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Your benefit renewal form will be delivered to your address on file with the Department of
Health and Human Resources (DHHR).
To update your mailing address, call 1-877-716-1212, email dhhrbcfchangectr@wv.gov, or

visit www.wvpath.wv.gov.

Monitor incoming mail for your renewal from the DHHR.
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DHHR GREENBRIER COUNTY - .
150 MAPLEWOOD AVE. West V"gilﬂia \\
LEWISBURG WV 24801 Department of Health
i . & Human Rescurces
The first page of your form will
. . tiailing Datec
provide the following: ik Case Name:  MARK
Casa Number
WELCH WV 24301 mm' THOMAS
Telaphona:

Your renewal date ~ L A
Yiour Medicaid / WV CHIP Co iz due for review by 0851/2022. !
You can review your + By mail: Comphate this form and mail it to the lacal DHHR offic listed abave by
irenedits in any one of 05012022
fhese ways + Oniine: Go to wvPATH.org and create or log into your PATH acoount. Salect
Bagin Review buthon to start youwr revies, If @ Community Partnar is helping you

! complete e reviaw, please pravide them with the follawing infoemation:

{ - Drabe of Binth for the parson 1o whom the better was addrassed

| - Cage number: 5090925551

| - PATH Access Dabe: Q807/22 (Mote: This fs not the review due dete)

| - Caunty; GREENBRIER
How to complete this form _ ;_ ArpAOR: G0 dgponTent (304 Berrere oreiyou calofies. |
e i

How to complete this 1. Answer &l of the questions onmaforrn

review form 2 Rnadﬂlelnlmnuﬁunahum’. you and sach rrm!b.mfwwhuuhhuld Add
miszing infarmation. Il & ymmmmmm i’rgul-
| a sngnanﬂretumme farm by GRAO1/2022 or rroriﬂom\wPATH org If |
nat retum {»)-Ihlsdgadlme pmummynwrems coverags |
. . . | N |
Information Medicaid needs to # 4. If you need assistance completing your reviaw, contact your local office. |

continue your benefit coverage

What wa need for W need irfarmation about each persan living in your househokd or listed on your
MWedicald tax returm, including: :
+ those who gat Madicaid now,
« those who do not get Medicaid now but would lice lo apply, and
* oihars wiha [ in the household who do not get Mediceid and do not
want bo apply.
We will check your answers using informartion from compuler date sources,
Inzluding l.m!mamu Revenue Sanvice tIRSj. thl Social Securily Administration,
and the Departrant of Homeland Sacunty. If the infarmation doas rot match, we
ity ask you to provide mone information.

Section 1 will have your current Your contact information

; . ¥ Review your contact information here, | v Gosvect any wrong or missing information hare.
contact information on the left. MARK [T ————— - —
Home aoldress; L S S S SRS S Y Ss
Please make any changes and i Poarment®
corrections on the right side of WELCH Wi 24001 | 2 o) e Teee
Section 1. Mg sdress: | et adress L e
City fmnting) State Zp cade
WELCH WV 24807 MN&MHMﬁMm: [ veme ] con [ wom
Mumber;
Homa: (000 000-0800 Qthar phana number, i you hawe ons: D“"M—'* [ e [ W
:"”:; (D00] 090-0000 Humbar Emall addrasa:




Section 2 asks for

) ) Bl We need information about who files tax retums.
information about

Mnnwmm:ﬂhmmmmwmmmm
anyone in the ] Yos i yes, answer 8k of he queations beiow.  [] Mo i o, answer the question marked wih an asbensk |* balyw,

household who will “Parson filing tar return: Name (fvst, midde, fast & auffte)
file a federal tax return MAEK

if this on I fiing @ jont retum, write the of the 3
next year to report Fem - o reme s

income earned this M this person will claim dependants, wite the names of the dependents:
year, LARRY . BOBEY

Person filing tax redurm: Mame (first, middis, sl & suffix)

If this person & filing a join retum, wiits the rame of the spouse:

If thiz person will claim dependents, wiile the rameas of the dapendents:

* IFanyens will be tiaimed s a dependent on semacna alse’s tax raturn, wiits tha nama of the fiwr and the depandants.
Angwer only if different than what you repened abova

Namea of filar:

Wames of dependents:

Section 3 asks for information about the people in your household.

