5% W.V.H.A. HEALTH CARD
APPLICATION

Phone Number: 386-232-2055

DELTONA: THE HOUSE NEXT DOOR
840 DELTONA BLVD Suite K (JUSTIN SQUARE)

*MONDAY-THURSDAY 9:00am-5:00pm
*FRIDAY 9:00am-2:00pm
BY APPOINTMENT ONLY
TRISH BRITO GRAW.....cciiviiviiiininnns ext 1122
TBRITO-GRAW@THEHND.COM
ANGELICA GONZALEZ ..ccevvivivirerannns ext 3206
AGONZALEZ@THEHND.COM

DELAND: THE HOUSE NEXT DOOR

114 S. ALABAMA AVE. DELAND 32720
*MONDAY-THURSDAY 9:00am-5:00pm
*FRIDAY 9:00am-2:00pm
BY APPOINTMENT ONLY

MARISOL ESTRADA..........cconuvrveenenee. €Xt 1109
MESTRADA@THEHND.COM

TO EXPEDITE THE PROCESS, PLEASE APPLY FOR THE AFFORDABLE HEALTH CARE
ACT (OBAMA CARE) AND BRING RESULTS WITH YOU. 1t is required for this application.
WWW.HEALTHCARE.GOV

(800)318-259¢6

The House Next Door
Nurturing Families. Building Communities.

Building Communities



© What do YOU Need?

2 Forms of ID
1 Picture ID & 1 of the following:
55 Card, Birth Cert, Passport, Farmwaorkers ID

Do you OWN, RENT LIVE in SOMEONE else’s house or are HOMELESS?
YOU Will NEED ALL the following

\

/

\ :

/

\

Live with
SOMEONE
Verification of
SUPPCRT Form
Last 3 Months of
Maii (1 x month
that shows
Name, Address
& Date)

OR
Verification Of
SUPPORT Form
Current Vehicle
Registration /

o

OWN RENT
Property Tax Bill v" Copy of CURRENT
OR Mortgage Lease OR Rent 7
Payments VERIFICATION
Last 3 Manths of Form v
Mail (1 x manth v" Last 3 Months of
that shows Mail {1 x month
Name, Address that shows
& Date) Name, Address &

OR Date)
Property Tax Bill OR v
OR Martgage v Copy of CURRENT
Payments Lease OR Rent v
Current Vehicle VERIFICATION
Registration / Farm \
v’ Current Vehicle h
\ Registration /
~

What Is YOUR Income?

/

Homeless
¥" Homeless
Verification Form
From
Neighborhood
Center {DELAND)
Or
New Hope Life
Center (DELTONA)

/

o Last 8 Weeks PAYSTUBS

o Self Employed

o Notarized Verification of

Support

o Social Security Benefit

o Retirement

o Alimony/Child Support
o Food Stamps

o Other

What are YOUR Assets?

[

o Bank Statements for the last 3 MONTHS for ALL Accounts (ALL Pages)
o RVS/TRUSTS/STOCKS/BONDS and Other Investment Income

EVERYONE NEEDS 1 of the Following
o ACA Affordable Care Act Eligibility Results

o (Non-Citizen) - FARMWORKERS ASSOCIATION LETTER

o DACA Letterand ID




Application Date;

. WVHA HEALTH CARD APPLICATION =

Las!

Flrst

Middla

Maiden or Cther Nate

Physical Address (where you reslde)

City

Counly

Slate

Zlp

Mailing Address

City

Stale

Zlp

Hew fong have you fved al residence?

Temp/Parm | Rent/CwnfOther

Daytime Telephone

Evening Telephone

Data of Birth

Sex (clrole one}
Mala Female

Sacial Securty Number

Previcus address {f less than 3 monihs

Cliy

T

Slate Zip

Name Applying for Health DOS | Rlatlonship 554

Card

Yes No (chcle ong}
1.

Yes No (chds ona)
2,

|

Yes No {ckcla one)
3.

Yes No {circle one)
4,

Yos No {circle ons)
L8

Yes No {crcle ane)
8.

