hawi-i

Healthy and Well Kids in lowa

caLL (800)257-8563
TDD (888)422-2319

HEALTHY KIDS ARE
IOWA’S FUTURE

Free or low-cost health care

coverage for Kkids

www.hawk-i.org

The hawk-i program is operated by the lowa Department of Human Services.
Espanol al otro lado.

To qualify for hawk-i, a child must:

¢ Be under 19 years old

* Be uninsured

* Be ineligible for Medicaid

* Be a citizen or a lawfully

admitted resident alien

¢ Meet the income limits

Questions & answers about hawk-i:

How will my doctor know my children are on hawk-i?
Your child will get a card from the health plan that covers
hawk-i in your county.

What services are covered under hawk-i?

¢ Doctor Visits
* Hospital Care
® Prescriptions

® Emergencies
e Surgery

¢ Dental Care
¢ \/ision Exams

¢ Mental Health &
Substance
Abuse Care

Income limits effective April 1, 2008

Use these charts to see how

your children can get free or
low-cost health care coverage.

20% of income from a job (before taxes) is not counted when comparing
family income to the limits. The 20% deduction does not apply to unearned
income such as child support, social security disability, or unemployment
insurance benefits. After subtracting 20% of earned income, look up your
family’s yearly income in the charts to see if your children may qualify for free
or low-cost health care coverage.

Family Size Medicaid
(parents, spouses, If your family’s yearly countable income is in this chart,
stepparents, & children | your children may be able to get FREE coverage under
under 19 living together) | Medicaid.

 Well-child Visits ¢ Chiropractic Care
* Vaccines/Shots ¢ Hearing Services ® Speech Therapy

What does hawk-i cost?

Look at the income charts to the right. If your family’s
yearly countable income is in the blue chart, then hawk-i

is FREE! If your family’s yearly countable income is in the
yellow chart, the cost is $10 per month per child. But, no
family will have to pay more than $20 per month ... no
matter how many children are in the family! NOTE: There is no
cost for Native American or Alaskan Native children.

How long can my children get hawk-i?

There is no time limit as long as they are eligible. When
your application is approved, your children will be enrolled
for 12 months. If your child turns 19 or is no longer eligible
for another reason, hawk-i will end before the 12 months
are up. REMEMBER: hawk-i coverage must be renewed
every year. You will get a renewal form before the 12
months are up. Make sure to send the renewal form back
to see if hawk-i can continue.

Can my children get hawk-i if | am not a U.S. citizen?
Yes. The child must be a citizen or lawfully admitted
resident alien to get hawk-i, but the citizenship status of
the parent does not count. Information about families who
apply for hawk-i is not given to the U.S. Citizenship and
Immigration Services (CIS).

Questions?
Call hawk-i customer service at
1-800-257-8563
(TDD 1-888-422-2319)

up to $13,832

up to $18,620

up to $23,408

up to $28,196

up to $32,984

up to $37,772

up to $42,560
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up to $47,348

Family Size hawk-i
(parents, spouses, If your family’s yearly countable income is in this chart,
stepparents, & children | your children may be able to get FREE coverage under
under 19 living together) | hawk-i.

$13,833 to $15,600

$18,621 to $21,000

$23,409 to $26,400

$28,197 to $31,800

$32,985 to $37,200

$37,773 to $42,600

$42,561 to $48,000
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$47,349 to $53,400

hawk-i
If your family’s yearly countable income is in this chart,
your children may be able to get hawk-i for $10 per
child per month. No family pays more than $20 per
month.

Family Size
(parents, spouses,
stepparents, & children
under 19 living together)

$15,601 to $20,800

$21,001 to $28,000

$26,401 to $35,200

$31,801 to $42,400

$37,201 to $49,600

$42,601 to $56,800
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$48,001 to $64,000

8 $53,401 to $71,200

Race, color, national origin, age, disability, or sex will not affect eligibility
except where it is required by law.




hawk-i Application

SECTION 1: APPLICANT INFORMATION. Please tell us who you are and how we can reach you. A parent or guardian, or someone acting for the
parent or guardian, may apply for the children. Teens who do not live with a parent or guardian may apply for themselves. The person listed as the applicant

is the person who will get any mail we send.
Last Name First Name Middle Name Do the children you are
applying for live with you? 1 Yes [ No
Street Address Apt. # Home Phone What language
do you speak?
City State ZIP Code County ( )
[ English
Mailing Address (if different): Apt. # Q Espafiol
9 ( ) P Work Phone (1 Other (list)
City State ZIP Code County ( )

SECTION 2: FAMILY MEMBERS. List all the people living in the home who are PARENTS, STEPPARENTS OR GUARDIANS of the children you are

applying for. List the adults first and then the children below. You do not need to list children over the age of 19 or other friends or relatives who live in the home.

Apply online at
www.hawk-i.org or follow
these three easy steps!

Fill out the application.
Answer every question completely.
Each section is important. It will take
longer to process your application if
you don’t answer all the questions or

send in proof of your income.

