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NEED HELP WITH YOUR APPLICATION? Visit www.medicaid.la.gov or call us at 1-888-342-6207. If you need help in a language other than 
English, call 1-888-342-6207 and tell the customer service representative the language you need. We’ll get you help at no cost to you. TTY users 
should call 1-800-220-5404. 

STEP 5
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	Medicaid	to	
use	income	data,	including	information	from	tax	returns.	Medicaid	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	(choose	one):		  5	years   4	years   3	years   2	years   1	year

 No,	don’t	use	information	from	tax	returns	to	renew	my	coverage.	

If anyone on this application is eligible for Medicaid
•	 I	am	giving	to	the	Medicaid	agency	our	rights	to	pursue	and	get	any	money	from	other	health	insurance,	legal	settlements,	or	

other	third	parties.	I	am	also	giving	to	the	Medicaid	agency	rights	to	pursue	and	get	medical	support	from	a	spouse	or	parent.

I	know	I’ll	be	asked	to	cooperate	with	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	the	agency	and	I	may	not	have	to	cooperate. 

 Agree   Disagree	(Selecting Disagree may impact your eligibility for Medicaid.)

Estate Recovery
I	understand	that	Estate	Recovery	rules	require	Louisiana	Medicaid	to	recover	the	cost	of	certain	Medicaid	payments	from	
the	applicant’s	estate.	These	costs	include	the	total	amount	of	payments	for	facility	services,	hospital	care,	payments	to	HCBS	
or	PACE	providers,	and	prescription	drugs	received	at	age	55	or	older.	The	estate	is	the	property	owned	at	the	time	of	death.		
Medicaid	will	not	make	a	claim	against	the	estate	while	the	applicant	or	his	or	her	legal	spouse	is	still	living.		Medicaid	also	will	
not	make	a	claim	if	the	applicant	has	a	dependent	child	who	is	under	age	21,	blind,	or	disabled.		Collection	may	not	be	made	if	it	
is	not	cost	effective	for	Medicaid	to	do	so,	or	if	it	would	cause	a	hardship	for	the	heirs	of	the	estate.		A	hardship	may	exist	if	the	
estate	property	is	the	only	source	of	income	for	the	heirs,	if	that	income	is	limited,	or	if	there	are	other	convincing	situations.

My right to appeal
If	I	think	the	Health	Insurance	Marketplace	or	Louisiana	Medicaid	has	made	a	mistake,	I	can	appeal	its	decision.	To	appeal	means	
to	tell	someone	at	the	Health	Insurance	Marketplace	or	Medicaid	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	Medicaid	at	1-888-342-6207.	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,	as	long	as	
you	provide	the	information	required	in	Appendix	C. 
 
Signature Date	(mm/dd/yyyy)

Read & sign this application (continued)

Mail	your	signed	application	to:

Medicaid	Application	Office 
P.O. Box 91278  
Baton Rouge, LA 70821-9893

Fax	your	signed	application	to:

1-877-523-2987

STEP 6 Submit completed application



NEED HELP WITH YOUR APPLICATION? Visit www.medicaid.la.gov or call us at 1-888-342-6207. If you need help in a language other than 
English, call 1-888-342-6207 and tell the customer service representative the language you need. We’ll get you help at no cost to you. TTY users 
should call 1-800-220-5404. 

Health Coverage from Jobs
You	DON’T	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

1.	Employee	name	(First,	Middle,	Last) 2.	Employee	Social	Security	number

  	-	  	-	    

EMPLOYER Information

3.	Employer	name 4.	Employer	Identification	Number	(EIN)

 	-	       
5.	Employer	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.	E-mail	address

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	(don’t	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	programs,	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	plan	year	(if	known)?
	Employer	won’t	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	costs	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)

13.	Are	you	currently	eligible	for	coverage	offered	by	this	employer,	or	will	you	become	eligible	in	the	next	3	months?

  Yes	(Continue)

13a.	If	you’re	in	a	waiting	or	probationary	period,	when	can	you	enroll	in	coverage?	   

