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Partnering with Families today to help foster growth and success for tomorrow.

Dear Kinship Placement,

Welcome to Families First! Thank you for your commitment to your children and helping them
to develop and grow! My name is Amber Busch and | supervise the Kinship Navigation program. Our
goal at Families Firstis to ensure that your family receives exceptional services which are tailored for
your families’ specific needs. A Kinship Specialist has been assigned to provide service to your family.
Your families Kinship Specialist is: {First Name Last Name) and can be reached at {Phone Number].

we'd like to thank you for opening your heart and home to your Kinship placement. Kinship
Care allows us the opportunity to keep children better connected to their communities, school, and
people whom them are close to. You are doing amazing things! Your Kinship Specialist can be a support
to you in many ways including locating resources, making referrals, answering questions regard.ing DHS
and the Juvenile Court process, as well as simply being a contact to help you navigate this new
experience. No question or needs is too big or small so please let us know how we can help!

Please feel free to reach out to me if you have any questions or concerns that | can assist you
with. You may hear from me periodically to see how services are going. | can be reached at (563)212-
5266 or abuschi@families-first.net.

Sincerely,

Amber Busch
Kinship Supervisor

Families First Counseling Services

111 Plaza Circle, Waterloo, 1A 50701
Office: {319)433-0395 Fax: (319)433-3870 Toll Free: {888)316-3025
www.families-first.net



Application for Health Coverage

Department of and Help Paying Costs
HUMAN SERVICES

Use this application to see what coverage choices you qualify for

¢ Affordable private health insurance plans that offer comprehensive coverage to help you stay
well

¢ A new tax credit that can immediately help pay your premiums for health coverage
¢ Free or low-cost insurance from Medicaid or the Children’s Health Insurance Program
(CHIP)

You may qualify for a free or low-cost program even if you earn as much as $94,000 a
year (for a family of 4).

Who can use this application?

¢ Use this application to apply for anyone in your family.

Apply even if you or your child already has health coverage. You could be eligible for lower-
cost or free coverage.

¢ Families that include immigrants can apply. You can apply for your child even if you aren'’t
eligible for coverage. Applying won'’t affect your immigration status or chances of becoming a
permanent resident or citizen.

+ If someone is helping you fill out this application, you may need to complete Step 6.

Apply faster online

Apply faster online at dhsservices.iowa.gov.

What you may need to apply

¢ Social Security Numbers (or document numbers for any legal immigrants who need
insurance)

¢ Employer and income information for everyone in your family (for example, from paystubs,
W-2 forms, or wage and tax statements)

Policy numbers for any current health insurance
Information about any job-related health insurance available to your family
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Why do we ask for this information?

We ask about income and other information to let you know what coverage you qualify for and if
you can get any help paying for it. We’ll keep all the information you provide private and
secure, as required by law.

What happens next?

Send your complete, signed application to the address on page 18. If you don’t have all the
information we ask for, sign and submit your application anyway. We'll follow-up with you
within 30 days. You'll get instructions on the next steps to complete your health coverage. If you
don’t hear from us within 30 days, call the DHS Contact Center at 1-855-889-7985. Filling out
this application doesn’t mean you have to buy health coverage.

Get help with this application

Online: dhsservices.iowa.gov
Phone: Call our Help Center at 1-855-889-7985.

In person: There may be counselors in your area who can help. Visit our website or call
1-855-889-7985 for more information.

En Espariol: Llame a nuestro centro de ayuda gratis al 1-855-889-7985.

¢ If you need help in a language other than English, call 1-855-889-7985 and tell the customer
service representative the language you need. We'll get you help at no cost to you.

¢ TTY users should call 1-800-735-2942.
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Step 1. Tell us about yourself.

We need one adult in the family to be the contact person for your application.

First name, middle name, last name, and suffix

Home address (If you leave blank because you don't have one, you must give us a Apartment or suite number
mailing address below.)

City State ZIP code County

Mailing address (if different from home address) ‘ Apartment or suite number
City State ZIP code County

Phane number Other phone number

Do you want to get information about this application by emaii? [] Yes [] No
Email address:

Preferred spoken or written language (if not English)

Step 2. Tell us about your family.

Who do you need to include on this application?

Tell us about all the family members who live with you. [f you file taxes, we need to know about everyone on your
tax return. (You don’t need to file taxes to get health coverage.)

DO include: You DON’T have to include:

4 Yourself ¢ Your unmarried partner who lives with you and

¢ Your spouse doesn’t need health insurance unless you have a
P child or children together

¢ Your children under 21 who live with you ¢ Your unmarried partner’s children

4 Your unmarried partner who needs health coverage ¢ Your parents who live with you, but file their own

4 Your unmarried partner who lives with you when tax return (if you're over 21)

you have a child or children together ¢ Other adult relatives who file their own tax return

4 Anyone you include on your tax return, even if they
don't live with you

¢ Anyone else under 21 who you take care of and
lives with you

The amount of assistance or type of program you qualify for depends on the number of people in your family and
their incomes. This information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself, then add other adults and children. If you
have more than five people in your family, you'll need to make a copy of the pages and attach them. You don’'t need
to provide immigration status or a Social Security Number (SSN) for family members who don’t need health
coverage. We'll keep all the information you provide private and secure as required by law. We'll use personal
information only to check if you're eligible for health coverage.
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Step 2. Person 1 (start with yourself)

Complete Step 2 for yourself, your spouse or partner and children who live with you and anyone on your same
fedsral income tax return if you file one. See page 1 for more information about who to include. If you don't file a tax
return, remember to still add family members who live with you.

First name, middle name, last name, and suffix Relationship to you?
SELF

Date of birth (mm/dd/yyyy) Social Security Number (SSN)

Sex: [] Male [] Female

We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you don’t
want health coverage too since it can speed up the application process. We use SSNs to check income and other
information to see who's eligible for help with health coverage costs. If someone wants help getting an SSN, call
1-800-772-1213 or visit www.socialsecurity.gov/. TTY users should call 1-800-325-0778.

Do you plan to file a federal income tax return THIS YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[] Yes. If yes, please answer questions 1-3. ] No. If no, skip to question 3.

[ Yes [ No 1. