.

Indicate which application the agency uses for individuals applying for coverage who may be eligible on a basis other than the 
applicable modified adjusted gross income standard:

The single, streamlined application developed by the Secretary or one of the alternate forms developed by the state and 
approved by the Secretary, and supplemental forms to collect additional information needed to determine eligibility on such 
other basis, submitted to the Secretary.

An attachment is submitted.

An application designed specifically to determine eligibility on a basis other than the applicable MAGI standard which 
minimizes the burden on applicants, submitted to the Secretary.

An attachment is submitted.

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via the 
internet website described in 42 CFR 435.1200(f), by telephone, via mail, and in person.

The agency also accepts applications by other electronic means:

Yes No

TN No:  16-0001 
Supercedes TN No:  14-0008

Approval Date: 
S94-1

Effective Date:  9/1/201604/03/2017 ________
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Medicaid Eligibility     

Indicate the other electronic means below:

Name of Method Description

+ Facsimile The agency accepts applications received via facsimile.  x
+ E-mail The agency accepts applications received via e-mail.  x

The agency has procedures to take applications, assist applicants and perform initial processing of applications for the eligibility 
groups listed below at locations other than those used for the receipt and processing of applications for the title IV-A program, 
including Federally-qualified health centers and disproportionate share hospitals. 

✔

Parents and Other Caretaker Relatives

Pregnant Women

Infants and Children under Age 19

Redetermination Processing

Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross 
income standard are performed as follows, consistent with 42 CFR 435.916:✔

Once every 12 months■

Without requiring information from the individual if able to do so based on reliable information contained in the individual's 
account or other more current information available to the agency■

If the agency cannot determine eligibility solely on the basis of the information available to it, or otherwise needs additional 
information to complete the redetermination, it provides the individual with a pre-populated renewal form containing the 
information already available. 

■

Redeterminations of eligibility for individuals whose financial eligibility is not based on the applicable modified adjusted gross 
income standard are performed, consistent with 42 CFR 435.916 (check all that apply):■

Once every 12 months

Once every 6 months

Other, more often than once every 12 months

Coordination of Eligibility and Enrollment

The state meets all the requirements of 42 CFR 435, Subpart M relative to coordination of eligibility and enrollment between 
Medicaid, CHIP, Exchanges and other insurance affordability programs. The single state agency has entered into agreements 
with the Exchange and with other agencies administering insurance affordability programs.

✔

TN No:  16-0001 
Supercedes TN No:  14-0008

Approval Date: 
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Medicaid Eligibility     

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938‐1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4‐26‐05, Baltimore, Maryland 21244‐1850.

V.20140415
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 TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -1

Efective Date:  9/1/201604/03/2017

Tell us about yourself. 

Application Date 

1. First Name • Middle Name Last Name • 

2. Home address (If you are homeless, please enter that you are homeless with appropriate city, 

state and zip code) 

Address Line 1 • 

4. City • 5. State • 6. Zip code • 

.-----'---~ Gl~I ~ 
Please provide a mailing address if different from your home address. 

8. Mailing Address (leave blank if you don't have one) 

Address Line 1 

~1_0_. C_i~ty-------~ 11. State 12. Zip code 

~--~~~Gl~I ~ 

3. Apartment or suite number 

7. County 

GI 

9. Apartment or suite number 

13. County 

GI 
14. Phone number 15. Other phone number 

16. Do you want to get information about this application by email? r Yes r No 

Email Address • 

17. Preferred Spoken Language 18. Preferred Written Language 

I H I H 

Suffix 

GI 

Enter The Other Preferred Spoken Language Enter The Other Preferred Written Language 

19. How many family members live with you? 

20. Is any family member you usually live with incarcerated 

(detained or jailed) or residing in the Hawaii State Hospital? • 

First Name • Middle Name 

Family Member: 

Start Date Release Date 

First Name • Middle Name 

Family Member: 

Start Date Release Date 

GI 
Last Name • 

Last Name • 

Add Family Member 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -2

Efective Date:  9/1/201604/03/2017

PERSON 1 (Start with yourself) 

Complete this step for yourself, your spouse/partner and children who live with you and/or anyone on your federal income 

tax return if you file one . If you do not file a tax return, remember to still add family members who live with you . 

1. First Name • Middle Name Last Name 

2. Relationship to you ? • 3. Date of birth (mm/dd/yyyy) • 4. Gender • 

5. Name of spouse if married 

6. Social Security number (SSN) 

7. Do you plan to file a federal income tax return NEXT 

YEAR? • 

a. Will you jointly file with a spouse? • 

Name of 

Spouse • 

First Name • Middle Name 

b. Will you claim any dependents on your tax return? • 

Name of 

dependent • 

Name of 

dependent • 

First Name • 

First Name • 

Middle Name 

Middle Name 

c . Will you be claimed as a dependent on someone's tax 

return? * 

Name of 

Tax Filer • 

First Name • Middle Name 

GI 

GI 

GI 

GI 

GI 

Suffix 

GI 

Last Name 

La.st Name 

-
Last Name • 

Add Dependent 

Last Name • 

r Check here if the tax filer that is claiming you as a dependent is not part of the householcl 

How are you related to the tax filer? GI 
8. Are you pregnant? • 

I GI 
How many babies are expected during this pregnancy? • Expected Due Date • 

I GI 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -3

Efective Date:  9/1/201604/03/2017

9. Do you need health coverage? • 

10. Do you have a disabilit y that will last more than twelve (12) 

months? • 

a. Do you currently receive long term care nursing services? 

I Yes I No 

GI 

b. Have you received long term care nursing services in the last three I r;,I 
(3) months? '--· __ __,L.:.J==-. 

From • 

To 

c. Do you think you need long term care nursing services now? 

d. Do you receive Supplemental Securit y Income (SSI)? 

11 . Did you receive any medical services in the past ten (10) calendar 
days immediately prior to the date of application? 

a. If yes, what date(s)? 

From • 

To . 

12. Are you a U.S. cit izen or U.S. national? • 

13. If you aren't a U.S. cit izen or U.S. national, do you have 

eligible immigration status? • 

Immigration Document type • 

Status Type 

Write your name as it appears on your immigration document 

Alien Number O 

1-94 Number O 

1-551/1-766 Card Number 

Passport Number 

SEVIS ID Number 

Doc/Passport Expiration Date 

Category Code 

Country of Issuance 

GI 

GI 

GI 

GI 

GI 

GI 

GI 

G 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -4

Efective Date:  9/1/201604/03/2017

Other Document # 

Visa Number 

Document Description 

Citizenship Certificate Number 

Naturalization Certificate Number 

14. Provide the date of entry to the U.S. found on your 
immigration document listed in Question 13. O 

a. Are you a citizen of the Federated States of Micronesia, Republic of the Marshall Islands, or Republic of 

Palau? • 

Ce Yes r No 

Select Country of Citizenship • 

b. Are you, or your spouse or parent a veteran or an active duty 
member of the US military? 

15. Were you in foster care at age 18 or older in Hawaii? 

16. Are you a full time student? 

17. If Hispanic/Latino, ethnicity (OPTIONAL - check all that apply.) 

r Chicano/a 

r Mexican American 

r Other 

r Cuban 

r Puerto Rican 

18. Race (OPTIONAL-check all that apply.) 

r American Indian or Alaskan 
Native 

r Chinese 

r Japanese 

r Other Asian 

r Vietnamese 

r Other 

r Asian Indian 

r Filipino 

r Korean 

r Other Pacific Islander 

r white 

GI 

GI 
GI 

r Mexican 

r Black or African American 

r Guamanian or Chamorro 

r Native Hawaiian 

r Samoan 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -5

Efective Date:  9/1/201604/03/2017

Current Job & Income Information 
Type of Employment • 

r Employed r Not Employed 

Employer name • 

Address Line 1 • 

City • State • 

GI 
Wages/tips (before taxes) • How Often ? • 

Income Start Date 

Employer name • 

Address Line 1 • 

City • State • 

Wages/tips (before tax es) • How Often ? • 

Income Start Date 

IH·:WPMM 
In the past year, did you: 

I GI 
r Self Employed 

If self-employed, answer the following 
questions 

Phone number 

Apartment or suite number 

Zip code • 

GI 
Income End Date 

44;.;;+ 
Phone number 

Apartment or suite number 

Zip code • 

GI 

GI 
Income End Date 

Type ofworK • 

How much net income(profits once business expenses are paid) will you get paid 

from this self-employment this month? • 

OTHER INCOME THIS MONTH 

Income Type Amount($) How Often ? 

GI GI 
Income Start Date Income End Date 

+41,;;+ 
Income Type Amount($) How Often ? 

GI GI 
Income Start Date Income End Date 

Add more income types 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -6

Efective Date:  9/1/201604/03/2017

DEDUCTIONS 

Type of deduction Amount($) How Often ? 

I GI GI 
Deduction Start Date Deduction End Date 

+;;++ 
Type of deduction Amount($) How Often ? 

I GI GI 
Deduction Start Date Deduction End Date 

Add more deductions 

YEARLY INCOME 

Total income This year ($) Total income next year(if different)($) 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -7

Efective Date:  9/1/201604/03/2017

Person 2 

Complete this step for yourself, your spouse/partner and children who live with you and/or anyone on your federal income 

tax return if you file one . If you do not file a tax return, remember to still add family members who live with you . 

1. First Name • Middle Name 

2. Relationship to you • 3. Date of birth (mm/dd/yyyy) • 

Bl 
5. Name of spouse if married 

6. Social Security number (SSN) 

7. Does PERSON 2 live at the same address as 
you? 

Home Address (Leave blank if PERSON 2 do not have one) 

Address Line 1 • 

City • State • Zip code • 

~--~ Bl~I ~ 
Please provide a mailing address if different from your home address . 