= g - If this person is na lorger iiving
sdidial LARRY - I in the household, check hens O
B4 This person is due for Medicald VW CHIP review
) ) ) Date of birth (rnonih/day/year):
This person's Social Security number is On fila ] Mot on fils 5 :

IF not on file, write this person's Soclal Security number here: T Gender: 2] Male [ ] Femaie
This person may chocse nof to give the Social Security number if e or she is not applying, but it )

helps us to have it. How is this perscn related to you?
SON

If this person is an immigrant, for their mmigration status:
[ ¥ou need to provide the Information below.  [}]¥ou do not need Io provids the infarmation balow.
If this person has efigible immigraticn status, check here [:] and provide the decument type:

and 10 number: See Appendix D for more information about eligible immigration status

Other people in your household:

> List the other people in your househald

Other parson living in home: Name {first, middie, last & suffix). :

This person's Social Security numberis [] On file [T] Not on file | Ifthis person is no longer living in 0
If not on fife, write the Social Security number if this person is applying for !me Lo Aol 31cl
hegith insurance: = = | Date of birth (month/dayfyesr):
Thig person may choose not 1o give the Social Securily nurnber if he or she |
Is not applying, but it helps us to have it |This person is: ] Male [ Female

If this person wants health insurance, check here[_] and fill out Appendix A. 1How is this person related 1o you?

Other people on your tax return:

> List the other people on your tax return
Other person: Name (first, middle, last & suffix):

This person's Social Security number is [] On file [] Noton file If this person is no longer Ii‘v"rl'igD

; in the househeld, checx here
If not on file, write the Social Security number if this person Is applying for health -
insuranca; - - Date of birth {morth/dayhesr):

This persan may choose nof fo give fhe Social Security number if he or she Is not
applying, but f helps us to have i This personis: [ ] Male  [] Famale

How is this person related 1o you?




Section 4 asks for information about any other health insurance you or members of your
household may be enrolled in.

Tell us about other health insurance

= If anyone who is renewing or applying for Medicaid/WV CHIFP is enrolled in sorne other type
|of health insurance, list him or her below.
Name of insurance company: Palicy number.

Type of insurance:  [] Medicars [] Tricare ] Veteran's health coverage [] Other insurance
Who is the policy owner?
Who is covered In the policy?

T T

Section 5 asks for additional information about other household members included in
earlier sections of the renewal form. Please review all five questions in this section.
Tell us more about the people listed on this form

> If anyone who Is renewing or applying for health insurance has a physical, mental, emotional, |

or development disability , write his or her name and disability date here. |
|

Name (first, middle, last & suffix) Disabifity Date

> If anyone who Is renewing or applying for health insurance lives in a medical facility or
nursing home, write his or her name here.

Name (first, middle, last & suffix)

|> If anyone who Is renewing or applying for health insurance is between the ages of 18 and 26 |
|and was in foster care at age 18, write his or her name here. |

Name (first, middle, last & suffix)

[» If anyone listed on this form (whether renewing or applying for health insurance or nof) is
pregnant, write her information below.

Name (first, middle, last & suffix) How many babies are expected?

| > IFanyone who is renewing or applying is an American Indian —
or Alaska Native, check here i

and fill out Appendix B.

Section 6 asks for information from anyone in your household who is working. If
someone has more than one job, please include information about each job. Please make
a copy of this page if you need additional space. Cross out any information that is
incorrect.

Tell us about work

> Provide the .i{.lfonnaﬁon below for anyone in your household who is working. If someone has
more than one job, tell about all jobs. Make a copy of this page if you need more space. Cross
ouf any information that Is not correct about members of your household. Write in the new

information.

Persan who has the job: Name (first, middle, last & suffix)

Employer name:

Employer eddress:  * City: Stats: ZIP code: Employer phone number:

How often are wages or tips paid? [ Every two weeks [] Monthly [] Weekly [[] Twice amonth [} Yearly [ ] Hourly
How much doas this parson get paid (before taxes)? $ Average hours worked each week:

Employee begin date: Employee end date:




Section 6 also includes a space for anyone in your household who is self-employed.

> Ifanyone In your household is seli-employed, we need to know about their work.
See the instructions for more information about deductions.
Examples of self-employment: farming, odd jobs, hair stylist, lawn care, adult care & child
care, etc.

1. Name (first, middle, last & suffix):

Type of work:

How much gross income will this person get from self-empioyment this month? Amount. §

Expenses: §
Gross income means the amount of income before expenses are deducted. For more information about busi gee A dix D.

Section 7 asks for information on other income and if anyone in the household has
deductions. Please cross out any information that is incorrect and write in new
information.