List	the	names	of	anyone	else	who	is	eligible	for	coverage	from	this	job. 

Name:	 				Name:	 				Name:	

  No (Stop	here	and	go	to	Step	5	in	the	application)

APPENDIX A

(mm/dd/yyyy)



NEED HELP WITH YOUR APPLICATION? Visit www.medicaid.la.gov or call us at 1-888-342-6207. If you need help in a language other than 
English, call 1-888-342-6207 and tell the customer service representative the language you need. We’ll get you help at no cost to you. TTY users 
should call 1-800-220-5404. 

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	information.

3.	Employer	name 4.	Employer	Identification	Number	(EIN)

 	-	       
5.	Employer	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.	E-mail	address

EMPLOYER COVERAGE TOOL
Use	this	tool	to	help	answer	questions	in	Appendix	A	about	any	employer	health	coverage	that	you’re	eligible	for	(even	if	
it’s	from	another	person’s	job,	like	a	parent	or	spouse).	The	information	in	the	numbered	boxes	below	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.

13.	Is	the	employee	currently	eligible	for	coverage	offered	by	this	employer,	or	will	the	employee	be	eligible	in	the	next	3	months?

  Yes	(Continue)

13a.	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)	

  No	(STOP	and	return	this	form	to	employee)

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   No If yes, which	people?		  Spouse   Dependent(s)

14.	Does	the	employer	offer	a	health	plan	that	meets	the	minimum	value	standard*?		

 Yes	(Go	to	question	15)   No	(STOP	and	return	form	to	employee)

15. For	the	lowest-cost	plan	that	meets	the	minimum	value	standard*	offered	only to the employee	(don’t	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	programs,	and	didn’t	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

If	the	plan	year	will	end	soon	and	you	know	that	the	health	plans	offered	will	change,	go	to	question	16.	If	you	don’t	know,	STOP	and	return	
form	to	employee.

16.	What	change	will	the	employer	make	for	the	new	plan	year?
	Employer	won’t	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	costs	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)



NEED HELP WITH YOUR APPLICATION? Visit www.medicaid.la.gov or call us at 1-888-342-6207. If you need help in a language other than 
English, call 1-888-342-6207 and tell the customer service representative the language you need. We’ll get you help at no cost to you. TTY users 
should call 1-800-220-5404. 

American Indian or Alaska Native (AI/AN) Family Member(s)
Complete	this	appendix	if	you	or	any	family	members	are	American	Indian	or	Alaska	Native.	Submit	this	with	your	Application	
for	Health	Coverage.	

Tell us about your American Indian or Alaska Native family member(s).
American	Indians	and	Alaska	Natives	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																												Middle First																												Middle

Last Last

2. Member	of	a	federally	recognized	tribe?   Yes
If yes,	what	is	the	tribe’s	name?

  No	

  Yes
If yes,	what	is	the	tribe’s	name?

  No	

3. Has	this	person	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?

  Yes

  No
If no,	is	this	person	eligible	to	get	
services	from	the	Indian	Health	Service,	
tribal	health	programs,	or	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	Service,	
tribal	health	programs,	or	urban	Indian	
health	programs,	or	through	a	referral	
from	one	of	these	programs?

 Yes   No

4. Certain	money	received	may	not	be	counted.	
List	any	income	(amount	and	how	often)	
reported	on	your	application	that	includes	
money	from	these	sources.
Check	all	that	apply,	and	give	the	amount	and	
how	often.

		Per	capita	payments	from	a	tribe	that	
come	from	natural	resources,	usage	
rights,	leases,	or	royalties

$ 		How	often?	

		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)

$ 		How	often?	

		Money	from	selling	things	that	have	
cultural	significance

$ 		How	often?	

		Per	capita	payments	from	a	tribe	that	
come	from	natural	resources,	usage	
rights,	leases,	or	royalties

$ 		How	often?	

		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)

$ 		How	often?	

		Money	from	selling	things	that	have	
cultural	significance

$ 		How	often?	

APPENDIX B
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