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¿Preguntas?

Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. 
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sábados de 8 a.m. a 5 p.m.  
O visite CoveredCA.com.

Step 1: Tell us about the adult who will be our main contact  
for this application

First name Middle name Last name Suffix (examples: Sr., Jr., III, IV)

 
Home

 
City (home address)

 
State County

  

    
If it is not the same

Mailing address or P.O. Box (  d ere  rom home address)

 
City (ma l  address)

 
State County

 Home   Cell   
(          )              –

 Home   Cell   
(          )              –

  

         Mail       Email    ____________________________________________________________________________________________________________________________________

p o al: I  he ollo  orma o  s pro ded, he a  ma  e a oma all  el le or ed al. 
o  do o  ha e o ll o  S ep  o  h s appl a o  or he a .

    Yes     
 If yes,     Yes     
 If yes,     Yes     

  If yes, _____________________ 

  If no,  ______________________________________________________________________

 __________________________________________________________

Start application here (use blue or black ink only)



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?
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Person 1 ell s a o  yourself
First name Middle name Last name Suffix (examples: Sr., Jr., III, IV)  

Self

 Male      Female      Married  Divorced  
    Separated   

(mo h  da   ear)  Yes     If yes,  ____________  

 ______________________________________________________________________________________

     e   o  ha e s ra e o , o  m h  d e er o era e or lo er os s.

  Yes  If yes,  No  If no, .

_ _ _ – _ _ – _ _ _ _
   ________________________________________________________ 
   _________________________________________________________ 
   

1-800-300-1506  
CoveredCA.com.

Person 1 o ed o  ex  pa e  

Step 2:  Tell us about yourself and your family

You must include these people on this application:
 Your spouse
 
 
 

– –
own

Complete Step 2 for each person in your family. Start with yourself!
 ma e a copy of pa es 6 8

additional person. 
 



¿Preguntas?
Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. 
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sábados de 8 a.m. a 5 p.m.  
O visite CoveredCA.com.

Step 2:  Person 1  ( o ed)

    Yes       
If yes,

 
 Yes     See   or more orma o  o  ha   mea s o ha e a d sa l .  Yes     

  Yes     
not

 Yes   To see if you have satisfactory status, o o a hme   o  pa e  or a l s .  
he  r e he do me  orma o  here. I  mos  ases o r do me  I  m er ll e o r l e  e s ra o  m er.

  _________________________________________  ___________________________________________________________________________

 __________________________________________________________________  ___________________________________________________________________

______________________________________________________________________________________________________________________________________

 
 Yes      Yes     

 
 Yes      Yes     

  Yes   

If yes,  Yes  

 Yes     
 Yes      If yes,  Yes     

 Yes     

 Yes     

  

Tell us about your race  lease ell s a o  o rsel . h s orma o  s o de al a d ll o l  e sed o ma e 
s re ha  e er o e has he same a ess o heal h are. I  ll o  e sed o de de ha  heal h s ra e o  al  or.

 (Optional: he  all ha  appl )
p o al)    Yes     

If yes,  
 
 Salvadoran  Guatemalan
   Puerto Rican
  

 ______________________________

      
 

    
 

 
 
   
 Filipino

 

 Japanese 

 Korean 

 Laotian 

 
 

 Guamanian or 

 Samoan

  
 ________________________________

 are a federally recognized

Person 1 o ed o  ex  pa e  

Federal income tax information  I  o  do  le axes, o  a  s ll al  or ree or lo os  s ra e hro h  
ed al. e ll eep o r orma o  pr a e. e ll se o r orma o  o l  o de de  o  al  or heal h s ra e.

benefit  
 Yes      

If yes,  
           
      

 Yes    
If yes,  
   ______________________  

   
  



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?

Step 2:  Person 1  ( o ed)

Tell us about your current ob and how you et money  a h a  ex ra pa e  o  eed more spa e.

 Yes  If yes,  No  If no,  to  

Where do you work now?  I  o  ha e more o s, a a h a o her shee  o  paper.

JOB 1:     _____________      _____________

          One-time payment

Employer name ( p o al)   $

JOB 2:     _____________      _____________

          One-time payment

Employer name ( p o al) $

Are you self-employed?

JOB 1:  Yes  If yes,  No  If no,  to 

e  ome $ ______________________________  
e  ome a hme   o  pa e  l s s ha  o ld e o ed.

JOB 2:  Yes  If yes,  No  If no,  to 

e  ome $ ______________________________  
e  ome a hme   o  pa e  l s s ha  o ld e o ed.

Do you have other income?  her ome s mo e  o  e  rom some h  o her ha  o r o . o o  l de h ld s ppor  
pa me s, e era s pa me s, or S ppleme al Se r  I ome (SSI). o o a hme   o  pa e  o see examples o  o her ome. 

 Yes  If yes,  No  If no,  to 

Where does this income come from? How often do you get paid? (check one) How much?

   _______________  
   ___________________  
   One-time payment

$

   _______________  
   ___________________  
   One-time payment

$

Does your income chan e from month to month?  I   does, a s er he o es o s elo .

this
Optional)   $

next
Optional)   $

Do you have deductions?  I  o  pa  or er a  h s ha  a  e ded ed o  a ederal ome ax re r , ell  s a o  hem 
ma  lo er he os  o  heal h s ra e. o o  l de sel emplo me  expe ses. a hme   o  pa e  l s s o her pes o  ded o s.

 Yes  If yes,  No  If no,

Type of deduction How often do you get or pay for this deduction? (check one) How much?

  
 Student loan interest  
 

   _______________  
   ___________________  
   One-time payment

$

  
 Student loan interest  
 

   _______________  
   ___________________  
   One-time payment

$



¿Preguntas?
Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. 
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sábados de 8 a.m. a 5 p.m.  
O visite CoveredCA.com.

Step 2:  Person 2  ell s a o  the next person l   o r home.  
If you have more than four people o  h s appl a o , ma e a op  o  pa es  or  
ea h add o al perso . 

First name Middle name Last name Suffix (examples: Sr., Jr., III, IV)

   
 If it is not the same

Home
 

 
State County

  

   
 If it is not the same

Mailing address or P.O. Box (  d ere  rom home address)

  

  
State County

 Home     Cell     
(                )                  –

 Home     Cell     
(                )                  –

  

 Male      Female      Married  Divorced 
    Separated   

(mo h  da   ear)  Yes    If yes,  _____________ 

 _________________________________________________________________________________________

Applyin  for health insurance  e   h s perso  has s ra e o , o  m h  d e er o era e or lo er os s.

  Yes  If yes,  No  If no, 

_ _ _ – _ _ – _ _ _ _
   ________________________________________________________ 
   _________________________________________________________ 
      

Federal income tax information  I  h s perso  d d  le axes, he or she a  s ll al  or ree or lo os  s ra e 
hro h ed al. e ll eep he orma o  pr a e a d se  o l  o de de  he perso  al es or heal h s ra e.

benefit  
 Yes     If yes, 

           Dependent    
      

 Yes          
If yes,  
   ______________________  

   
   

Person 2 o ed o  ex  pa e  



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?

Step 2:  Person 2  ( o ed)

    Yes       
If yes,

 
 Yes     See   or more orma o  o  ha   mea s o ha e a d sa l .  Yes     

  Yes     
not

 Yes  To see if this person has satisfactory status, o o a hme   o  pa e   
or a l s . he  r e he do me  orma o  here. I  mos  ases o r do me  I  m er ll e o r l e  e s ra o  m er.

  __________________________________________________________________________   __________________________________________________________________________

 ___________________________________________________________________   __________________________________________________________________

______________________________________________________________________________________________________________________________________

 Yes     
 

 Yes     

Does  
 Yes     

Did 
 Yes     

  Yes  
If yes,  Yes  

 Yes     
 Yes      

 If yes,  Yes     
 Yes     

 Yes     

Tell us about this person's race
 (Optional: he  all ha  appl )

p o al)    Yes     
If yes,  

 
 Salvadoran  Guatemalan
   Puerto Rican
  

 ______________________________

      
 

    
 

 
 
   
 Filipino

 

 Japanese 

 Korean 

 Laotian 

 
 

 Guamanian or 

 Samoan

  
 ____________________________

  a federally recognized

Person 2 o ed o  ex  pa e  
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¿Preguntas?

Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. 
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sábados de 8 a.m. a 5 p.m.  
O visite CoveredCA.com.

Step 2:  Person 2 ( o ed)

Tell us about this person's current ob and how he or she ets money  a h a  ex ra pa e  o  eed more spa e.

 Yes  If yes,  No  If no,  to  

Where does this person work now?  I  he or she has more o s, a a h a o her shee  o  paper.

JOB 1:     _____________      _____________

          One-time payment

Employer name ( p o al) $

JOB 2:     _____________      _____________

          One-time payment

Employer name ( p o al) $

Is this person self-employed?

JOB 1:  Yes  If yes,  No  If no,  to 

e  ome $ ______________________  
e  ome a hme   o  pa e  l s s ha  o ld e o ed.