Tell us about other income
[> Cross out any information that is not correct about members of your household. Write in the new
bfonnaﬁon.
Examples of other income: adoption assistance, black lung, child support, foster care, liotment, from
another person, royalties, rent/utility suppiement. social security, united mine work .v.m&mm:? .,,mm
Type: SOCIAL SECURITY How much? How often?
Name (first, middle, last & suffix): [J Houty [ Every twoweeks [ Monthly
MARK § 20000 i
[JWeekly [ Twiceamonth [ Yeary

Type: How much? How often?
Name (first, middle, last & suffix): A [J Houty [ Every two weeks [] Monthly

|0 Weekly [] Twice amontn ] Yearly

|> Wanyonolnzourhousholdhnmm tell us what kind.
Examples of deduction are : Alimony, dependent care, impairment related work expenence, or student loan interest.

Type: [How much?  How often?

Name (first, middle, last & suffix): 8 ] Every two weeks [] Monthly [[] Weekly
[ Twiceamonth  [] Yearly

Other deductions How much? w often?

Name (first, middle, last & suffix): [[] Weekly  [T] Monthly [7] Every two weeks

o [ Twice amonth  [] Yearly

I

Section 8 asks for information on additional assets, such as checking/savings accounts,
stocks, bonds, burial funds, or life insurance.

Assels
= Cross out any information that is pot correct about members of your househoid, Write in the
new information.
amples : checxing/savings accounts, stocks, bonds, burial funds, Iife insurance.
Type: How much? Other Information

Name (first, middle, last & sufix):

§

Type: How much? Other Information
Name (first, middle, last & suffix); [

8

Section 9 lists your rights and responsibilities. Please read the statements carefully.



You can elect to renew your eligibility automatically in this section.

Yes, renew my aligibility automatically for the reod:

[ 5years ( the masdimum number of years allowed), or for a sharter number of years.

[Jayears [ 3years

] 2years

[ 1year [] Don'tuse information from lax retums to renew my coverage.

After reading all of the statements, please sign and date the renewal form on page 11.

X
Signature of Household Member or Authorized Representative

Date

Please complete, sign and return this entire form to the addrass on the first page by the due date

Appendix A should be filled
out about anyone in your
household who wants to
apply for health coverage.
You may make a copy of the
page if more than two people
are applying.

DO NOT answer these
guestions for people who

already have health coverage.

Appendix B is for American
Indian or Alaska Native family
members.

Appendix A

Tell us about anyone in your household who wants to apply for Health Coverage. Do not answer these questions for penple
who already have Health Coverage. If more than two people are applying, make a copy of this page.
Name of person applying: Name (first, middie, last & suffix)
[> Tell us about citizenship |
Is this persan a U.S. citizen or U.S. national? [ vas I yes, all of the questions below.
[ o If no, go to “Tell us more infarmation about this person™
If this person is not a LS. citizen or U.5. national, but has eligible immigration status check here, [
and write the document type: and D number:
See Appendix D for mere information about eligible immigration stalus.
If this parson has fived in the U5, since 1996, check here, []
If this person, his or her spouse, or & parent is a veteran or an active duty member in the U_S. military, check here [}
[>_Tell us more information about this person . |
If this person lives with at least one child under the age of 19, and is the main person teking care of this child, check here [
If this person is 18 years or younger and has & parent living outside of the household, check here [ ]
If this person wants heip paying for medical bills from the last thrae months, check here []

[> Tell us about race and ethnicity. You may choose nof to answer these questions. j
If this parson is Hispanic/Lating, Vihat is this parsan's raca? Check all that apply:
chech all that apply:
i PPl [ white [[] Asian indian  [] Korean [ Guamanian or Chamorrs
[Imexican [ Mexican American )
) DBhdcm’Mﬁm ] Chinese [ Vietnamese  [] Samcan
[Jchicaneia  [[]Puedo Rican Ameican =
Amedtaan ndl (] Firgino ] otrerasian [ Other Facific Ielander
[CJcuban Cotmer ] n (ndian
or Alaska Native  [] Japanase [ Mative Hawaiian [] Other
| — P
Appendix B

us about your American Indian or Alaska Native family membar(s)

American Indians and Alaska Natives can get services from the Indian Health Services, tribal healih programs, or uroan Indian
health programs. They may not have to pay co-pays and may get special monthly enrcilment periods.
If mors than two pacple are American Indian or Alaska Native op pag

1. Nama (first, middle, last & suffix):

Has this person ever received a service from the Indian Health Service, a tribal health program, or urban Indian health
program?

[ Yes [ Ne

If no, does this person qualify to get these servicas?