Mailing Address (leave blank if PERSON 2 doesn1 have one) 

Address Line 1 

City State Zip code .....-'----~ Bl ~I~ 
8. Does PERSON 2 plan to file a federal income tax return NEXT 

YEAR? • 

a. Will PERSON 2 file jointly with a spouse? • 

Name of 

Spouse • 

First Name • Middle Name 

b. Will PERSON 2 claim any dependents on their tax return? • 

Name of 

dependent • 

Name of 

dependent • 

First Name • 

First Name • 

Middle Name 

Middle Name 

Last Name • Suffix 

Bl 
4.Gender • 

Bl 

Bl 

Apartment or suite number 

County 

Bl 

Apartment or suite number 

County 

I Bl 
Bl 
Bl 

Last Name • 

Bl 
Last Name • 

Last Name • 

Add Dependent 

c. Will PERSON 2 be claimed as a dependent on 

someone's tax return? • 

Name of 

Tax Filer • 

First Name • 

Bl 
Middle Name Last Name • 

r Check here if the person claimino PERSON 2 as a dependent is not part of the household 

9. Is PERSON 2 pregnant? • 

Bl 
How many babies are expected during this pregnancy? • Expected Due Date • 

I Bl 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -8

Efective Date:  9/1/201604/03/2017

10. Does PERSON 2 need health coverage? • 

11. Does PERSON 2 have a disability that will last more than twelve 

(12) months? • 

a. Does PERSON 2 currently receive long term care services? r 

b. Has PERSON 2 received long term care nursing services in the 
last three (3) months? 

From * 

To 

c. Does PERSON 2 think they need long term care nursing services 
now? 

d. Does PERSON 2 receive Supplemental Security Income (SSI)? 

12. Did PERSON 2 receive any medical services in the past ten (10) 
calendar days immediately prior to the date of application? 

a. If yes, what date(s)? 

From * 

To • 

13. ls PERSON 2 a U.S. citizen or U.S. national? • 

14. H PERSON 2 is not a U.S. citizen or U.S. national, does PERSON 

2 have eligible immigration status?• 

Immigration Document type • 

Status Type 

Write your name as it appears on your immigration document 

Alien Number O 

1-94 Number O 

l-551n-766 Card Number 

Passport Number 

SEVIS ID Number 

Docll'assport Expiration Date 

Category Code 

Country of Issuance 

, Yes , No 

G 

G 

G 

G 

G 

G 

El 

J 
I 

G 

G 



TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Online Application -9

Efective Date:  9/1/201604/03/2017

Otner Document# 

Visa Number 

Document Description 

Citizenship Ceftificate Number 

Naturalization Certificate Number 

15. Pro\lide the date or entry to the U.S. round on PERSON 2's 
immigration document listed in Question 14. O 

[ 

C­
L 

L 
a. Is PERSON 2 a citizen or the Federated States or Micronesia, Republic or the Marshall Islands, or Republic of Palau? 

• 

(" Yes (" No 

Select Country or Citizenship • 

b. Is PERSON 2 or their spouse or parent, a veteran or an active duty 
member oflhe U.S. military? 

16. was PERSON 2 in foster care at age 18 or older in Hawaii? 

17. ls PERSON 2 al\Jll-time student? 

18. If Hispanic/Latino. ethnicity (OPTIONAL - check all that apply.) 

I Chicano/a 

I Mexican American 

I Other 

I Cuban 

I Puerto Rican 

19. Race (OPTIONAL-check all that apply.) 

I American Indian or Alaskan 
Native 

I Chinese 

r Japanese 

r Other Asian 

I Vielnamese 

I Other 

I Asian Indian 

I Filipino 

I Korean 

I Other Pacific Islander 

1 While 

L 

L _E 

G 

fil 

I Mexican 

I Black or African American 

I Guamanian or Chamorro 

I Native Hawaiian 

I Samoan 

GJ 



TN No: 16-0001 
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Current Job & Income Information 

Type or Employment • 

, Employed , Not Employed 

Employer name • 

L 
Address Line 1 • 

ctty • State • ---, [ Bl 
Wagesl1ips (before taxes) • How Often 1 • 

[ 
Income Start Oale 

[ 

Employer name * 

Address Line 1 * 

Slate * 

Wages/tips (before taxes) • How Often? ' 

_J 
Income Start Date 

Ft+·:hiM¼i 
In the past year, did PERSON 2: 

13 
1 Self Employed 

If self.employed, answer the following 
questions 

Phone number 

_J _J 
Apartment or suite number 

7 
Zip code • 

[:l 
Income End Oate 

~ L-

Phone number 

_J 
Apartment or suite number 

Zip code • 

G 

13 
Income End Date 

_] 

Type ofwor1< • 

How much net income(profits once business ex:penses are paid) will you ~et paid 

~om this self-employment this month? • 

OTHER INCOME THIS MONTH 

Income Type Amount(S) How Often ? 

[;J l s 
Income Slart Date Income End Date 

,._ C- J 

Income Type Amount(SL How Oil.en? 

G J :S 
Income Start Date Income End Date 

r 

Add more ,ncome types 
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DEDUCTIONS 

Type of deduction 

I GI 

Type of deduction 

I GI 

Add more deductions 

YEARLY INCOME 

PERSON 2's total income this year? ($) 

Amount($) How Often ? 

GI 
Deduction Start Date Deduction End Date 

81%+ 
A mount($) How Often ? 

GI 
Deduction Start Date Deduction End Date 

PERSON 2's total income next year (if you think it will be 
different)? ($) 

Remove Person 8-#HiUhl 



TN No: 16-0001 
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Efective Date:  9/1/201604/03/2017

Person 3 

Complete this step for yourself, your spouse/partner and children who live with you and/or anyone on your federal income 

tax return if you file one . If you do not file a tax return, remember to still add family members who live with you . 

1. First Name • Middle Name 

2. Relationship to you • 3. Date of birth (mm/dd/yyyy) • 

GI 
5. Name of spouse if married 

6. Social Security number (SSN) 

7. Does PERSON 3 live at the same address as 
you? 

Home Address (Leave blank if PERSON 3 do not have one) 

Address Line 1 • 

City • State • Zip code • 

~--~ GI .__I___, 
Please provide a mailing address if different from your home address . 

Mailing Address (leave blank if PERSON 3 doesn't have one) 

Address Line 1 

~C_ity~-------~ State Zip code 

GI .__I___, 
8. Does PERSON 3 plan to file a federal income tax return NEXT 

YEAR? • 

a. Will PERSON 3 file jointly with a spouse? • 

Name of 

Spouse • 

First Name • Middle Name 

b. Will PERSON 3 claim any dependents on their tax return? • 

Name of 

dependent • 

First Name • Middle Name 

Last Name • Suffix 

GI 
4. Gender • 

GI 

GI 

Apartment or suite number 

County 

GI 

Apartment or suite number 

County 

I GI 
GI 

GI 
Last Name • 

GI 
Last Name • 

Add Dependent 

c. Will PERSON 3 be claimed as a dependent on 

someone's tax return? • 
GI 

Name of 

Tax Filer • 

First Name • Middle Name Last Name • 

r Check here if the person claiming PERSON 3 as a dependent is not part of the household 

How is PERSON 3 related to the tax filer? 

9. Is PERSON 3 pregnant? • 

GI 
How many babies are expected during this pregnancy? • Expected Due Date • 

I GI 

GI 



TN No: 16-0001 
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Approval Date: 
Online Application -13

Efective Date:  9/1/201604/03/2017

10. Does PERSON 3 need health coverage? • 

11. Does PERSON 3 have a disability that will last more than twelve 

(12) months? • 

a. Does PERSON 3 currently receive long term care services? 

b. Has PERSON 3 received long term care nursing services in the 

last three (3) months? 

From • 

To 

c . Does PERSON 3 think they need long term care nursing services 

now? 

d. Does PERSON 3 receive Supplemental Security Income (SSI)? 

12. Did PERSON 3 receive any medical services in the past ten (10) 

calendar days immediately prior to the date of application? 

a. If yes, what date(s)? 

From • 

To • 

13. ls PERSON 3 a U.S. citizen or U.S. national? • 

14. If PERSON 3 is not a U.S. citizen or U.S. national, does PERSON 

3 have eligible immigration status? • 

Immigration Document type • 

Status Type 

Write your name as it appears on your immigration document 

Alien Number O 

1-94 Number O 

1-551/1-766 Card Number 

Passport Number 

SEVIS ID Number 

Doc/Passport Expiration Date 

Category Code 

Country of Issuance 

GI 

(' Yes (' No 

GI 

GI 

GI 

GI 

GI 

GI 

GI 

GI 

G 



TN No: 16-0001 
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Other Document# 

Visa Number 

Document Description 

Citizenship Certificate Number 

Naturalization Certificate Number 

15. Provide the date of entry to the U.S. found on PERSON 3's 
immigration document listed in Question 14. O 

a. Is PERSON 3 a citizen of the Federated States of Micronesia, Republic of the Marshall Islands, or Republic of Palau? 

• 

r Yes r No 

Select Country of Citizenship • 

b. Is PERSON 3 or their spouse or parent, a veteran or an active duty 
member of the U.S. military? 

16. Was PERSON 3 in foster care at age 18 or older in Hawaii? 

17. ls PERSON 3 a full-time student? 

18. If Hispanic/Latino, ethnicity (OPTIONAL - check all that apply.) 

r Chicano/a 

r Mexican American 

r Other 

r Cuban 

r Puerto Rican 

19. Race (OPTIONAL-check all that apply.) 

r American Indian or Alaskan 
Native 

r Chinese 

r Japanese 

r Other Asian 

r Vietnamese 

r Other 

r Asian Indian 

r Filipino 

r Korean 

r Other Pacific Islander 

r White 

GI 

GI 
GI 

r Mexican 

r Black or African American 

r Guamanian or Chamorro 

r Native Hawaiian 

r Samoan 



TN No: 16-0001 
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Current Job & Income Information 
Type of Employment • 

r Employed r Not Employed 

Employer name • 

Address Line 1 • 

City • State • 

GI 
Wages/tips (before taxes) • How Often ? • 

Income Start Date 

Employer name • 

Address Line 1 • 

City • State • 

IHI 

Wages/tips (before taxes) • How Often ? • 

Income Start Date 

1¥·:M?@i 
In the past year, did PERSON 3: 

r Self Employed 

If sel f-employed, answer the following 

questions 

Phone number 

Apartment or suite number 

Zip code • 

GI 
Income End Date 

MM&+ 
Phone number 

Apartment or suite number 

Zip code • 

GI 

GI 
Income End Date 

Type ofworK • 

How much net income(profits once business expenses are paid) will you get paid 

from this self-employment this month? • 

OTHER INCOME THIS MONTH 

Income Type Amount($) How Often ? 

GI GI 
Income Start Date Income End Date 

Id%+ 
Income Type 

GI 
Amount($) How Often ? 

GI 
Income Start Date Income End Date 

Add more income types 
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DEDUCTION S 

Type of deduction 

I GI 

Type of deduction 

I GI 

Add more deductions 

YEARLY INCOME 

PERSON 3's total income this year? ($) 

Amount($) How Often ? 

GI 
Deduction Start Date Deduction End Date 

14H+ 
A mount($) How Often ? 

GI 
Deduction Start Date Deduction End Date 

PERSON 3's total income next year (if you think it will be 
different)? ($) 

Remove Person M#hi¥HI 
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Person 4 

Complete this step for yourself, your spouse/partner and children who live with you and/or anyone on your federal income 
tax return if you file one. If you do not file a tax return, remember to still add family members who live with you . 

1. First Name • Middle Name 

2. Relationship to you • 3. Date of birth (mm/dd/yyyy) • 

GI 
5. Name of spouse if married 

6. Social Security number (SSN) 

7. Does PERSON 4 live at the same address as 
you? 

Home Address (Leave blank if PERSON 4 do not have one) 

Address Line 1 • 

City • State • Zip code • 

---~ Gl~I-~ 
Please provide a mailing address if different from your home address . 

Mailing Address (leave blank if PERSON 4 doesn't have one) 

Address Line 1 

~C_ity'--------~ rlstccac.cte'-~ Zip code 

~--~~-~GI ~I-~ 
8. Does PERSON 4 plan to file a federal income tax return NEXT 

YEAR? • 

a. Will PERSON 4 file jointly with a spouse? • 

Name of 

Spouse • 

First Name • Middle Name 

b. Will PERSON 4 claim any dependents on their tax return? • 

Name of 

dependent • 

Name of 

dependent • 

First Name • 

First Name • 

c. Will PERSON 4 be claimed as a dependent on 

someone's tax return? • 

Name of 

Tax Filer • 

First Name • 

Middle Name 

Middle Name 

Middle Name 

Last Name • Suffix 

GI 
4. Gender • 

GI 

GI 

Apartment or suite number 

County 

GI 

Apartment or suite number 

County 

GI 
I GI 

GI 
Last Name • 

GI 
Last Name • 

-
Last Name • 

Add Dependent 

GI 
Last Name • 

r Check here if the person claiming PERSON 4 as a dependent is not part of the household 

How is PERSON 4 related to the tax filer? GI 



TN No: 16-0001 
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10. Does PERSON 4 need health coverage? • 

11. Does PERSON 4 have a disability that will last more than twelve 

(12) months? • 

a. Does PERSON 4 currently receive long term care services? 

b. Has PERSON 4 received long term care nursing services in the 
last three (3) months? 

From • 

To 

c. Does PERSON 4 think they need long term care nursing services 
now? 

d. Does PERSON 4 receive Supplemental Security Income (SSI)? 

12. Did PERSON 4 receive any medical services in the past ten (10) 
calendar days immediately prior to the date of application? 

a. If yes, what date(s)? 

From • 

To • 

13. ls PERSON 4 a U.S. citizen or U.S. national? • 

14. If PERSON 4 is not a U.S. citizen or U.S. national, does PERSON 

4 have eligible immigration status? • 

Immigration Document type • 

Status Type 

Write your name as it appears on your immigration document 

Alien Number O 

1-94 Number O 

1-551/1-766 Card Number 

Passport Number 

SEVIS ID Number 

Doc/Passport Expiration Date 

Category Code 

Country of Issuance 

GI 

I Yes I No 

GI 

GI 

GI 

GI 

GI 

GI 

GI 

GI 

G 
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Supercedes TN No: 14-0008

Approval Date: 
Online Application -19

Efective Date:  9/1/201604/03/2017

Other Document# 

Visa Number 

Document Description 

Citizenship Certificate Number 

Naturalization Certificate Number 

15. Provide the date of entry to the U.S. found on PERSON 4's 
immigration document listed in Question 14. O 

a. Is PERSON 4 a citizen of the Federated States of Micronesia, Republic of the Marshall Islands, or Republic of Palau? 

r Yes r No 

Select Country of Citizenship • 

b. Is PERSON 4 or their spouse or parent, a veteran or an active duty 
member of the U.S. military? 

16. Was PERSON 4 in foster care at age 18 or older in Hawaii? 

17. ls PERSON 4 a full-time student? 

18. If Hispanic/Latino, ethnicity (OPTIONAL - check all that apply.) 

r Chicano/a 

r Mexican American 

r Other 

r Cuban 

r Puerto Rican 

19. Race (OPTIONAL-check all that apply.) 

r American Indian or Alaskan 
Native 

r Chinese 

r Japanese 

r Other Asian 

r Vietnamese 

r Other 

r Asian Indian 

r Filipino 

r Korean 

r Other Pacific Islander 

r w hite 

GI 

GI 
GI 

r Mexican 

r Black or African American 

r Guamanian or Chamorro 

r Native Hawaiian 

r Samoan 

GI 



TN No: 16-0001 
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Current Job & Income Information 
Type of Employment • 

r Employed r Not Employed 

Employer name • 

Address Line 1 • 

City • State • 

GI 
Wages/tips (before taxes) • How Often ? • 

Income Start Date 

Employer name • 

Address Line 1 • 

City • State • 

Wages/tips (before tax es) • How Often ? • 

Income Start Date 

FM·:WPHM 
In the past year, did PERSON 4: 

GI 
r Self Employed 

If self-employed, answer the following 
questions 

Phone number 

Apartment or suite number 

Zip code • 

GI 
Income End Date 

14H+ 
Phone number 

Apartment or suite number 

Zip code • 

GI 

GI 
Income End Date 

Type ofworK • 

How much net income(profits once business expenses are paid) will you get paid 

from this self-employment this month? • 

OTHER INCOME THIS MONTH 

Income Type Amount($) How Often ? 

GI GI 
Income Start Date Income End Date 

141,;;+ 
Income Type Amount($) How Often ? 

GI GI 
Income Start Date Income End Date 

Add more income types 
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DEDUCTIONS 

Type of deduction 

I GI 

Type of deduction 

I GI 

Add more deductions 

YEARLY INCOME 

PERSON 4's total income this year? ($) 

Amount($) How Often ? 

GI 
Deduction Start Date Deduction End Date 

Mil&+ 
A mount($) How Often ? 

GI 
Deduction Start Date Deduction End Date 

PERSON 4's total income next year (if you think it will be 
different)? ($) 

Remove Person 8-#HiUhl 
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Define 
First Name Middle Name Last Name Gender Date Of Birth R 

I 
h 

e atIons Ips 

Listed below are child(ren) under 19 years old who belong to your household. 

Please check the box if you are primarily responsible for the care of these child(ren). • 

r 
r 
r None of them 

Note: 'None of them· cannot be selected if other check box is checked. 

Use the following relationships to identify relationships to household members . 

Relationship to • 
G 

Listed below are child(ren) under 19 years old who belong to your household. 

Please check the box if you are primarily responsible for the care of these child(ren). • 

r 
r 
r None of them 

Note: 'None of them· cannot be selected if other check box is checked. 

Use the following relationships to identify relationships to household members . 

Relationship to • 
G 

Relationship to • 
G 

Relationship to • 
G 

Use the following relationships to identify relationships to household members . 

Relationship to • 
G 

Relationship to • 
G 

Relationship to • 
G 

Self 

0 
0 
0 
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Tax Dependents 

Answer these Questions for everyone applying for help paying for health insurance. 

If you indicated tax relationships to other people, but do not see them on this page, please go back to Household Details to add 
them to this application. 

Does plan to file a federal income tax return HEXT YEAR? • r Yes r No 

Will file jointly with a spouse? 

B 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will claim any dependents on their tax return? 
B1 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will be claimed as a dependent on someone's tax return? 
B] 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

r Check here if the tax filer claiming as a dependent is not part of the household. 

How is related to the tax filer? Bl 
Does plan to file a federal income tax return HEXT YEAR? • r Yes r No 

Will file jointly with a spouse? 
B 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will claim any dependents on their tax return? 

B 
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Supercedes TN No: 14-0008

Approval Date: 
Online Application -24

Efective Date:  9/1/201604/03/2017

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will be claimed as a dependent on someone's tax return? 
G 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

r Check here if the tax filer claiming as a dependent is not part of the household. 

How is related to the tax filer? GI 

Does plan to file a federal income tax return HEXT YEAR? • r Yes r No 

Will file jointly with a spouse? 

G 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will claim any dependents on their tax return? 
G 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will be claimed as a dependent on someone's tax return? 
G 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

r Check here if the tax filer claiming as a dependent is not part of the household. 

How is related to the tax filer? GI 
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Does plan to file a federal income tax return HEXT YEAR? • r Yes r No 

Will file jointly with a spouse? 

G 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will claim any dependents on their tax return? 
G 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 

Will be claimed as a dependent on someone's tax return? 
G 

First Middle Last 
Name Name Name Suffix 

r 

r 

r 
r Check here if the tax filer claiming as a dependent is not part of the household. 

How is related to the tax filer? GI 
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Incarcerated Family Member(s) 

Answer these Questions for everyone applying for help paying for health insurance. 

If you indicated someone as incarcerated or residing in the Hawaii State Hospital, but do not see them on this page, please go 
back to Household Details to add them to this application. 

Is any family member incarcerated (detained or jailed) or residing in the Hawaii State 

Hospital? • 

Name of Family Member 

r Yes r No 

First Name Middle Name Last Name Suffix Start Date Release Date 

r 

r 

r 

r 
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Your Family's Health Coverage 

Is anyone listed on this application enrolled in health coverage now? * 

1 No. If no, skip to next step. -

1 Yes. If Yes, answer the following questions. 

Is enrolled in health coverage now? " 

Coverage Details 

Type of Coverage(s) • Policy Name • 

_ B 
Policy Start Date • 

Includes medical care? 

Includes dental care? 

Includes vision care? 

Is this a limited-benefit plan, like a 
school accident policy? 

Coverage Details 

Type of Coverage(s) • 

B 
Policy Start Date • 

Includes medical care? 

Includes dental care? 

Includes vision care? 

Is this a limited-benefit plan, like a 
school accident policy? 