This application is for medical coverage for children and teens under age 19. Please answer every question. Then, sign the form at the bottom.

If you have any questions or need help filling out this form, call hawk-i customer service at 1-800-257-8563. We’'ll be happy to help you!

Sign the application.

List the N Birth D Social Security Numb Race/Ethnici -
ADULTS here Name (last, first, middle) (moé#\/da;;:ar) Sex o (((e)crz)gcr)%) et ac(gptictmgl;cuy The person who fills out the
YT Stort with yourself aF L QOWhite O Hispanic/Latino Q Other application and all parents or
1 aM State of lowa Employee? (d Black (1 American Indian/Alaska Native stepparents I|V|ng in the home
QYes QNo QAsian O Native Hawaiian/Pacific Islander should sign the form.
Adult aF _ _ QWhite [ Hispanic/Latino 1 Other R R .
2 aM State of lowa Employee? A Black [ American Indian/Alaska Native MOI' the appl|cat'9n'
QYes QNo QAsian 1 Native Hawaiian/Pacific Islander and proof of your income in the
Adult aF B B dWhite [ Hispanic/Latino 1 Other vaelc:pe ﬂ:jat ISth’OVIded. You
3 ) M| _Stzte of lowa Empioyee? O Black [ American Indian/Alaska Native 0 hot need a stamp.
dYes QNo dAsian [ Native Hawaiian/Pacific Islander
How is this child related to Areyou |Doesthis| Isthis | pase/Ethnicity | Fultime Is this o
; i hild get | chil . ild i ?| US. ?
= the adults listed above? abpling for| chig get | chidon |~ {optiona) student? ;I;,Itli(tiultri‘oir’; Pregnant? | U.S. ciizen
. Name (last, first, middle) aF Adult- 1 Adult. 2 Adult. 3 0 Yes ngsr:gs ggﬁg: OYes O NO
Child S Bt e — — Q Child Q Child 1 Child QINo |QVYes | QYes | Qispanicll_lagno/ 0 Yes | FYES,whenwil | QOYes [QYes dNo
ate OClal Secur mper (optional f f . : [ American Indian, n
1 |montvdayyean e Securty Rumber optons) - M} 2 Stepchild | L Stepchild || 1) Stepchid Expiinin| QNo | QN | askaNaiie | g i No go’;&?mgiard
Q Other (list) | 1 Other (list) | L Other (ist) | gection 8 Q E:E.\;.i Tismlsr of passport,
Name (last, first, middle) Adult 1 Adult 2 Adult 3 QY White 11 Black QYes UNo
es .
Child QF | achid 0 Child Q Child QNo | DYes | OYes | imonmciatng | 3 Yes [IfYES,uhenvil | OYes |OYes ONo
2 Birth Date Social Security Number (optional) 0 M| @ Stepchild | O Stepchild | O Stepchild  [if NO 0 American Indian/ they be released? If NO, send a
th/d . . ) . Alaska Native
(month/day/year) 0 Other (st | O Other (ist) | 0 Other (ist) Explaimin] INo | INo - 2, v | N0 ANO | copy of INS card
ction Pacific Islander or passport.
Name (last, first, middle) Adult 1 Adult 2 Adult 3 O VYes QWhite O Black O Yes O No
QAsian O Oth
onid | S e NS ] AF | 1 chid 2 Child 2 Child QNo | dVes | OYes | Jrispaniciaino | 3 Yes |HYES,whenwil | O'Yes |0 Yes QNo
irth Date ocial Securi umber (optional : . . ; 1 American Indian/ they be released?
3 (monthday/yea) ty p aM|a Stepch|lld a Stepch|.ld a Stepch!ld E;‘:J%in ol ane | GNo | Adska Natve TN ey be releas N goNo,omg ;rd
0 Other (list) | 1 Other (list) | O Other (list) | gection 8 0 Native Hawaiian/ Py
Pacific Islander or passport.
Name (last, first, middle) Adult 1 Adult 2 Adult 3 0 Yes —White ' Black 0 Yes QNo
; QAsian 0 Oth
T AF | 1 chid 2 Child 2 Child ONo | OYes | OYes |QHipaniotatno | 1 Yes |HYES,whenwil | OYes |QYes INo
Birth Date Social Security Number (optional ; . . ; 3 American Indian/ they be released?
4 | monthvay/yean W umber(opfions) M) QStepehild | QStepchid | D Steponid (MO, | e | | T, MO
(1 Other (list) | [ Other (list) | A Other (list) |section 8 0 Native Hawaiian/ Py
ctiol Pacific Islander or passport.




SECTION 7: HOW DID YOU HEAR ABOUT hawk-i?

Please check one.

SECTION 3: INCOME. Please tell us about your family income. List all income received by any parent, stepparent, and children under 19. Do not list the

income of legal guardians or other adults who are not the parents or stepparents of the children listed in SECTION 2. Be sure to show the amount of income

Television dDoctor or Pharmacist (dFree and Reduced
before taxes or other deductions (not the take-home pay). Include income from work, self-employment, social security benefits, child support payments, _ .