] Yes I No

List any income that includes money from these sources: How much income? s

+ Paymenis from a tribe for natural resources, usege rights,
leases, or royalties How often’?

« Payments fram natural rescurcas, farming, ranching, fishing, |[] Weekly [ Twice a month
leases, or royalties from land designated as Indian trust land
by the Departrment of Interior (including reservations and [3 Py vowechs  [] Yeerly
former reservations) [ Manthly

+ Money from seliing things that have cultural significance

Appendix C is for if you choose a trusted friend, partner, or lawyer to sign your renewal
form as an authorized representative, to obtain information about your renewal, and act

on your behalf.



Appendix C

You can choose an authorized representative

= An authorized representative is a trusted friend, partner, or lawyer you choose to sign your renewal form, get information

about this renewal form, and act for you with this agency

Appendix D is alist of eligible immigration statuses. If you see a household member’s
status listed, go back to Section 2 and check the box for Yes.

Appendix D
Eligible immigration status list

= Ifyou see the person's status below, go back to the question and check the Yes box.

Lawiul Permanent Resident (LPR or Greencard holder)
Asyies

Refugees
Guban or Haitian entram
Paroled Inio the U.S.
Conditional entrant granted befiore 1980
* Battered spouse, child and parent
Vigtim of Trafficking and hisher spouse, child, sitling o parent
Graried Withholding of Deportation or Withholding of Removal, under
the immigration laws and under the Convention against Tarture (CAT)
Individiral with Non-imemigrant Status (includes warker visss, student
visas, and cilizens of Micronasia, the Marshall islands, and Palau)
+ Temporary Protectad Status (TPS) and Applicant for Temposary
Frotected Status (TPS)
+ Defarred Enforced Deparure (DED)
Family Unity beneficiary
+ Deferred Action Status (Deferred Action for Grildhood A}

This completes the renewal
form.

Please verify the form
includes your sighature on
page 11.

Return the entire form to the
address listed on page 1.
County office addresses can
also be found at this link.

Mail your form by the review
date listed on page 1.

+ Applicant for Special Immigrant Juvenie Stalus

+ Applicant for Adjusiment to LPR Statlus

- Appicant for Asylum

* Appiicant for Withholding of Deportation of Withholding of
Removal, under the immigration laws or under the Convention
against Torturs (CAT)

+ Registry Applicants (with Employment Audhorization)

+ Order of Supervision (with Employment Autharization)

* Applicant for Cancellation of Remaval or Suspension of
Dapertation (with EAD 1t A ian)

= Applicant for Legalization under IRCA (with Employment
Authorization)

* Legafization under the LIFE Act (with Employment
Authenzation)

* Lawful Temporary Resident

+ Member of a federally-recognized Indian fribe cr American
Indian bom in Canada

+ Resident of American Samoa

+ Administrative onder staying removal issued by the Departmant
of Homeland Sacurity

DHHR County Office
[Mailing Address]
[City, WV Zip Code]

. West Virginia \
Department of Health
& Human Resources

Mailing Date:

Case Name:  MARK
MARK Case Number.

Worker Name: THOMAS
WELCH WV 24801

Telephone:

%

R office listed above by

benefits in any one of
these ways J

line: Go to wwPATH.org and create or log into your PATH account. Select
Begin Review button to start your review. If a Community Partnar is helping you
| complete tha review, please provide them with the following information:
' - Date of Birth for the person to whom the leiter was addrassed
[‘ - Casa number: 5090925551
- PATH Access Date: 08/01/22 (Note: This is not the review due date)

- County: GREENBRIER |

= In-person: Call for an appointment (304} 647-7476 or visit your local office. ﬁ

How to complete this
raview form

1. Answer all of the questions on the form.

2. Read the information about you and each member of your housahold, Add
missing information. If any information has changed, &dd the comect information.

3. Sign and return the form by 08/01/2022 or complete it online at wwPATH.org. If
you do not return the form by this deadline, you will lose your benefits coverage
effective 08/31/2022.

4, If you need assistance completing your review, contact your lozal office.

We need information about each person living in your household or listed on your
tax return, including:

« those who get Medicaid now,

» those who do not get Medicaid now but would like to apply, and

«+ others who live in the household who do not get Mediczid and do not

want to apply.

We will check your answers using information from computer date sources,
including the Internal Revenue Senvice (IRS), the Social Security Administration,
and the Department of Homeland Security. If the information does not match, we
may ask you to provide more information.

What we need for
Medicaid



https://dhhr.wv.gov/bms/Members/Pages/default.aspx