JOB 2:  Yes  If yes,  No  If no,  to 

e  ome $ ______________________  
e  ome a hme   o  pa e  l s s ha  o ld e o ed.

Does this person have other income?  her ome s mo e  o  e  rom some h  o her ha  o r o . o o a hme   o  
pa e  o see examples o  o her ome. o o  l de h ld s ppor  pa me s, e era s pa me s, or S ppleme al Se r  I ome (SSI). 

 Yes  If yes,  No  If no,  to 

Where does this income come from? How often does this person get paid? (check one) How much?

   _______________  
   ___________________  
   One-time payment

$

   _______________  
   ___________________  
   One-time payment

$

Does this person's income chan e from month to month?  I   does, a s er he o es o s elo .

 
this Optional)   $

next
Optional)   $

Does this person have deductions? I  h s perso  pa s or er a  h s ha  a  e ded ed o  a ederal ome ax re r , ell  s 
a o  hem ma  lo er he os  o  heal h s ra e. o o  l de sel emplo me  expe ses. a hme   o  pa e  l s s o her pes o  ded o s.

 Yes  If yes,  No  If no,

Type of deduction How often does this person get this deduction? (check one) How much?

  
 Student loan interest  
 

   _______________  
   ___________________  
   One-time payment

$

  
 Student loan interest  
 

   _______________  
   ___________________  
   One-time payment

$



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?

Step 2:  Person 3  ell s a o  the next person l   o r home.
First name Middle name Last name Suffix (examples: Sr., Jr., III, IV)

   
 If it is not the same

Home
 

 
State County

  

   
 If it is not the same

Mailing address or P.O. Box (  d ere  rom home address)

  

  
State County

 Home     Cell     
(                )                  –

 Home     Cell     
(                )                  –

 Male      Female      Married  Divorced 
    Separated   

(mo h  da   ear)  Yes    If yes,  _____________ 

 _________________________________________________________________________________________

Applyin  for health insurance  e   h s perso  has s ra e o , o  m h  d e er o era e or lo er os s.

  Yes  If yes,  No  If no, 

_ _ _ – _ _ – _ _ _ _
   ________________________________________________________ 
   _________________________________________________________ 
      

Federal income tax information  I  h s perso  d d  le axes, he or she a  s ll al  or ree or lo os  s ra e 
hro h ed al. e ll eep he orma o  pr a e a d se  o l  o de de  he perso  al es or heal h s ra e.

benefit  
 Yes     If yes, 

           Dependent    
      

 Yes          
If yes,  
   ______________________  

   
   

Person 3 o ed o  ex  pa e  
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¿Preguntas?

Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. 
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sábados de 8 a.m. a 5 p.m.  
O visite CoveredCA.com.

Step 2:  Person 3  ( o ed)

Applyin  for health insurance  e   h s perso  has s ra e o , o  m h  d e er o era e or lo er os s.

  Yes  If yes,  No  If no, .

    Yes       
If yes,

 
 Yes     See   or more orma o  o  ha   mea s o ha e a d sa l .  Yes     

  Yes     
not

 Yes  To see if this person has satisfactory status, o o a hme   o  pa e   
or a l s . he  r e he do me  orma o  here. I  mos  ases o r do me  I  m er ll e o r l e  e s ra o  m er.

  __________________________________________________________________________   __________________________________________________________________________

 ___________________________________________________________________   __________________________________________________________________

______________________________________________________________________________________________________________________________________

 Yes     
 

 Yes     

Does  
 Yes     

Did 
 Yes     

  Yes  
If yes,  Yes  

 Yes     
 Yes      

 If yes,  Yes     
 Yes     

 Yes     

Tell us about this person's race
 (Optional: he  all ha  appl )

p o al)    Yes     
If yes,  

 
 Salvadoran  Guatemalan
   Puerto Rican
  

 ______________________________

      
 

    
 

 
 
   
 Filipino

 

 Japanese 

 Korean 

 Laotian 

 
 

 Guamanian or 

 Samoan

  
 _____________________________

  a federally recognized

Person 3 o ed o  ex  pa e  



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?
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Step 2:  Person 3 ( o ed)

Tell us about this person's current ob and how he or she ets money  a h a  ex ra pa e  o  eed more spa e.

 Yes  If yes,  No  If no,  to  

Where does this person work now?  I  he or she has more o s, a a h a o her shee  o  paper.

JOB 1:     _____________      _____________

          One-time payment

Employer name ( p o al) $

JOB 2:     _____________      _____________

          One-time payment

Employer name ( p o al) $

Is this person self-employed?