Policy End Date 

(' Yes (' No 

(' Yes (' No 

(' Yes (' No 

(' Yes (' No 

Policy Name • 

Policy End Date 

(' Yes (' No 

(' Yes l No 

(' Yes (' No 

(' Yes l No 

Is enrolled in health coverage now? " 

Is enrolled in health coverage now? " 

Is enrolled in health coverage now? " 

(' Yes (' No 

Policy Number 

Add Coverage 

Policy Number 

Remove Coverage 

(' Yes (' No 

(' Yes (' No 

(' Yes (' No 

11¥9#•--
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Health Coverage from Jobs 

Is anyone listed on this application offered health coverage from a job? • 

r No. If no, skip to next step. -

r Yes. If yes, answer the following questions. 

Is this a state employee benefit plan? • (' Yes (' No 

Employer name Employer ldentiflcat1on Number (EIN) 

Remove Employer IM·M◄ 
You DON'T need to answer these questions unless someone in the household is eligible for health coverage from a job. 

Tell us about the job that offers coverage. 

Select Employee • 

First Name Middle Name Last Name 

r 

r 

r 

r 

1. Employer name • 

2. Employer Identification Number (EIN) 3. Employer phone number • 

4. Address Line 1 • 5. Address Line 2 

6. City • 7. State • 8. Zip code • 

GI 
9. Who can we contact about employee health coverage at this job? • 

1 O. Phone Number • 11. Email Address 

12. Are you currently eligible for coverage offered by this employer, or will you become 

eligible in the next 3 months? • r Yes r No 

12a. If you're in a waiting or probationary period, when can you enroll in coverage? • 

Who does this job offer coverage to? • 

First Name Middle Name Last Name 

r 

r 

r 

r 
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Tell us about the health plan offered by this employer. 

13. Does the employer offer a health plan 

that meets the minimum value standard? • r Yes r No 

14. For the lowest-cost plan that meets the minimum value standard' offered only to the employee (donl include family 
plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she received the 
maximum discountfor any tobacco cessation programs, and did not receive any other discounts based on wellness 
programs. 

14a. How much would the employee have to pay in premiums for this plan? $ • 

14b. How often? • .... I ______ ~[:]=• J 

15. What change will the employer ma Ke for the new plan year (if Known)? 

r Employer wonl offer health coverage 

r Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available 
only to the employee that meets the minimum value standard. 

a. How much would the employee have to pay in premiums for this plan? $ • 

b. How often? • .... I ______ ~[:]=• J 

Date of change (mm/dd/yyyy) • 1 

Remove Employer Add Employer 

Save & Exrt Back Next 
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American Indian or Alaskan Native Family Member (Al/AN) 

Are you or anyone in your family American Indian or Alaskan Native? " 

J No. No one in my family is American Indian or Alaskan Native. -

J Yes. If yes, answer the following questions. 

~ an American Indian or Alaskan Native? • 

Is a member of a Federally recognized Tribe? • 

r Yes r No 

If yes, Tribe name is • 

r Yes r No 

Has ever gotten a service from the Indian Health Service, a tribal health program, or urban Indian health program, or through a 

referral from one of these programs. • 

r Yes r No 

Is eligible to get services from the Indian Health Service, tribal health programs, or urt>an Indian health programs, or through a 

referral from one of these programs? • 

r Yes r No 

Certain money received may not be counted for Medicaid or the Children's Health Insurance Program (CHIP). List any income 
(amount and how often) reported on your application that includes money from these sources: 

Per capita payments from a tribe that come from natural resources, usage rights, leases, or royalties 

Payments from natural resources, farming, ranching, fishing, leases, or royalties from land designated as Indian trust 
land by the Department of Interior (including reservations and former reservations) 

Money from selling things that have cultural significance 

Amount ($): ~--------~How often? ~I _______ ~[:]=I 

~ an American Indian or Alaskan Native? • r Yes r No_J 

~ an American Indian or Alaskan Native? • r Yes r No_J 

~ an American Indian or Alaskan Native? • r Yes r No_J 

i½fii-i#•--
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Authorized Representative 

You can give a trusted person permission to talk about this application with us, see your information and act for you on 

matters related to this application, including getting information about your application and signing your application on your 

behalf. This person is called an "authorized representative". 

If you ever need to change your authorized representative, call 1-800-316-8005. 

Would you like to include an authorized representative? ~ 

r No. I would not like to provide an authorized representative. -

r Yes. If Yes, answer the following questions. 

First Name • Middle Name Last Name • 

Address Line 1 • Apartment or suite number 

City • State • Zip Code • County 

[E 
Phone Number • 

Organization Name ID Number (If applicable) 

Suffix 

GI 

GI 
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Read & Sign this application. 

I'm signing this application under penalty of perjury, which means I've provided true answers to all the 

questions on this form to the best of my knowledge. I know that I may be subject to penalties under 

federal law if I intentionally provide false and/or untrue information. 

I know that I must tell the Department of Human Services or the Federal Health Insurance Marketplace if 

anything changes (and is different than) what I wrote on this application. I can visit mybenefits.hawaii.gov or 

call 1-800-316-8005 (TTY: Oahu 808 -692-7182 or NI 1-800-603-1201) or visit www.Healthcare.gov or call 1-

800-318-2596 (TTY: 1-855-889-4325) to report any changes . I understand that a change in my information 

could affect the eligibility for members of my household. 

I know that under federal law, discrimination isn't permitted on the basis of race, color, national origin, sex, 

age, sexual orientation, gender identity, or disability. I can file a complaint of discrimination by visit ing. 

www.hhs.gov/ocr/office/file 

understand the Department of Human Services or the Federal Health Insurance Marketplace will obtain 

information to verify eligibility with electronic databases, to include but not limited to, the Internal Revenue 

Service (IRS), Social Security Administration (SSA), Department of Homeland Security (DHS), or a consumer 

reporting agency. If the information doesn't match, we may ask you to send us proof. 

Renewal of coverage in future years 

To make it easier to determine my eligibility for help paying for health coverage in future years, I agree to allow 

the Federal Health Insurance Marketplace to use income data, including information from tax returns . The 

Federal Health Insurance Marketplace will send me a notice, let me make any changes, and I can opt out at any 

time. 

Yes, renew my eligibility automatically for the next • 

B 
If Yes, I understand .... I may not have to cooperate. 

I am assigning the Department of Human Services, my rights to payments for medical care from any 

third party, which may include but not limited to, other health insurance or legal settlement. I am also 

assigning the Department of Human Services, my rights to pursue and get medical support from a 

spouse or parent. I will cooperate in obtaining third party payments . 

Does any child on this application have a parent living outside of the home? • 

i Yes i No 

If Yes, I understand I will be asked to cooperate with the Department of Human Services and the 

agency that collects medical support from an absent parent. If I think that cooperating to collect 

medical support will harm me or my children, I can tell Medicaid and I may not have to cooperate . 

My right to appeal 

If I think the Department of Human Services or the Federal Health Insurance Marketplace has made a mistake, I 

can appeal its decision. To appeal means to tell someone at the Department of Human Services or the Federal 

Health Insurance Marketplace that I think the action is wrong, and ask for a fair review of the action. I know that I 

can find out how to appeal by contacting someone at 1-877-628-5076. I know that I can be represented in the 

process by someone other than myself. My eligibility and other important information will be explained to me. 

Sign this application. 

The person who filled out Step 1 should sign this application. If you're an authorized representative you may sign 

here with your name, as long as you have provided the information required in Appendix C. 

r I agree to the Terms and Primary Applicant First Name • Primary Applicant Last Name • 

Conditions • 



NEED HELP WITH YOUR APPLICATION?  Visit mybenefits.hawaii.gov or call us at 1-877-628-5076.  If you need help in a language 
other than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help  
at no cost to you. TTY/TDD users should call 1-855-585-8604.
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State of Hawaii, Department of Human Services 

Federal Health Insurance Marketplace 

Application For Health Coverage & Help Paying Costs 
 

Who can use this 
application? 

 Use this application to apply for you or anyone in your family. 
 Apply even if you or your child already have health coverage.  You 

could be eligible for lower-cost or free coverage. 
 Families that include immigrants can apply.  You can apply for your 

child even if you are not eligible for coverage.  Applying will not affect 
your immigration status or chances of becoming a permanent resident 
or citizen. 

 If someone is helping you fill out this application, you may need to 
complete Appendix C. 

Apply faster 
online 

 Apply faster online at mybenefits.hawaii.gov. 
 If you want to purchase insurance without help, apply directly at 

www.healthcare.gov.  
 

What you may 
need to apply 

 Social Security Numbers (or document numbers for any legal 
immigrants who need insurance). 

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

 Policy numbers for any current health insurance. 
 Information about any job-related health insurance available to your 

family. 
 

Why do we ask 
for this 
information? 

We ask about income and other information to let you know what 
coverage you qualify for and if you can get any help paying for it.  We 
will keep all the information you provide private and secure, as 
required by law.  To view the Privacy Act Statement, go to 
mybenefits.hawaii.gov.  

What happens 
next? 

Send your complete, signed application to the address on page 9.  If 
you do not have all the information we ask for, sign and submit 
your application anyway.  We will follow-up with you within 1-2 weeks. 
You will get instructions on the next steps to complete your health 
coverage.  If you do not hear from us, visit mybenefits.hawaii.gov or call  
1-877-628-5076 (TTY/TDD 1-855-585-8604).  Filling out this application
does not mean you have to buy health insurance.

Get help with this 
application 

 Online:  mybenefits.hawaii.gov 
 Phone:  Call the Contact Center at 1-877-628-5076 (TTY/TDD  

1-855-585-8604) for assistance with completing and submitting an
application or getting information on the status of your application.

 In person:  There may be counselors in your area who can help.  Visit 
our website or call 1-877-628-5076 (TTY/TDD 1-855-585-8604) for 
more information. 

 Medicaid:  For specific questions on Medicaid/CHIP eligibility, call 
1-800-316-8005 (TTY/TDD 1-800-603-1201).

Use this 
application to see 
what coverage 
choices you 
qualify for 

 Affordable private health insurance plans that offer comprehensive 
coverage to help you stay well. 

 A new tax credit that can immediately help pay your premiums for 
health coverage. 

 Free or low-cost insurance from Medicaid or the Children’s Health 
Insurance Program (CHIP). 
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NEED HELP WITH YOUR APPLICATION?  Visit mybenefits.hawaii.gov or call us at 1-877-628-5076.  If you need help in a language 
other than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help  
at no cost to you.  TTY/TDD users should call 1-855-585-8604. 
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Do you need help in another language? We will get you a free interpreter. Call 1-877-628-5076 to tell us which 
language you speak. (TTY: 1-855-585-8604 or 711). 

English 

1-877-628-5076 (TTY: 1-855-585-8604 
711). 

Cantonese 
 

En mi niit alilis lon pwal eu kapas? Sipwe angei emon chon chiaku ngonuk ese kamo. Kokori 1-877-628-5076 
omw kopwe ureni kich meni kapas ka ani. (TTY: 1-855-585-8604 ika 711). 

Chuukese  

Avez-vous besoin d'aide dans une autre langue? Nous pouvons vous fournir gratuitement des services d'un 
interprète. Appelez le 1-877-628-5076 pour nous indiquer quelle langue vous parlez. (TTY: 1-855-585-8604 ou 711). 

French

Brauchen Sie Hilfe in einer andereren Sprache? Wir koennen Ihnen gern einen kostenlosen Dolmetscher 
besorgen. Bitte rufen Sie uns an unter 1-877-628-5076 und sagen Sie uns Bescheid, welche Sprache Sie 
sprechen. (TTY: 1-855-585-8604 oder 711). 

German 

Makemake `oe i kokua i pili kekahi `olelo o na `aina `e? Makemake la maua i ki`i `oe mea unuhi manuahi. E kelepona 
1-877-628-5076 `oe ia la kaua a e ha`ina `oe ia la maua mea `olelo o na `aina `e. (TTY: 1-855-585-8604 a 711).

Hawaiian 
 

Masapulyo kadi ti tulong iti sabali a pagsasao? Ikkandakayo iti libre nga paraipatarus. Awaganyo ti 
1-877-628-5076 tapno ibagayo kadakami no ania ti pagsasao nga ar-aramatenyo. (TTY: 1-855-585-8604 wenno 711). 

Ilokano 

1-877-628-5076
(TTY: 1-855-585-8604 711). 

Japanese 

? . 1-877-628-5076 
(TTY: 1-855-585-8604 1 711). 

Korean 

1-877-628-5076 (TTY: 1-855-585-8604 
711). 

Mandarin 

Kwoj aikuij ke jiban kin juon bar kajin? Kim naj lewaj juon am dri ukok eo ejjelok wonen. Kirtok 
1-877-628-5076 im kwalok non kim kajin ta eo kwo melele im kenono kake. (TTY: 1-855-585-8604 ak 711).

Marshallese 
 

E te mana'o mia se fesosoani i se isi gagana? Matou te fesosoani e ave atu fua se faaliliu upu mo oe. Vili mai i le 
numera lea 1-877-628-5076 pea e mana'o mia se fesosoani mo se faaliliu upu. (TTY: 1-855-585-8604 po o le 711). 

Samoan 

¿Necesita ayuda en otro idioma? Nosotros le ayudaremos a conseguir un intérprete gratuito. Llame al 
1-877-628-5076 y diganos que idioma habla. (TTY: 1-855-585-8604 o 711).

Spanish 

Kailangan ba ninyo ng tulong sa ibang lengguwahe? Ikukuha namin kayo ng libreng tagasalin. Tumawag sa 
1-877-628-5076 para sabihin kung anong lengguwahe ang nais ninyong gamitin. (TTY: 1-855-585-8604 o 711).

Tagalog 

'Oku ke fiema'u tokoni 'iha lea makehe? Te mau malava 'o 'oatu ha fakatonulea ta'etotongi. Telefoni ki he 
1-877-628-5076 'o fakaha mai pe koe ha 'ae lea fakafonua 'oku ke ngaue'aki. (TTY: 1-855-585-8604 pe 711).

Tongan 

Bạn có cần giúp đỡ bằng ngôn ngữ khác không ? Chúng tôi se yêu cầu một người thông dịch viên miễn phí cho 
bạn. Gọi 1-877-628-5076 nói cho chúng tôi biết bạn dùng ngôn ngữ nào. (TTY: 1-855-585-8604 hoặc 711). 

Vietnamese 
Việt Nam 

Gakinahanglan ka ba ug tabang sa imong pinulongan? Amo kang mahatagan ug libre nga maghuhubad. 
Tawag sa 1-877-628-5076 aron magpahibalo kung unsa ang imong sinulti-han. (TTY: 1-855-585-8604 o 711). 

Visayan 
(Cebuano) 
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NEED HELP WITH YOUR APPLICATION?  Visit mybenefits.hawaii.gov or call us at 1-877-628-5076.  If you need help in a language other 
than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help at no cost to 
you. TTY/TDD users should call 1-855-585-8604.
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Please print using black or dark ink only.   
Mark each box [  ] as appropriate, with an “X”, like this  .

STEP 1 Tell Us About Yourself.

(We need one adult in the family to be the contact person for this application.) 

1. First name Middle name Last name Suffix 

2. Home address (If you are homeless, please enter “homeless” here with appropriate city, state and zip code) 3. Apartment or suite number

4. City 5. State 6. ZIP code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number

10. City 11. State 12. ZIP code 13. County 

14. Phone number
( ) – 

15. Other phone number
( ) –

16. Do you want to get information about this application by email?   Yes           No 
Email address: 

17. What is your preferred spoken language (if not English)? 18.  What is your preferred written language (if not English)?

19. How many family members live with you? 20. Is any family member you usually live with incarcerated (detained or
jailed) or residing in the Hawaii State Hospital?

  Yes            No 
If yes, please list their name(s): 

  STEP 2 Tell Us About Your Family.

Complete this step for each person in your family.  Start with yourself, then add other adults and children.  If you have more than 
two (2) people in your family, you will need to make a copy of pages 4 and 5 for each additional person and attach the pages to this 
application.   

You do not need to provide immigration status, but you may need to provide a Social Security Number (SSN) for family members 
with income who do not need health coverage.  However, providing their SSN can help speed up the application process as we use 
SSNs to check income and other information to see who is eligible for help with health coverage costs; without their SSN, we may 
need to ask you for more information.  We will keep all the information you provide private and secure as required by law.

Who do you need to include on this application? 
The following people should be included if they live with you or you are responsible for their care, even if they are temporarily 
away (college, deployment, etc.).

 You and your spouse (if married) 
 Natural, adoptive, or step children under age 19 years old 
 Unmarried partner 
 Anyone you include on your tax return (even if they do not live with you) 
 Anyone else you take care of under age 19 years old 
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NEED HELP WITH YOUR APPLICATION?  Visit mybenefits.hawaii.gov or call us at 1-877-628-5076.  If you need help in a language other 
than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help at no cost to 
you.  TTY/TDD users should call 1-855-585-8604. 
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STEP 2: PERSON 1 (Start With Yourself)

Complete Step 2 for yourself, your spouse/partner and children who live with you and/or anyone on your same federal income tax return if you file one.  
See page 1 for more information about who to include.  If you do not file a tax return, remember to still add family members who live with you. 

1. First name Middle name Last name Suffix 2. Relationship to PERSON 1?
SELF

3. Date of birth (mm/dd/yyyy) / / 4. Gender:   Male    
  Female 

5. Name of spouse if married.

6. Social Security Number (SSN) - -
We need this if you want health coverage and have an SSN.  Providing your SSN can be helpful if you do not want health coverage too since it can speed 
up the application process.  We use SSNs to check income and other information to see who is eligible for help with health coverage costs.  If someone wants 
help getting an SSN, call 1-800-772-1213 or visit socialsecurity.gov.  TTY users should call 1-800-325-0778. 

7. Do you plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you do not file a federal income tax return.)

 Yes.   If yes, please answer questions a–c.   No. If no, skip to question c. 
a. Will you file jointly with a spouse?        Yes             No 

If yes, write name of spouse:  

b. Will you claim any dependents on your tax return?  Yes   No  
If yes, write name(s) of dependents:  

c. Will you be claimed as a dependent on someone’s tax return?   Yes           No  
If yes, write the name of the tax filer: ___________________________________________ 
How are you related to the tax filer?  

8. Are you pregnant?   Yes   No  If yes, how many babies are expected during this pregnancy? ____ Expected Due Date: ________________

9. Do you need health coverage?  (Even if you have insurance, there might be a program with better coverage or lower costs.)
  Yes.  If yes, answer all the questions below.   No.  If no, SKIP to the income questions on page 3. 

Leave the rest of this page blank. 

10. Do you have a disability that will last more than twelve (12) months?   Yes   No 
a. Do you currently receive long term care nursing services:   Yes, in a nursing facility   Yes, in my home in the community   No 
b. Have you received long term care nursing services in the last three (3) months?

  Yes.  If yes, what dates(s)?    No 
c. Do you think you need long term care nursing services now?  Yes   No 
d. Do you receive Supplemental Security Income (SSI)?   Yes   No 

11. Did you receive any medical services in the past ten (10) calendar days immediately prior to the date of this application?
 Yes.  If yes, what date(s)?   No 

12. Are you a U.S. citizen or U.S. national?   Yes.  If yes, skip to Question 15.   No 
13. If you are not a U.S. citizen or U.S. national, do you have eligible immigration status?  If Yes, enter document type and ID number.

Immigration document type (i.e. I-551, Visa, etc.) Status type (optional) Write your name as it appears on your immigration document 

Alien or I-94 number Passport number or other card number 

SEVIS ID or Expiration Date (optional) Other (category code or country of issuance) 

14. Provide the date of entry to the U.S. found on your immigration document listed in question 13. (mm/dd/yyyy)
a. Are you a citizen of the  Federated States of Micronesia,  Republic of Marshall Islands, or  Republic of Palau?  

  Yes    No 
b. Are you, your spouse or parent, a veteran or an active-duty member of the U.S. military?   Yes    No 

15. Were you in foster care at age 18 years or older in Hawaii?   Yes    No 

16. Are you a full-time student?   Yes    No 

17. If Hispanic/Latino, ethnicity (OPTIONAL:  mark all that apply.)
  Mexican    Mexican American   Chicano/a        Puerto Rican        Cuban       Other 

18. Race (OPTIONAL:  mark all that apply) 
  White   Black or African American  Filipino   Vietnamese  Guamanian or Chamorro 

 Asian Indian  American Indian or Alaska Native   Japanese  Other Asian  Other Pacific Islander 

 Chinese  Native Hawaiian  Korean  Samoan  Other:  
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STEP 2: PERSON 1 (Continue With Yourself)

Current Job & Income Information 
 Employed 
If you are currently employed, tell us about 
your income.  Start with question 19. 