Yes No (clrcle one)
7.

Yes No (circle one}-
8




{ on my behalf and on behalf of any applying family member under the age of 18, do hereby autharize West Volusia Hospital Authority (WVHA), Norheast
Florida Heallh Servicas, Inc. {NFHS), and any of their successors andlor assigns and any of their independent sub-cardractors and participating providers, fo
release and exchange any and ail data, records and infermation related to medical records and individually Identifiable protected heaith information {PHI} in their
raspeclive capacliies as covered enllies under HIPAA, and as allowable under fedaral and state laws, including but not limited to the data, records and
informatlon as necassary to provide care andfor administer the WVHA Indigent Health Card Program,

{ hereby waive, telinquish and release the organizalions referenced above, wha have been granted the authorfty to releasa information to each other and
otherwise, from any and all claims arising out of my authorization o release this informatlon in accordance with the terms of this document,

A photacopy of this Authorization Is cansidered as valid as the otiginal. You are entitled to make and return a photocopy of this authorization. The authorization
referenced above in regards to medical records shall remain in effect indefinitely unless property terminated by written notice.

| certify that the information given by me for the purpose of qualifying for the WVHA Health Card Program s frue and correct. | understand and hereby authorize
WVHA and fts agents to conduct such investigation, including, but nof limiled to obtalning my credit report, as necessary fo verify the accuracy of the information
provided. | understand that any misrepresentation by evidance of stbmisslon or omission may result in my tetmination from the WVHA Health Card Pragram,

Slgnature of Applicant or Legal Representative Dats
Signature of Applicant or Legal Representative Date
Signature of Applicant or Legal Reprasentative Dafe
Signature of Applicant or Legal Reprasantative Date
Signature of Applicant or Lagal Representative Date
Signature of Applicant or L.egal Representative Date
Signature of Applicant or Legaf Representative Date
Signature of Applicant or Legal Reprasentative Date

ENR-211-F001 . Rev.3/1/2016




&y WVHA HEALTH CARD ASSESSMENT FORM
| Screened by
{THND Represantativa):

Instructions: Please complete this form in its entirety. This form must be completed by all applicants over 18, inaluding
legal spouses who ara hot applying. Failure to provide separate WVHA Health Card Assessment Forms will results in a
Pended application.

Applicant Name Date of Birth

How did you hear about the WVHA Health Card Program? Check one bax:

O WVHA Wehpage O Printed advertisamant or fiyer 1 Public meeting [0 Florida Hospital 3 The House Next Doar
{1 Rising Against All Odds ] The Neighborhood Canter 0 Heaithy Start i1 Hispanic Health I Other
[1Yes
2.1 Do you have any Medical Insurance? | f Yes, please indicate Carrier and 1D #: O No
2.2 Are you eligible for COBRA Benefits
from a current/prior empioyer? O Yes B No
O Yes
2.3 Do you have Medicare A or B? If Yes, please indicate which coverage you are enrolled in & (JNo
affective date .
O Yes
2.4 Do receive healthcare assistance or aid
othef ;i:ews?_t A7 © If Yes, please indicate the assistance andy/or aid you recelve & | O No
effective dafe
2.5 If you are seeking services for an 0l Yes
Injury, is your injury due to a work If Yes, please describe LI No
related or auto accldent?

2.6 Proof of Medicaid application or denial is required. Please ensure to include this with your submissicn

3.1 Marital Status (Circle One):  Married Separated Divorced Single Widow

3.2 Do you have any dependent children | O Yes

living in the household? If Yos, how many? HNo

4.1 Do you have a Driver License or other | O Yes
Gavernment ID? If Yes, please provide a copy of D

[ No




4.2 Two (2) forms of 1D are required, one (1} must be a picture ID. Please circle any ather proof of identification provided
other than a Driver License.