JOB 1:  Yes  If yes,  No  If no,  to 

e  ome $ ______________________  
e  ome a hme   o  pa e  l s s ha  o ld e o ed.

JOB 2:  Yes  If yes,  No  If no,  to 

e  ome $ ______________________  
e  ome a hme   o  pa e  l s s ha  o ld e o ed.

Does this person have other income?  her ome s mo e  o  e  rom some h  o her ha  o r o . o o a hme   o  
pa e  o see examples o  o her ome. o o  l de h ld s ppor  pa me s, e era s pa me s, or S ppleme al Se r  I ome (SSI). 

 Yes  If yes,  No  If no,  to 

Where does this income come from? How often does this person get paid? (check one) How much?

   _______________  
   ___________________  
   One-time payment

$

   _______________  
   ___________________  
   One-time payment

$

Does this person's income chan e from month to month?  I   does, a s er he o es o s elo .

 
this Optional)   $

next
Optional)   $

Does this person have deductions? I  h s perso  pa s or er a  h s ha  a  e ded ed o  a ederal ome ax re r , ell  s 
a o  hem ma  lo er he os  o  heal h s ra e. o o  l de sel emplo me  expe ses. a hme   o  pa e  l s s o her pes o  ded o s.

 Yes  If yes,  No  If no,

Type of deduction How often does this person get this deduction? (check one) How much?

  
 Student loan interest  
 

   _______________  
   ___________________  
   One-time payment

$

  
 Student loan interest  
 

   _______________  
   ___________________  
   One-time payment

$



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?

Step 3:  Please read and sign this application

You can choose an authorized representative

City State County

 

Date

Privacy statement

you provide on it is private and confidential. Covered 

only 

 
 

 If you do not provide it,

 

For more information or to see Covered California

Covered California  
 

 

Department of Health Care Services

 

Step 3 o ed o  ex  pa e  



¿Preguntas?
Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. 
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sábados de 8 a.m. a 5 p.m.  
O visite CoveredCA.com.

Step 3:  Please read and sign this application ( o ed)

Your ri hts and responsibilities

 

 

 

at 1-800-300-1506 

 

Covered California at 1-800-300-1506

 

California at 1-800-300-1506
CoveredCA.com
office.

 

www.hhs. ov ocr office file or http: oa .ca. ov
contact eneral-comment- uestion-or-complaint-form

1-916-440-7370

 

 

 

 

If someone on the application qualifies for Medi-Cal:

 

For parents whose child or children qualify for Medi-Cal: 

 

 

Your rights and responsibilities o ed o  ex  pa e  



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?

Step 3:  Please read and sign this application  ( o ed)

Your ri hts and responsibilities   ( o ed)

Your right to appeal:

 
appeal means 

to tell someone at 

  
1-800-300-1506

 
decision.

 

 

can explain my case to me.

Renewal of insurance

 
 

   3 years    2 years    1 year
OR 

 

Declaration and si nature   h s s re red.

 

 

 

 1-800-300-1506 CoveredCA.com

S a re o  appl a  or a hor ed represe a e:

   _____________________________________________________________________________________________________________________________________________________________   __________________________________________________________

Step 3 o ed o  ex  pa e  





Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?

How did you hear about Covered California? 
he  all ha  appl . 

  Radio ad         Email         Mailer        

 Friend or family        

 Certified Enrollment Counselor         Employer        

 Government Office 

 ___________________________________________________

Need more information about other programs?

benefitscal.or . Or to apply 
1-877-847-3663

   CalFresh   pro ram ha  helps people pa  or ood. e e s are re e ed mo hl  o  a de  
ard ha  a  e sed o  mos  oods a  ma  mar e s a d s ores. I  s also o  as he 

S ppleme al r o  ss s a e ro ram (S ). V s  www.calfresh.ca.gov or more orma o .

 CalWORKs   pro ram ha  es ash ass s a e a d s ppor  ser es o lo  ome am l es 
h h ldre  o help pa  or ho s , ood a d o her e essar  expe ses.