 Self-employed 
Skip to question 28. 

 Not employed 
Skip to question 29. 

CURRENT JOB 1: 
Start Date:   End Date: 
19. Employer name and address: 20. Employer phone number:

(        )          
21. Wages/tips (before taxes):   Hourly   Weekly   Every 2 weeks   Twice a month   Monthly 

$

22. Average hours worked each WEEK:

CURRENT JOB 2:  (If you have more jobs and need more space, attach another sheet of paper.) 
Start Date:   End Date: 
23. Employer name and address: 24. Employer phone number:

(        )          
25. Wages/tips (before taxes):   Hourly   Weekly   Every 2 weeks   Twice a month   Monthly 

$

26. Average hours worked each WEEK:

27. Did you:  Change jobs   Stop working    Start working fewer hours  None of these 

28. If self-employed, answer the following questions:
a. Type of work: b. How much net income (profit once business expenses are paid) will you get

from this self-employment this month?

$

29. OTHER INCOME THIS MONTH:  Check all that apply, and give the amount and how often you get it.
NOTE:  You do not need to tell us about child support or veteran’s payment.

  Unemployment $___________ How often? ________   Net farming/fishing $___________ How often? ________ 

  Pensions $___________ How often? ________   Net rental/royalty $___________ How often? ________ 

  Social Security $___________ How often? ________   Other income $___________ How often? ________ 

  Retirement accounts $___________ How often? ________ Type of other income:  

  Alimony received $___________ How often? ________ 

30. DEDUCTIONS:  Check all that apply, and give the amount and how often you get it.
If you pay for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage a
little lower.
NOTE:  You should not include a cost that you already considered in your answer to net self-employment (question 28b)

  Alimony paid $________ How often? ________   Other deductions $________ How often? ________ 

  Student loan interest $________ How often? ________  Type of other deductions: 

31. NET YEARLY INCOME:  Complete if your net income changes a lot from month to month.
If you do not expect changes to your monthly income, skip to the next person.

Your total income this year: 
$ 

Your total income next year (if you think it will be different) 
$ 

THANKS!  This is all we need to know about you. 
If there are 2 or more people to include, please make a copy of STEP 2: PERSON 2 (Pages 4 and 5).   

Once completed, attach additional pages to this application. 
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STEP 2: PERSON 2 
Complete Step 2 for additional household members other than PERSON 1. 
1. First name Middle name Last name Suffix 2. Relationship to PERSON 1? 

3. Date of birth (mm/dd/yyyy) / / 4. Gender:   Male    
 Female 

5. Name of spouse if married.

6. Social Security Number (SSN) - -
We need this if PERSON 2 wants health coverage and has an SSN.  Providing your SSN can be helpful if you do not want health coverage too 
since it can speed up the application process.  We use SSNs to check income and other information to see who is eligible for help with health 
coverage costs. 

7. Does PERSON 2 live at the same address as PERSON 1?   Yes   No 
If no, write address:

8. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you do not file a federal income tax return.)

  Yes  If yes, please answer questions a–c.   No. If no, skip to question c. 
a. Will PERSON 2 file jointly with a spouse?        Yes   No 

If yes, write name of spouse:  

b. Will PERSON 2 claim any dependents on his/her tax return?   Yes   No 
If yes, write name(s) of dependents: 

c. Will PERSON 2 be claimed as a dependent on someone’s tax return   Yes         No  
If yes, write the name of the tax filer: ______________________ 
How is PERSON 2 related to the tax filer? 

9. Is PERSON 2 pregnant?   Yes     No  If yes, how many babies are expected during this pregnancy?_______ Expected Due Date:__________ 
10. Does PERSON 2 need health coverage?  (Even if you have insurance, there might be a program with better coverage or lower costs.)

  Yes.  If yes, answer all the questions below. No.  If no, SKIP to the income questions on page 5. 
Leave the rest of this page blank. 

11. Does PERSON 2 have a disability that will last more than twelve (12) months?   Yes   No 
a. Does PERSON 2 currently receive long term care nursing services:  Yes, in a nursing facility  Yes, in my home in the community  No
b. Has PERSON 2 received long term care nursing services in the last three (3) months?   Yes.  If yes, what date(s)?   No 
c. Does PERSON 2 think you need long term care nursing services now?  Yes   No 
d. Does PERSON 2 receive Supplemental Security Income (SSI)?  Yes   No 

12. Did PERSON 2 receive any medical services in the past ten (10) calendar days immediately prior to the date of this application?
 Yes.  If yes, what date(s)?   No 

13. Is PERSON 2 a U.S. citizen or U.S. national?   Yes.  If yes, skip to Question 16.   No 
14. If PERSON 2 is not a U.S. citizen or U.S. national, does he/she have eligible immigration status?

  If Yes, enter document type and ID number. 
Immigration document type (i.e. I-551, Visa, etc.) Status type (optional) Write your name as it appears on your immigration document 

Alien or I-94 number Passport number or other card number 

SEVIS ID or Expiration Date (Optional) Other (category code or country of issuance) 

15. Provide the date of entry to the U. S. found on your immigration document listed in question 14. (mm/dd/yyyy)
a. Is PERSON 2 a citizen of the  Federated States of Micronesia,  Republic of Marshall Islands, or  Republic of Palau?

Yes           No
b. Is PERSON 2, PERSON 2’s spouse or parent, a veteran or an active-duty member of the U.S. military?   Yes   No 

16. Was PERSON 2 in foster care at age 18 years or older in Hawaii?   Yes    No 

17. Is PERSON 2 a full-time student?   Yes    No 

18. If Hispanic/Latino, ethnicity (OPTIONAL:  mark all that apply.)
  Mexican     Mexican American   Chicano/a        Puerto Rican        Cuban       Other 

19. Race (OPTIONAL:  mark all that apply) 
  White   Black or African American  Filipino  Vietnamese  Guamanian or Chamorro 
 Asian Indian  American Indian or Alaska Native  Japanese  Other Asian  Other Pacific Islander 
 Chinese   Native Hawaiian  Korean  Samoan   Other:  

Now, tell us about any income from PERSON 2 on the back. 
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STEP 2: PERSON 2 
Current Job & Income Information 

 Employed 
If PERSON 2 is currently employed, tell us 
about his/her income.  Start with question 
20. 

 Self-employed 
Skip to question 29. 

 Not employed 
Skip to question 30. 

CURRENT JOB 1: 
Start Date:   End Date: 
20. Employer name and address: 21. Employer phone number:

(        )          
22. Wages/tips (before taxes):   Hourly   Weekly   Every 2 weeks   Twice a month   Monthly 

$_____________________________________

23. Average hours worked each WEEK:

CURRENT JOB 2:  (If PERSON 2 has more jobs and need more space, attach another sheet of paper.) 
Start Date:   End Date: 
24. Employer name and address: 25. Employer phone number:

(        )          
26. Wages/tips (before taxes):   Hourly   Weekly   Every 2 weeks   Twice a month   Monthly 

$

27. Average hours worked each WEEK:

28. Did PERSON 2:  Change jobs   Stop working  Start working fewer hours    None of these 

29. If PERSON 2 is self-employed, answer the following questions:
a. Type of work: b. How much net income (profit once business expenses are paid) will

PERSON 2 get from this self-employment this month?

$

30. OTHER INCOME THIS MONTH:  Check all that apply, and give the amount and how often PERSON 2 gets it.
NOTE:  You do not need to tell us about child support or veteran’s payment.

  Unemployment $___________ How often? ________   Net farming/fishing $___________ How often? ________ 

  Pensions $___________ How often? ________   Net rental/royalty $___________ How often? ________ 

  Social Security $___________ How often? ________   Other income $___________ How often? ________ 

  Retirement accounts $___________ How often? ________ Type of other income:  

  Alimony received $___________ How often? ________ 

31. DEDUCTIONS:  Check all that apply, and give the amount and how often PERSON 2 gets it.
If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.
NOTE:  You should not include a cost that you already considered in your answer to net self-employment (question 29b)

  Alimony paid $________ How often? ________   Other deductions $________ How often? ________ 

  Student loan interest $________ How often? ________  Type of other deductions: 

32. NET YEARLY INCOME:   Complete if PERSON 2’s net income changes a lot from month to month.
If you do not except changes to PERSON 2’s monthly income, skip to the next section.

PERSON 2’s total income this year: 
$ 

PERSON 2’s total income next year (if you think it will be different) 
$ 

THANKS!  This is all we need to know about PERSON 2. 
If there are no more people to include, skip to next page.  
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Household Member PERSON 2 

Household Member PERSON 6 

Household Member PERSON 1 

STEP 3 Household Relationships 

List all the individuals included on this application and identify how each member is related to each other.  Use the following 
relationships to identify relationships to household members. 
 Married   Under Primary Care   Sibling (including step)  Niece/Nephew (including step) 
 Parent (including step)  Child (including step)  Foster Parent  Foster Child 
 Grandparent  Grandchild  Not Related 
 Uncle/Aunt  Cousin  Unmarried Partner 

 

If you have more than (6) people in your family, you will need to make a copy of this page and begin with PERSON 2 and 
attach to this application.

Name of Person 1: 
Primary Individual SELF 

Name of Person 2: Relationship to Person 1: 

Is Person 2 primarily responsible for the care of a 
child(ren) under age 19 years old in this household? 

 Yes, name of child(ren): ____________________________________ 
 No 

Name of Person 3: Relationship to Person 1: Relationship to Person 2: 

Is Person 3 primarily responsible for the care of a 
child(ren) under age 19 years old in this household? 

 Yes, name of child(ren): ____________________________________ 
 No 

Name of Person 4: Relationship to Person 1: Relationship to Person 2: Relationship to Person 3: 

Is Person 4 primarily responsible for the care of a 
child(ren) under age 19 years old in this household? 

 Yes, name of child(ren): ____________________________________ 
 No 

Name of Person 5: Relationship to Person 1: Relationship to Person 2: Relationship to Person 3: 

Relationship to Person 4: 

Is Person 5 primarily responsible for the care of a 
child(ren) under age 19 years old in this household? 