) ( i P 3./) ) ploy y PP ) pay o QRadio QDepartment of Human Services ~ Meal
unemployment insurance, worker's compensation benefits, veteran's benefits, etc. BE SURE TO SEND PROOF OF YOUR INCOME. If there is no family income, QNewspaper QChurch QOState Income Tax
write “NONE”. For more information, see “How to Prove Your Income.” = QBillboard QEmployer Form

_ : dFriend or Relative  [dHealth or Social Agency
Name of the person with income | Employer name or source | Amount of income before| ~ How often is this s th'sfg‘f%z‘%:ﬁp%ﬁ%;?h%%m'nue awic QDaycare
(first, middle, last) of income taxes or other deductions| — amount received? If NO, explain in Section 8. QSchool QOther (ist in Section 8)

[J Weekly [J Monthly

$ [J Every other week [ Yearly 4 Yes 4 No
O Twice amonth 1 Other How to Prove Your Income (SECTION 3)
1 Weekly 1 Monthly Income from a job: Send copies of all pay stubs for the last 30

$ D?"?“’ other W:ek u ée:”y QYes No days. If you do not have pay stubs or if you have a new job, we can
EV‘\'I‘"CZa mont E Mt etrhl take a signed statement from your employer verifying your pay.

leekly onthly - .

$ 2 Every other week 01 Yearly QYes QNo Income frgm self-employment: Send a copy of your most recent

O Twice amonth 0 Other tax return (include Schedule C or F). If your self-employment

business is new or your earnings are not the same as what is on
your tax return, send a copy of the most recent business records;
tell us what has changed.

Unearned income (such as child support, social security
benefits, VA benefits, unemployment insurance, etc.): Send a
copy of the award letter, divorce decree, or other proof that shows
how much you get.

IMPORTANT: Make sure to tell us if the income is going to change.
For example, tell us if your last 30 days’ pay checks show that you
worked more overtime than usual. If you work only part of the year,
$ such as a construction worker or schoolteacher, tell us how much
you earn for the entire year.

SECTION 4: INSURANCE HISTORY.

1. Does any child you are applying for have health insurance coverage now, other than Medicaid or hawk-i? 1 Yes 1 No
2. If not currently covered, did any child you are applying for have health insurance coverage, other than Medicaid or hawk-i, in the past
6 months? [ Yes 1 No (f NO, go to SECTION 5)

If YES, list name(s) of child who is/was
covered by insurance:

If Insurance has ended: If Insurance has not ended:

How much are you paying for the

How much were you paying for the
insurance each month?

insurance each month?

Name of policy holder? When was the last date of coverage?

Absent Parent? [ Yes [ No

Why was it dropped?

Insurance through?

(1 Employer [ Private policy 1 COBRA

Helpful Hints About Medicaid (SECTION 5)
Your children will get more benefits under Medicaid than under
hawk-i. Medicaid can also pay medical bills for the past 3 months
for your children if they are eligible.

Does any child you are applying for have medical bills | If YES, list the child’s name and the month(s) care was received.
for care received during the last 3 months?

Child’s name Month(s) care was received

dYes [No

Does anyone pay child support for a person who does | |f YES, list the name of the person who pays and the amount paid. Please send in proof of your payments.
not live in the home?

SECTION 8: Use this area if you need more room to answer any of
the questions or to tell us if any of your children are disabled.

dYes WNo $
Do you pay someone to take care of your children If YES, list the names of the children and the amount you pay each month. Please send in proof of your
while you are at work or school? payments.

QdYes WNo

* | understand that coverage under the hawk-i program needs to be renewed every year. * | swear under penalty of perjury that everything on the application form is the truth.

* | agree to the release of personal and income information from this application form and any proof of this
information to the agencies that run these programs so that they can decide if | am eligible. | understand that this
information will be kept private according to the law.

¢ | understand that | must report any changes in the information on the form.

* | understand that | may be asked to give more information.

* | understand eligibility will not be affected by race, color, national origin, age, disability, or sex, except where it is
required by law.

* | understand that this application may be sent to the Medicaid program if the children could get Medicaid instead
of hawk-i.

¢ | understand that | can appeal any decisions made as a result of this application. | can find out how to appeal by
calling the hawk-i program at 1-800-257-8563 or the lowa Department of Human Services at 515-281-3094.

* | understand that anyone who lies on purpose or does not tell the truth or arranges for someone to lie on purpose or not
tell the truth is committing a crime which can be punished under federal and state law. | understand that | may also have
to pay back the value of the benefits received and | may be subject to fines or other civil penalties if the information | have
given is not the truth.

* | understand that if | send my application by fax, my signature will be treated as a legal original signature.

* | agree to assign medical payments from a third party to the State for myself: Others listed on this form who may
be approved and for whom | can legally assign benefits. | also agree to cooperate in obtaining payments from third
parties.

Signature or mark of applicant Date
Signature or mark of other person or stepparent in the home Date
Signature of person, if any, who helped fill out this form Date