Access for Infants and Mothers (AIM)
 pro ram ha  helps pre a  ome  e  heal h are

aim.ca. ov

Child Health and Disability Prevention (CHDP)   
 pre e e pro ram ha  del ers per od  heal h 

assessme s a d ser es o lo ome h ldre   
dhcs.ca. ov services chdp

Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT)  

 ed al pro ram or h ldre  a d o  ad l s der 
he a e o     allo s or re lar he ps o de  

heal h are eeds, ollo ed  d a os s a d rea me  
he  e essar   

dhcs.ca. ov services Pa es PSDT.aspx

Family Planning, Access, Care, Treatment  
(Family PACT)    

 pro ram ha  pro des o os  am l  pla   
ser es o lo ome me  a d ome ,  

l d  ee s          
familypact.or

In-Home Supportive Services Program (IHSS)  
 pro ram ha  ll help pa  or ser es pro ded  
o o  so ha  o  a  rema  sa el   o r o  home

cdss.ca. ov a edblinddisabled p 1296.htm

Women, Infants, and Children (WIC)  
 r o  pro ram or pre a  ome , e  mo hers, 

a d h ldre  der he a e o    
wicworks.ca. ov

Step 4:  Mailing information and checklist  ( o ed)
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¿Preguntas?

Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. 
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sábados de 8 a.m. a 5 p.m.  
O visite CoveredCA.com.

Attachment B: Tell us about your family’s health insurance

 
make a copy of this pa e.

Tell us about the health insurance you have now   
s er hese es o s or e er o e ho eeds help pa  or heal h s ra e.

examples 

 Yes  If yes,
 No   If no,

Name rs , m ddle, las What type?  ( hoose o e)

Person 1: 

 Yes     

 
 Employer-sponsored insurance

 Peace Corps

 
 

 
 
 
 
 

Person 2: 

 Yes     

 
 Employer-sponsored insurance

 Peace Corps

 
 

 
 
 
 
 

Person 3: 

 Yes     

 
 Employer-sponsored insurance

 Peace Corps

 
 

 
 
 
 
 

Person 4: 

 Yes     

 
 Employer-sponsored insurance

 Peace Corps

 
 

 
 
 
 
 

Attachment B o ed o  ex  pa e  



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?
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Attachment B: Tell us about your family's health insurance  ( o d)

Employer health insurance  s er hese es o s or e er o e ho eeds help pa  or heal h s ra e.

 
only

h s o ld e someo e else s o , s h as a pare s or a spo se s. I  o ld also l de , I , ederal or  
s a e emplo er, pr a e emplo er, or ea e orps pla s. o  ma  ha e add o al heal h s ra e ha  o  do o  ha e o repor  o s. he ollo  
are examples o  add o al o era e ( o  o s dered m m m esse al o era e) o  do o  ha e o l de: lex sa s pla  heal h sa s a o s  
d sa l  s ra e  s ra e a a la le  a o her o r  o era e o l  or a de  e eral l a l  s ra e a d a omo le l a l  s ra e  

or ers  ompe sa o  e e s or lo erm are, rs  home are, home heal h are, or omm ased are  ed are s ppleme al heal h 
s ra e, a d res r ed o era e o  pre a rela ed ser es der ed al.

 Yes  If yes,
 No   If no,

Name  
Name rs , m ddle, las , s x  
(for example, Jr., Sr., III, IV)

Employer name ( p o al) This person: How much does 
this person 
pay in monthly 
premiums?

Does this health
plan meet
the minimum
value standard*?

Person 1:  
 Plans to enroll 

S ar  da e ____________________________

 

$
 Yes

 
 

Person 2:  
 Plans to enroll 

S ar  da e ____________________________

 

$
 Yes

 
 

Person 3:  
 Plans to enroll 

S ar  da e ____________________________

 

$
 Yes

 
 

Person 4:  
 Plans to enroll 

S ar  da e ____________________________

 

$
 Yes

 
 

 

  

minimum value standard.*

$ _______________________

 ______________________________________

     Quarterly

   Yearly

 __________________________________

* Minimum value standard  
 Go back to the application o o e 



Call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500). The call is free. You can call 
Monday to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. Or visit CoveredCA.com.Need help?

Attachment D: Choose your health insurance plan

 
make a copy of this pa e.

 
 

CoveredCA.com or call 1-800-300-1506

1-800-430-4263  
healthcareoptions.dhcs.ca. ov

Declaration and si nature

 

 

 

 

S a re of appl a , or respo s le par , or a hor ed represe a e:

   _____________________________________________________________________________________________________________________________________________________________   __________________________________________________________

 Medi-Cal and Covered California plans  Covered California plans Only
Name rs , m ddle, las , s ff x  
(for example, Jr., Sr., III, IV) Health plan name Metal tier Metal number Plan type

Person 1:  Platinum  Gold
 Silver  
  

 EPO
 HMO
 PPO

Person 2:  Platinum  Gold
 Silver  
  

 EPO
 HMO
 PPO

Person 3:  Platinum  Gold
 Silver  
  

 EPO
 HMO
 PPO

Person 4:  Platinum  Gold
 Silver  
  

 EPO
 HMO
 PPO
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