 Yes, name of child(ren): ____________________________________ 
 No 

Name of Person 6: Relationship to Person 1: Relationship to Person 2: Relationship to Person 3: 

Relationship to Person 4: Relationship to Person 5: 

Is Person 6 primarily responsible for the care of a 
child(ren) under age 19 years old in this household? 

 Yes, name of child(ren): ____________________________________ 
 No 

Household Member PERSON 4 

Household Member PERSON 3 

Household Member PERSON 5 

TN No: 16-0001 
Supercedes TN No: 14-0008

Approval Date: 
Paper Application - 8 Effective Date 9/1/2016

04/03/2017

□ 
□ 

□ 
□ 

□ 
□ 

□ 
□ 

□ 
□ 
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  STEP 4

  STEP 5

American Indian Or Alaska Native (AI/AN) Family Member(s) 

1. Are you or is anyone in your family American Indian or Alaska Native?
  Yes.  If yes, go to Appendix B. 

  No.  If No, skip to Step 5. 

Your Family’s Health Coverage 

1. For every year that you got a premium tax credit, did your household file a tax return and reconcile any premium tax credit you used?

Yes, premium tax credits were reconciled.  Check this box only if ALL of these below apply to you: 
 You used advance payments of premium tax credits (APTC) in one or more past years to help lower your costs for 

Marketplace coverage. 
 The tax filer for your household filed a federal income tax return for each of these years. 
 The tax return filed compared the amount of APTC used to the rest of the tax return information for each year. 

  No 

2. Was anyone on this application found not eligible for Medicaid or CHIP in the past 90 days?  (Select yes only if someone was found not eligible
for this coverage by Med-QUEST, not by the Marketplace.)

  Yes Who: 
  No 

3. Was anyone on this application found not eligible for Medicaid or CHIP due to their immigration status since October 1, 2013?

  Yes Who: 
  No 

4. Did anyone on this application apply for coverage during the Marketplace open enrollment period?

  Yes Who: 
  No 

5. Is anyone listed on this application offered health coverage from a job?  Check yes even if the coverage is from someone else’s job.  Like a
parent or spouse, even if they do not accept the coverage.

  Yes Continue and then complete Appendix A.  Is this a state employee benefit plan?   Yes   No 
  No 

6. Is anyone enrolled in health coverage now?

  Yes If yes, continue to question 7 (Information about current health coverage). 
  No If no, SKIP to Step 6. 

7. Information about current health coverage.  (If you have more than 6 people who have health coverage now, make a copy of the next page
(page 8), begin with PERSON 2 and attach to this application.)

 

Name of person 1 enrolled in health coverage: 

Type of Coverage(s):   Employer Insurance   COBRA   Medicaid   CHIP   Medicare   TRICARE   VA health care program   Peace Corps   Other      

If it is an employer insurance:  (You will also need to complete Appendix A.) 

Name of health insurance company: 

Policy/ID number 

If it is another kind of coverage: 
Name of health insurance company: Policy/ID number 

Is this a limited-benefit plan, like a school accident policy?   Yes    No    Includes Medical?    Includes Dental?    Includes Vision? 

Family Health Coverage PERSON 1 
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Family Health Coverage PERSON 2 

Family Health Coverage PERSON 3 

Family Health Coverage PERSON 4 

Family Health Coverage PERSON 5 

Family Health Coverage PERSON 6 

Name of person 2 enrolled in health coverage: 

Type of Coverage(s):   Employer Insurance   COBRA   Medicaid   CHIP   Medicare   TRICARE   VA health care program   Peace Corps   Other      

If it is an employer insurance:  (You will also need to complete Appendix A.) 

Name of health insurance company: 

Policy/ID number 

If it is another kind of coverage: 
Name of health insurance company: Policy/ID number 

Is this a limited-benefit plan, like a school accident policy?   Yes    No    Includes Medical?    Includes Dental?    Includes Vision? 

Name of person 3 enrolled in health coverage: 

Type of Coverage(s):   Employer Insurance   COBRA   Medicaid   CHIP   Medicare   TRICARE   VA health care program   Peace Corps   Other      

If it is an employer insurance:  (You will also need to complete Appendix A.) 

Name of health insurance company: 

Policy/ID number 

If it is another kind of coverage: 
Name of health insurance company: Policy/ID number 

Is this a limited-benefit plan, like a school accident policy?   Yes    No    Includes Medical?    Includes Dental?    Includes Vision? 

Name of person 4 enrolled in health coverage: 

Type of Coverage(s):   Employer Insurance   COBRA   Medicaid   CHIP   Medicare   TRICARE   VA health care program   Peace Corps   Other      

If it is an employer insurance:  (You will also need to complete Appendix A.) 

Name of health insurance company: 

Policy/ID number 

If it is another kind of coverage: 
Name of health insurance company: Policy/ID number 

Is this a limited-benefit plan, like a school accident policy?   Yes    No    Includes Medical?    Includes Dental?    Includes Vision? 

Name of person 5 enrolled in health coverage: 

Type of Coverage(s):   Employer Insurance   COBRA   Medicaid   CHIP   Medicare   TRICARE   VA health care program   Peace Corps   Other      

If it is an employer insurance:  (You will also need to complete Appendix A.) 

Name of health insurance company: 

Policy/ID number 

If it is another kind of coverage: 
Name of health insurance company: Policy/ID number 

Is this a limited-benefit plan, like a school accident policy?   Yes    No    Includes Medical?    Includes Dental?    Includes Vision? 

Name of person 6 enrolled in health coverage: 

Type of Coverage(s):   Employer Insurance   COBRA   Medicaid   CHIP   Medicare   TRICARE   VA health care program   Peace Corps   Other      

If it is an employer insurance:  (You will also need to complete Appendix A.) 

Name of health insurance company: 

Policy/ID number 

If it is another kind of coverage: 
Name of health insurance company: Policy/ID number 

Is this a limited-benefit plan, like a school accident policy?   Yes    No    Includes Medical?    Includes Dental?    Includes Vision? 
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  STEP 6

  STEP 7

!!!SIGNATURE REQUIRED BELOW!!! 
Read &  Sign This Application 

• I am signing this application under penalty of perjury which means, I have provided true answers to all the questions on this form to the best of my
knowledge.  I know that I may be subject to penalties under state or federal law if I provide false and/or untrue information. 

• I understand I must tell the Department of Human Services or the Federal Health Insurance Marketplace if anything changes (and is different
than) what I wrote on this application.  I can visit mybenefits.hawaii.gov or call 1-877-628-5076 (TTY/TDD: 1-855-585-8604) or visit
www.healthcare.gov or call 1-800-318-2596 (TTY: 1-855-889-4325) to report any changes.  I understand that a change in my household’s
information could affect the eligibility for member(s) of my household.

• I understand that under federal law, discrimination is not permitted on the basis of race, color, national origin, sex, age, sexual orientation, gender 
identity, or disability.  I can file a complaint of discrimination by visiting www.hhs.gov/ocr/office/file. 

• I understand the Department of Human services and the Federal Health Insurance Marketplace will obtain information to verify eligibility with
electronic databases, to include but not limited to, the Internal Revenue Services (IRS), Social Security Administration (SSA), Department of
Homeland Security (DHS) or a consumer reporting agency.  If the information does not match, we may ask to you send us proof.

Renewal of coverage in future years 
To make it easier to determine my eligibility for help paying for health coverage in future years, I agree to allow the Federal Health Insurance Marketplace 
to use income data, including information from tax returns.  The Federal Health Insurance Marketplace will send me a notice, let me make any 
changes, and I can opt out at any time. 

Yes, renew my eligibility automatically for the next:  
 5 years (the maximum number of years allowed), or for a shorter number of years: 
 4 years   3 years   2 years   1 years  Do not use information from tax returns to renew my coverage.  

If anyone on this application is eligible for Medicaid. 
• I am assigning the Department of Human Services, my rights to payments for medical care from any third party, which may include but

not limited to, other health insurance or legal settlement.  I am also assigning the Department of Human Services, my rights to pursue and
get medical support from a spouse or parent.  I will cooperate in obtaining third party payments.

• Does any child on this application have a parent living outside of the home?    Yes   No     If yes, I understand I will be asked to 
cooperate with the Department of Human Services and the agency that collects medical support from an absent parent.  If I think that 
cooperating to collect medical support will harm me or my children, I can tell Medicaid and I may not have to cooperate.   

• I agree to cooperate with the Department of Human Services, Federal Quality Control reviewers or auditors if my case is selected for a
review.

My right to appeal 
If I think the Department of Human Services or the Federal Health Insurance Marketplace has made a mistake, I can appeal its decision.  To appeal 
means to tell someone at the Department of Human Services or the Federal Health Insurance Marketplace that I think the action is wrong, and ask for a 
fair review of the action.  I know that I can find out how to appeal by contacting someone at 1-877-628-5076 (TTY/TDD: 1-855-585-8604).  I know that I 
can be represented in the process by someone other than myself.  My eligibility and other information will be explained to me.

Sign this application.  The person who filled out Step 1 should sign this application.  If you are an authorized representative, you may 
sign here with your name, as long as you have provided the information required in Appendix C.

Signature Date (mm/dd/yyyy)

Mail Your Signed Application To: 
MQD/EB 

Oahu Section 
P.O. Box 3490 

Honolulu, HI 96811-3490 

MQD/EB 
Kapolei Unit 
P.O. Box 29920 

Honolulu, HI 96820-2320 

MQD/EB 
East Hawaii Section 

1404 Kilauea Avenue 
Hilo, HI 96720-4670 

MQD/EB 
West Hawaii Section 
Lanihau Professional Center 

75-5591 Palani Road, Suite 3004 
Kailua-Kona, HI  96740-3633 

MQD/EB 
Lanai Unit 
P.O. Box 1619 

Kaunakakai, HI 96748-1619 

MQD/EB 
Maui Section 

Millyard Plaza 
210 Imi Kala Street, Suite 101 

Wailuku, HI 96793-1274 

MQD/EB 
Molokai Unit 

P.O. Box 1619 
Kaunakakai, HI 96748-1619 

MQD/EB 
Kauai Section 

4473 Pahee Street, Suite A 
Lihue, HI 96766-2037 

If you want to register to vote, you can complete the attached voter registration form or download a form from http://elections.hawaii.gov
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than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help at no cost to 
you.  TTY/TDD users should call 1-855-585-8604. 
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APPENDIX A 

Health Coverage from Jobs 
You do not need to answer these questions unless someone in the household is eligible for health coverage from a job.  Attach a copy of this page 
for each job that offers coverage.

