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14. Total Family Financial Status (Lines 6+13) S
13 dMinus Allowable Deduciions S
16, deet CIOP Income aad Equaty n Rescureen (hae 1 minus Line 1350 GRAND TOT AL R

I understand that of { make faise siaiemenss on this
| authorize the Department of
Health Care Policy and Finzncing to usc any infonmation f‘om"m»‘d in 1h‘.1 application to verify my eligibility for this srogram. and to

! certify that ihe information provided o compiete this application is ine.
application, | commit a class 5 felony and shall be punished as provided in secilon 18-1-105, C.R.S..
financial mstinution as defined @ section 15-13-200¢4y, C.K...\.. or {rom any insurance
;i 10 oblzin any recovery or 1 jli of recovery for a ;)a( ould have a right of
aim for any beneflls m‘-:’bls :"" any weaunent, which & given, while | am eligible
! T also realize th 1 l have the right to appeal the

obtain records peraining to eligibiliy from 2
company. | undersiand that the provider has 2
re:covcr'. Thls means that i am found o haveac
for the C ibat this provider has the righi 1o be mclude:l in the claims grocoss!
rate I was gn\ en within 15 days of the date I sign this applicatien at the facility where T compicted this application.

o0t who w

YOU HAVE 13 DAYS TO APPEAL YOUR RATE

{Ask vour cligibilitv techunician for more informatian on the appeal process)

CICP Rate: Prenatal Pricing Program? Date: / /
Client Copaviment Annual Cap (Line 10 times 0.10): lupatient Facility Copayment:
Inpatient Physician Copayment: - Outpatient Copavment:
Prescription Copayment: Prenatal Pricing Copavment:

Print or Type Applicant Name

Applicant Signaiure and Date

Print or 1\ pe Eligibility Technicinn Nanee

Fligibikey Teehnicizn Signature and Date
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Pringor Type Facility Name <
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COLORNDO INDIGEUNT CARE PROGRAM

Waorksheet b - Faplovareat tneome and Uncarocd Income

Record all income and cash frow other sonrees on this puage and attach it o the Application

Paymenit Sources Menrhiv rmouns Arnuaiized noun;

I ROy s i e o e e \‘ 12 S e s s e i+ e
Libage i omsien R
Suppizirer ! Seeurity Income {851 811 ) N
Al Sy & Diabied L

srion plans (name plansy: N N

Comnussions. donuses, & s _— R

Alirmony rzczived L A

Renad income [ N e
Imizrest monme ——— I M

Moneary 2ajns — Al . . I
Trust accounts A S

Sattlements —
{do ot annualize, show otal amaoun: racenedy

Ciher income (list source)
Xn
X1
X1

Total -

(use this figure on line [ or 2 uf Section V of the applicution}

Appiicaiat Signature Dure

Flinililiny Teohyiciun Sipnoiee Dare

faniliny e

e T - LS
va, T




COLORADOINDICENT CARL PROGRAM

Worksheet 2 - Net Self-Emplevment Income

Record ali monthly bustiess expenses foe thie applicant on this page wad attach it to the Application.

Obtain documentation o supporet these expenses. Do nat use tan forms for determinine income.

If a self-emploved person can dociment that they are paving themselves. do not complete this worksheet,

Show theirincome on Worksheet 1.

Gross Business Deposits

Business Lxpenses

Insurance

Labor

Laundry

Merchandise/wiolesaie cost of aveniery
Mortgaze interest

Rent

Taxes

Upkeep of equipmeni & upkeep inbor
Utilies

Supplies

Professional services
Educaiion/Licensing/Certification

Businzss-related ravel

Net Profii (Gross Business Deposits minns Toral Business Expenses)

Meanhlv Aot Angadized Amosns

Towl! Business Expenses

tuse this figure on line 3 of Section Vof tiee application)

Appfioant Signature Dute
Fligeaiiiee Technician Signimre Dy
Phone

Faciiiy

Rey 5132

CICP FY 200

anal - Chieng Applicaiion



COLORADOINDICENT CARL PROGI AN

Worksheet 2 - Maonthiv Fapense

BONOLCOMEPLTHE TS CORM T PHT CLIENT RECEIN B~ UMELOMN T INCOVE
AN OR UNEARN DY ING OM]

Recinrd all montldy expenses for the applicant oo this pace and wtach i o the Application,

Obtuin decumentation o sunport nianthls cxpenses.

Fapome Yonddsis srount I':.\\'i"l..'.":' Moty Aertonuns

S . . ,
Aulebon : Uroeertes o & len, o o e 5
Auto mamienance & oas s Loans s

¢ e R

Chind s clderty care v Pharmacy $

Lo

S {auld) :

)

Chiid ciprort (paid) i Kent/morizage

Cradit cards g Telephone 3

[ en

Dental 5 Gas, slecineiy, water, sewer, 5
rash {all uiitics)

[0

Duipers & babv formuia s . {amer expenses (Hsiy

" Do netinchude the value of Foad Stamps or W1

Total § X 12 months =§ . yearly income
ftese this figure on line 4 of Sectivn V of the application)

Appficant Sivnanurye Date

stidy fechnician Sicnarur: {haie

Facidiey D




COLORADO INDIGENT CARE PROGRAM

Waorksheet 4 - Allowable Deduoctions

Scoii Deviared Deductions Anmiean por ki Annualizod et

H RS

AN T8 AN e e e e s e
Dav Cats e Xi e
Paid Alrmans e X e e
Chind sy - e N2 e
Healtir Insuronee Promiomg o e A2 e e

Sub-rotul

Paid or Owesianding Medical Riils from
pren-CIOP provides (atsecl receipng Diie paidd S
st he Doclunented)

Sub-total

Paid or Quistanding Medical Bills from
CICP Provider that incurred prior to 90 days of
application dute favach receipts) Date Paid , mount
Must be Documented)

Sub-rotul

Grand Torad

(use this figare an line 13 of Section V af the applicution)

Applicunt Nigmainre Date

Lligindit, Techiician Nignaiure Date

Pucilin: Phone




COlORADO INIHTGENT COARE PROGGUNN
Woorkaiteet X - Cheel st teo sereent for Chidd floalth Plan Plus o 9P -y sond Nicdicud

Please complete and attach this chiecko et e the € TP applicatien s oo explamatesn oo

placing the chitd on CHP= wr the Lanidy on Medicant

Tachivible Tor CHP > hecuaine: Vs Nao

o  The oivid has other prmory b
e The child s ehebic for Muhiond

e A momber of the family &3
uncier o State b w.hh mm.r’ni »

o  (Osher B . .
Inclicible far Medieaid because:
o Have received Medicaid demiad lener . o
o Does not mest Medicaid stendurd ¢f assistance of resource level .
o [Individual no longer receiving SSTer S3DI .
o Does not meet age requirements
o Does not meet Medicaid's definition of disability or ingapacity
o Applicant is no lenger pregnant
o Transitional Medicaid benciits have been discontinued L
o Utier
Use this arza if additonal explanauon iz necessary:
¥ P
Appiiani Signature I o Dt ST
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