Non-Picturs 1D: Picture I1D:
~Soclal Security Card -Passport
-Birth Certificate -Green Card

-Certificate or Official Document w/ Name, Address, & SSN -Form |-151

-Form 1-551

-Farmworkers Assoctation of Florida-Photo 1D

revismr rore—— i e

O Yes
51D wn the h h live? ON
oYyouo Qusa whera you fve If Yes, please provide Froperty Tax Bill of current or prior year .
O Yes
5.2 Do you rent? If Yes, please provide a copy of current Lease Contract or O No
Vearification of Rent Form
5.3 Do you live | lse's house? | = N
3 Do ve in someone else's
yo If Yes, please provide Verification of Support Form °
[1Yes
5.4 Do you consider yourself homeless? 0O No

If Yes, please provide Homeless Verification Form

5.5 All proof of residency documents must show street address within the WVHA Tax District and must be for the past
immediate 3 months, Two (2) forms of residency are required, unless you are homeless applicant. Homeless .
applications only need to submit the Homeless Verification Form,

Please circle any other proof of residency provided:

- Utility Bills (Electric, Water, Telephone, Gas, efc.) - Maii received for three (3) month periad

- Vehicle Registration in the appiicant/spouse’s name - Mortgage Payment

- Proof of children registered in West Volusia School

O Yes
6.1 Have you been employed in the last 8 | jf Yas, complete the below & provide previous 8 weeks worth of | 1 N
weeks? paystubs or DCF Verification of Employment/Loss of Income
Form
Employer Name Pay Rate (circle one)

Hourly  Dally Weekly  Biweekly Monthly

Empiayar Address

City State Zip




O Yes
6.2 Have you lost your job In the last 8
- weekg‘? your o If Yes, please provide a DCF Verification of Employment/Loss | O No
of Income Form o
O Yes
6.3 Are you self-employed? IF Yes, please provide most recent tax return (complete with alf | I3 No
schedulesfforms) or self-employment quarterly statement
6.4 Are you receiving Unemploymentor | - '
. ou receiving Unempioyment o
Woﬂfer,s Comp t?eneﬁts‘? ym If Yes, please provide Unemployment or Woarker's Gomp LINo
Documents
6.5 |s sameone else supporting you O Yes O Na
financially? If Yes, pleass provide notarized Verification of Support Form
8.6 Do you receive Veteran or Military O Yes O No
Benefits? If Yes, please provide benefits paperwork
) [ Yes
6.7 Do you receive any seftlaments? O No
If Yes, please provide sefttement paperwork
Cl Yes
6.8 Do you receive Food Stamps? If Yes, please provide supporting documentation from Florida O No
DCF along with approved amount.
6.9 A iving any monthiy Pensi L Yes
.9 Are you receivin ension
or Re%irement |m%me¥? Y {f Yas, please provide documentation with amount you receive, | [ No
if applicabie
B Yes
6.10 Do you ive Alimo hild Support
Incgme;ece & Allmony/C PP If Yes, please provide documentation with amount you receive, | {1 No
if applicable
6.11 Do you receive any income from rental K Yes
) progertles? Y If Yes, please provide rental income amount and rental 0O No
agreement
8.12 Do you receive Social Security OYes
o r ) ] , {INo
Income/Disability Benefits If Yes, please provide supporting documentation
Individual's Name Type of Incame | Soures of Income or Menihly Amount (hefore deductions)
Employer




[ Yes
8.1 Do you have a checking/savings account? | f Yes, please provide copy of statements for all the accounts | O No
for last 3 months
{1Yes
8.2 Do you own a Business? If Yos, ploase provide last Quarter Business Financial LI No
Statemenis and Bank Statemerits
8.3 Do you aown property{ies) In other M Yes , ) , ,
counties/states or country (Including rental If Yes, plea.se list all the properties you own below, mc,:!udmg 1 No
properiies that you own)? lols, .& pravide any outstanding mottgage documentation
outside of your permanent residence
Property Address Is this a rental property?
[]Yes O No
Property Address is this a rental property?
0 Yes O No
Property Address Is this a rental proparty?
I Yes 0 No
) O Yes
8'4;:3;": ﬂsg);;"] stg;dlggth:;ierggd title to any If Yes, please list all the properties, including lots and C No
supply supporting documentiation as proof of this sale
Praperty Address Date of Sale: Is this a rental property?
I O Yes [} No
Praperty Address Date of Sale: Is this a rental property?
1 O VYes O No
Propsrty Address Date of Sale: Is this a rental property?
4 0 Yes (1 No
8.5 Hcmf many automobiles, motorized
;:;2::]:j;:oﬁ?[:t;:?{:ﬁfyi: ii:;‘:::mg gor two or more vehicles .a’iso J'nglude the \_/afug as determined
applicanl's assessment form v N.A.D.A book along with vehicle(s) ragistration.
£ Yes
8.6 Do yau own any recreational vehicles? O No

If you do own, please provida vehivle(s) reglstration along with the valus
delarmined by a statement from a commearcial selfer of such vehlcle(s)

Assel Type Sourca of Asset Armount Monthly or Lump Sum
O Monthly [ Lemp Sum
1 Monthly I Lump Sum
£1 Monthly &1 Lump Sum
1 Monthly {9 Lump Sum
I Monthly [1Lump Sum

| carlify that the infermaltion given by mae for the purpose of qualifying far the WVHA Health Card Program is rue and comrect. 1 understand and hereby
authorize WVHA and Its agents o conduct such investigation, including, but not limited to obtaining my credit report, as necessary and at any time during
{he application process, enrallment or after banefits have been assigned to verify the accuracy of tha Information provided, | understand that any
misrepresentation by evidence of submission or omission may result in my terminaticn from the WVHA Health Card Program.

Signature of Individual or Legal Representative

Date

ENR-211-FG02

Rev. 5/18/2017




J Article [¥ WVHA [dentification - Sectlan 9

Proof of Identification

Please check the 2 pieces of ID attached:

. {Id has o be cuxrent)

a, Birth Certiffonts

b, FierddaDriver's Licenae/Identifioatiot Card With WVEHA
Address

¢, Soocial Becurdty Card

4 Farmworker Assoclation of Floddda- Photo 1D with correct
address

e, Pasaport

f, Certifloats ar Officis] Dooument thatindudes name, address,
and aodlal securty number L), tax form or sodlal security dooument)

g ABenRegistrafionRecelpt Card (Green Card, Forta 1181 or 1-881)

h, Anygoversmentiasuedphotoldentifieation

WVHA Elighhilty Guidalines  Revisad 05/18/2017

OO o0 oQgoQob




Artlcle V111 WVHA Residency ~ Section 8

Proof of Residency

Please check documentsincluded:

The applicant must reside o WVHA Taxlay Distdel. Exvept fox those qualified sy “homeless”, resldence
axiat when the apphdar ke Hred within the WVHA Taxing Distyial and hay Bésn & pevmanend tasldent fof a
rinivauzn of thrae (3) moniha, )

Property Tax Bill S
WVHA Rent Verlfication (Appendiz ¥}

1ease, Houglng, rent/mortgage agrasments/receipts

itity Bills - Blectrdo, water, tslephons, gaa, or other olty or
Couttty utilitles (3 months)

O 0O O

WVHA Verdfication of Support (Appendix 3) i the
appoeant is living with another party

Shelter Verification Form- Enrolled in a facility or agenay
program {Appendix F) (Accompatied by proof of
residency Smonths prior to enrolitnent - Homeleas only

1 monthy

O

Vehicle Registrationin thenameof the applioant/sponss

Proof of ehildren registered in area schools

oond

Mall recelved by applicant In Weat Volusia County for three (3)
months, If mall sent to a P.O. Box, the applicants’ physical
address must be noted In dooument.

WYBA Eligibitity Guidelings » Ravised 05/18/2617




WVHA Verification of Rent

instructions: Please complete this form in its entirety. Failure to provide all information on Verification of Rent Form will
rasult in & Pended application.

Applicant Name: Date of Birth: Last Four Digits of S8N:

Physicat Address

City County State Zin

2.1 The monthly rent is $

2.2 | began renting at the above location on the following date

Applicant Signature [ Date

Rentor/iLessor Name Rentor/L.essor Phane Number

Rentor/i_essor Address

City State Zip

Retationship to Tenant

Tenant Name

3.1 | am renting the address listed above in Section 2 to the applicant sinca (date).

3.2 The currert monthly rental rate is $

3.3 The monthiy rent  does / does not (circle ohe) include| 5 4 yes, list utilities Included.

|, the undersigned, do hereby swear that the information contalned herain is frue and correct.

Rentorfl.essor Signature Date

ENR-211-FG04 Rev, 3/1/2016




Neighborhood Center

“A UNITED WAY AGENCY” , “A PLACE WITH A HEART”
of West Volusia, Inc.

434 South Woodland Blvd, DeLand, FL 32720
Phone: (386)734-8120 — Fax: (386)822-3005
neighborhoodeenterwy.org

WVHA Homeless Verification Form

Agency Instructions: To be printed on Agency letterhead. Please complete this form in s entirety.
Failure to provide all information on Homefess Verification Form will result in a Pended application.

Ciient Name Date of Birth Photo ID Number

Mailing Address (where your WVHA Health Card comespondences should be malled)

City County Slate Zip

Length of time in Volusia County

L, , based on my assessment certify that the client

has met the H.U.D. definition of homeless and has been within the West Volusia Tax
District for at least one month.

Agency Signature: Date:

Client Signature: Date;

ENR-211-FO03 Rav: 31/2016




| Article X

BEoovmit of Mermbeta In your hovsehoid;

{Only gount Jagal dpnuan, dependent dhlldzan, stapcildren, adaoplad ghitdven, paxner's chitdeen, unepladed mivor with praot of
oustady) shildven over 18 snel 34 yesvs old thal axe full e slidents anel dlabmed on pavent's tuome bieos u dependends)

Sectlon 10 - Proof of Income Checklist - Page 1 of 2

Proof of Income

Eetimiale Monthly Inoome Emeaunt:

Hootal Becuriky benedits for any household member

Supplemenial Soclal Seoucity Income (89)) or Disahility Benefits

881
Temporary Assistance for Needy Favaltes [EANE)

Retitement or Pension Benefits, Stodks, Bonds, and Annodtes

Royalties snd Rents /Incomefrom Rental Froperty
Unemployment/Worlet's Comp Btakement
Vetarans o Miliary Benefits/Allotments

Steilee Benefits

Insuranee and Anruity Indonia

Dividends and Interest Bamings (slocks, honds, eta,)
Estateatid Tiugt Fuhd Incotme

Ptivate Loans of aRecquing Natare

Training Stipends

Allmony / Child Support

Inhetltatice

Compehsation for a Injury/Setflements « Any settlemonts, court

orderad or othervlss

Please select Proof of Income Documents:
Wageé, selaries and geatoities, Pay Stubafor previous 8 weeks

HOOO0D00CODO00OOogooon

WVHA Ktigibility Guldeltnes -~ Ravisad 05/18/2017




WVHA Verification of Support

Instructions: Please complete this form in its entirety. Failure to provide aff information on Verification of Support Form
will result in a Pended application.

Date ame Date of Birth Last Four Digits of SSN

r Physical Address

City County State Zip

| have been residing at the above address since;

Address

City County State Zip

[ lived at this previous address for:

mELER

Provider Name

Applicant Signature Date

Sl Drevider POES NG ey o hauscholdabnses an L

5.3 Total monthily household expenses covering all residents (rent, electric, water, groceries, etc.) §

5.4 Total number of people residing in household (including the applicant)

5.5 In addition to the monthly household expenses, | provide $ par month to the applicant.

Provider Name Retationship to Applicant
Provider Address City
State Zip Provider Phone No.

I farye s =
I, the undersigned, being responsible for the named applicant, do hereby swear
and correct, and that | am providing support for named applicant,

Provider Signature: Date:

al the infarmation contained herein is true

Notary Public

ENR-211-F005 : Rev, 5H8/2017




WVHA Health Card: Self Employment Quarterly Statement

Instructions: Please compiete this form in its entirety. This form must ke completed if you are self-smployed and do not make
snough to file on Incame taxes, Failure to provide all Inforrmation on the form will resuit In a Pended application.

1. APPLICANT'S NAME: (First)

{Lasy)

2. APPLICGANT'S PERCENTAGE OF OWNERSHIP IN THIS BUSINESS:

R

3. BUSINESS OWNER NAME(S) (First)

(ML) {Last)

4. BUSINESS NAME:

5. BUSINESS ADDRESS:

6, BUSINESS PHONE #

MONTH 1
!

Add fota 0 Q d {MM) {¥¥)

MONTH 2
!

MONTH 3
{

(MM} (YY)

(MM} AAS]

o yaur business each of - LI

0 DEDUCTIONS

2A;

DEDUCTIONS

A %

DEDUCTIONS

Supplies $

Heat/Utllitles/Phaone

Business property rent

Business Equipment Rent

Business Vehicle Expenses

Business Taxes

Advertising

Insurance

Bank Charges

Other (specify}

TOTAL Business Expenses | 1B: §

2B: %

B 3

NET INCOME: 1C: §

2C: §

AVERAGE 3 MONTHS: §

ac: $

DIVIDE TOTAL 3 MONTHS BY

read and sign the below
I certify that | have no other way to document the above self-employment Inceme and that alt of the above information
is true and coarrect, | attest that all income and expenses on this form are truly for my salf-emplayment business.

Signature

Date

Revised 05/19/2017




FLORIDA BEPARTMENT OF

-cmwnm
& FAMILIES

In order to determine the eligibility of for public assistance
please assist us by answering the questions below and returning this form to us by

VERIFICATION OF EMPLOYMENT/LOSS OF INCOME

Date;

¥

Office Address / Phone Number:
The House Next Door

Case Name 804 N Woodland Bivd

Deland, Fi. 32720

Case Number/CaliSaq./SSN

FAX: 386-734-0252

Piease complete each section which has been marked on PAGE 1 and PAGE 2 of this form.
Section | - GENERAL INFORMATION

oW

N, ;

10.

11,

. Name of Employes: _ Social Securlty Numbear;
Addrass:
Job Title: Type of Work Performed:
Number of Hours Worked Per Week: Number of Days Worked Per Week:
A. How often is/was the employee paid? [ Day [1Week [ ] Bi-Weekly 1 Monthly
B. Rate of pay: $ per . other
Hr /Bayiwk.Jelo, (Explain)
Date current employment began: Date previously employed:
Does/did employee receive tips? [JYes [INo (Ifyes, please show tipg in Section Iil.)
Is/was employment seasonal? [1Yes [INo If yes, season hegins: ends:

Isiwas the employee covered by health insurance? [JYes [JNo
If yes, name of insurance company:

Number of dependents coverad;
Daes/did the employee parficipate In any type of payroll savings plan or profit sharing? [JYes [INo
If yes, what Is the balance? §
Doas the person perform their job duties: [Jintheirhome  [Jinyourhome  [[IN/A

[ |section Il - LOSS OF INCOME

Date employment ended;
Reason for termination;

Is the loss of income [} Permarent ar [ Temporary?  If temporary, when do you expect the employee
to return to work?
Date employee received final check; Gross amount: §

{Plaasa list last 8 weeks in Seciion HI,)
Wil employee receive any vacation pay, retirement refund, orother? [JYes [IiNo

i yes, what type? Date received; Armount: $

Is employee eligible for any type of benefits from_ your company, such as extended insurance coverage, workers'
compensation, orother? []Yes [No Ifyes:
A. Name of insurance company;

B. Reason for benefits:

CF-ES 2620, PDF 08/2002 . Page 1 of 2



Section lll ~ RECORD OF PAY RECEIVED

List the gross amounts and dates of checks or cash, which were paid for the last elght weeks in the space below,

Pay Perlod Ending

Data Pay Received

GROSS Eamnings

MNa, of
Raguiar

aurs
Workad

Rate of Pay

o?::hfn:e Rate of Pay for Tips 38 Farned Income

Hours Overflme Credlt (EIC)

If hours or rate of pay has varied in the above period, please state why.