Tell us about the job that offers coverage. 
Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer these questions.  You only need to 
include this page when you send in your application, not the Employer Coverage Tool. 

EMPLOYEE Information 
The employee needs to fill out this section. 

1. Employee name (First, Middle, Last) 2. Employee Social Security Number

- -

EMPLOYER Information 
Ask the employer for this section.

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address (notice will be sent to this address) 6. Employer phone number
(        ) –

7. City 8. State 9. ZIP Code

10. Who can we contact about employee health at this job?

11. Phone number (if different from above)
(        ) –

12. Email address

13. Are you currently eligible for coverage offered by this employer, or will you become eligible in the next three (3) months? 
Yes (continue) 

a. If you are in a waiting or probationary period, when can you enroll in coverage?
mm/dd/yyyy 

List the names of anyone else who is eligible for coverage from this job. 
Name: Name: Name: 

No (STOP and go to Step 6 in the application) 

Tell us about the health plan offered by this employer. 
14. Does the employer offer a health plan that meets the minimum value standard*?

  Yes    No 
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (do not include family plans):  If the employer

has wellness programs, provide the premium that the employee would pay if he/she received the maximum discount for any tobacco cessation
program, and did not receive any other discounts based on wellness programs. 
a. How much would the employee have to pay in premiums for this plan?  $
b. How often?  Weekly  Every 2 weeks  Twice a month   Once a month  Quarterly   Yearly 

16. What change will the employer make for the new year (if known)?
 Employer will not offer health coverage. 
 Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that 
meets the minimum value standard.* (Premium should reflect the discount for wellness programs.  See question 15) 
a. How much will the employee have to pay in premiums for that plan?  $__________________
b. How often?  Weekly  Every 2 weeks  Twice a month   Once a month  Quarterly   Yearly 

Date of change (mm/dd/yyyy):_______________________________ 

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit cost covered by the plan is no
less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
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NEED HELP WITH YOUR APPLICATION?  Visit mybenefits.hawaii.gov or call us at 1-877-628-5076.  If you need help in a language other 
than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help at no cost to 
you.  TTY/TDD users should call 1-855-585-8604. 
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EMPLOYER COVERAGE TOOL 
Use this tool to help answer questions in Appendix A about any employer health coverage that you are eligible for (even if it is 
from another person’s job, like a parent or spouse).  The information in the numbered boxes below need to match the boxes on 
Appendix A.  For example, the answer to question 14 on this page should match question 14 on Appendix A.  

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form.  Complete one 
tool for each employer that offers health coverage.   

EMPLOYEE Information 
The employee needs to fill out this section. 

1. Employee name (First, Middle, Last) 2. Employee Social Security Number

- -

EMPLOYER Information 
Ask the employer for this section.

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address (notice will be sent to this address) 6. Employer phone number
(        ) –

7. City 8. State 9. ZIP Code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above)
(        ) –

12. Email address

13. Are you currently eligible for coverage offered by this employer, or will you become eligible in the next three (3) months? 
  Yes (continue) 

a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for coverage?

mm/dd/yyyy (continue) 

  No (STOP and go to Step 6 in the application) 

Tell us about the health plan offered by this employer. 
Does the employer offer a health plan that covers an employee’s spouse or dependent? 

 Yes          Which people?      Spouse           Dependent(s) 
 No 

(Go to question 14) 
14. Does the employer offer a health plan that meets the minimum value standard*?

  Yes    No 
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (do not include family plans):  If the employer has

wellness programs, provide the premium that the employee would pay if he/she received the maximum discount for any tobacco cessation program,
and did not receive any other discounts based on wellness programs. 
a. How much would the employee have to pay in premiums for this plan? $
b. How often?  Weekly  Every 2 weeks  Twice a month  Once a month  Quarterly   Yearly 

16. What change will the employer make for the new year (if known)?
 Employer will not offer health coverage. 
 Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that 
meets the minimum value standard.  *(Premium should reflect the discount for wellness programs.  See question 15) 
a. How much will the employee have to pay in premiums for that plan? $_________________________________
b. How often?  Weekly  Every 2 weeks  Twice a month   Once a month  Quarterly   Yearly 

Date of change (mm/dd/yyyy):_______________________________ 

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit cost covered by the plan is no less than 60 percent of such costs (Section 
36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
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NEED HELP WITH YOUR APPLICATION?  Visit mybenefits.hawaii.gov or call us at 1-877-628-5076.  If you need help in a language other 
than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help at no cost to 
you.  TTY/TDD users should call 1-855-585-8604. 
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APPENDIX B 

American Indian Or Alaska Native Family Member (AI/AN) 
Complete this appendix if you or a family member are American Indian or Alaska Native.  Submit this with your Application for Health 
Coverage & Help Paying Costs.  

Tell us about your American Indian or Alaska Native family member(s). 
American Indians and Alaska Natives can get services from the Indian Health Services, tribal health program, or urban Indian health 
programs.  They also may not have to pay cost sharing and may get special monthly enrollment periods.  Answer the following 
questions to make sure your family gets the most help possible.   

NOTE:  If you have more people to include, make a copy of this page and attach. 

AI/AN PERSON 1 AI/AN PERSON 2 
1. Name (First name, Middle name, Last name) First Middle First Middle 

Last Last 

2. Member of a federally recognized tribe?   Yes  If yes, tribe name is: 

  No 

  Yes  If yes, tribe name is: 

  No 

3. Has this person ever gotten a service from
the Indian Health Service, a tribal health
program, urban Indian health program, or
through a referral from one of these
programs?

  Yes  

  No If no, is this person eligible to get 
services from the Indian Health services, 
tribal health programs, urban Indian health 
programs, or through a referral from one of 
these programs? 

 Yes    No 

  Yes  

  No  If no, is this person eligible to get 
services from the Indian Health services, 
tribal health programs, urban Indian health 
programs, or through a referral from one of 
these programs? 

 Yes    No 

4. Certain money received may not be counted
for Medicaid or the Children’s Health
Insurance Program (CHIP).  List any income 
(amount and how often) reported on your
application that includes money from these
sources:

 Per capita payments from a tribe that
come from natural resources, usage 
rights, leases, or royalties. 

 Payments from natural resources, 
farming, ranching, fishing, leases, or 
royalties from land designated as Indian 
trust land by the Department of Interior 
(including reservations and former 
reservations). 

 Money from selling things that have 
cultural significance.  

$__________________________________ 

How often?__________________________ 

$__________________________________ 

How often?__________________________ 
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NEED HELP WITH YOUR APPLICATION?  Visit mybenefits.hawaii.gov or call us at 1-877-628-5076.  If you need help in a language other 
than English, call 1-877-628-5076 and tell the customer service representative the language you need.  We will get you help at no cost to 
you.  TTY/TDD users should call 1-855-585-8604. 
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APPENDIX C 

Assistance With Completing This Application 

You can choose an authorized representative. 
You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters related to this 
application, including getting information about your application and signing your application on your behalf.  This person is called an “Authorized 
Representative.”  If you ever need to change your Authorized Representative, call 1-877-628-5076.  If you are a legally appointed representative for 
someone on this application, submit proof with the application. 

1. Name of authorized representative (First name, Middle name, Last name)

2. Mailing Address 3. Apartment or suite number

4. City 5. State 6. ZIP code 7. County

8. Phone number

( ) – 

9. Organization name 10. ID number (if applicable)

By signing, you allow this person to sign your application, get official information about this application, and act for you on all future matters with this 
agency.

11. PERSON 1 or Primary Individual’s  Signature 12. Date (mm/dd/yyyy)

Authorized Representative 
As the designated Authorized Representative, by signing below I agree to maintain the confidentiality of any information provided to me by the 
Department or it’s designee and I can be released as the Authorized Representative: 

Signature of Authorized Representative Telephone Date 

Mailing Address City State ZIP Code 

As applicable, I , am a provider or staff member or volunteer 
PRINT Name of Individual 

of an organization: 
PRINT Name of Provider/Organization 

I understand and agree, as a condition of serving as the Authorized Representative, I will adhere to the regulations relating to 
confidentiality of information and the prohibition against reassignment of provider claims as appropriate for a health facility 
or an organization acting on the facility’s behalf, as well as other relevant State and Federal laws covering conflicts of 
interest and confidentiality of information. 

For certified application counselors, navigators, agents, and brokers only 
Complete this section if you are a certified application counselor, navigator, agent, or broker filling out this application for someone else. 
1. Application start date (mm/dd/yyyy)

2. First name, Middle name, Last name, & Suffix 

3. Organization name 4. ID number (if applicable) 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURm' ACT 

_., ______ _ 

Attachment 2.6-B 

State _______ HA_W._~ ..... 1 ... 1 _____________ _ 

STANDABDS FOR OPl'IONAL STATE SUPPLEMENT.ARI PAIMENTS 

L Aged, blind, and disabled recipients of optional State supplementa:r;r 
~ants are eligible for medical assistance as categorically needy 
under this plan. The p~ts meet the £our oondi tions speci£ied in 
4S CF.R 248.2(d), that is, they are: 

A. ResuJ.a,r, in cash, and based on need; 

B. Available on a Statewide basis; 

c. Made to reasonable classifications of i:ndiviauala who, except for 
the level of theb:' income, would be eligible for an SSI PQJD8Dt, 
as .described in the supplement to this ATTACHMENT; and • 

D. F,qual to the difference between income and the financial standard 
used to detemine eligibility fo~ the supplement. 

. II. There are variations in the ~t levels by political subdivisions. 
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D Yes, aa described below: 



-►- r.. . 

.• 

~isiau KB-14'-80- 58 
August, 1980 

Attachment 2.6~ 
Page 6 

State or Ht; ~;AII 

2. The metlm(s) dlecked below is used in handli~ resources 
in excess of toose specified above: 

D Excess mn-irxxne producing property (except the 
h:me)· mst be disposed of 

5J 'Any excess resources render the i~ividual ineligible 

D Other, described as follows: 
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