Sectlon IV — EMPLOYER INFORMATION

What I have written on this form is true to the best of my knowledge. 1 know that if | give
false information on purpose, | may be subject to prosecution for fraud.

Slgnature of Employer

Employer's Tlile

( { ext. )

Namsa of Business

Telephohe Number

Addrass

Date Completad

Back to CF-ES 2620

Page 2 of 2




1 Axtlela X1 WVHA Assets

Proof of Assets

Please select Proof of Assets Dacuments:

Banlk Statesnentalor Cheoldng, saving, monsymarkst aceounta (Miyuges)
OtherProperties than Hotmestsad frolude?roperty TanBiilifor eachproparly)

Cash surrendervalue of life nanrance if the cotabined face vaue of pl policies
awned bythefamilyunitsxceede §1,500

Additional sutomobiles ormatotvebicles
Witk valire datormined by MADLA, Boale)

Raoreational vehicles

it volue datenmined by o ntatesaant from a sormitstalat Aellex of i vahtales and vexithed by pholarnpiag

of xaglgiratlon.}

Trusta
il value asstd o e pifolpal ot ihe st and vorilled by a atatemond fem the Trustee.}

Btooks, honds and ether investmeny assets statements

WYHA Etgitlty Culdsitnes - Revised 05/18/2017
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WP WVHA HealthCard Program: Bank Account Activity  Verification Sheet

Form Instructions: The WVHA HealthCard Applicant will utilize this form to verify various deposits in bank
accounts (for example: cash deposits, deposits fram your credit cards, or deposits from loans). Include ail
deposits over the past 3 months for each bank statement. Complete sach section in full.

3 3 Yes 1 One Time
1 No £1 Recurring
$ 1 Yes {1 One Time
L1 No 1 Recurring
$ ) [ Yes L1 One Tima
[J No [ Recuiring
$ (1 Yas L1 One Time
] No 1 Recurring
$ O Yes [3 One Time
{3 No L1 Recurring
$ O Yes [} One Time
3 No 1 Recurring
$ [T Yes 1 One Time
O No [ Recurring
$ O Yes £ One Time
{1 No i2 Recurring
§ 1 Yes O One Time
] No O Recurring
§ O Yes (3 One Time
£] No O Recurring
s [T Yes [T One Time
L] No [0 Recurring

APPLICANT SIGNATURE: Form is not valid unless signed - By sighing this form you attest that the informatian wiitten in this form Is true and
accurate to the best of your knowledge. Tha person signing this form understands that unverified deposits andfor amitting suppotting documentation
may result in delay of WWHA HeallhCard enrgliment,

APPLICANT NAME: APPLICANT SIGNATURE;

Date Form Completed:

/ /

V2.0 - Apiil 2017 {Grealed by POMCO)



Proof of ACA or FWA

YOU MUST PROVIDE ONE OF THE DOCUMENTS BELOW,

*Affordable Core Act Eitaibility Deterrlnation Results (ACA) []
(ALL pages el DATE on refulks MUST be wikhin 20 dovs of cppileotion Deitia)

8 Weys you cart gel your ACA Eligibility DebarrinetfonRasules
1. Oniivte: WWAY HEALTHCARE. GOV (Prink ALLPAGES)

2. By Phane Call {g00)818-2896 {muaka ture you ok thern ko moll yeu o
copy of vaur results)

2 b Person local help with « Cettifted Application

Coundalar {Celt ko mdke appairtmant) With Heclth
Cardd Spectallsk ok kthe Housa Next Door,

*Homeless Madteaid Derteld Letter OR ACA rosuits []

Farmwarkers Asoclation (FIWA) Attastation Form & Medismld Deniel ]
(For Non-Cltlzens & Doted within 50 driys of application Detea) [

You can ohtaln your ataskation form by golng tos
Farmwarkats Assaclation

1 Founkaln Drive

Plerson FL 32180

(386)749-0824
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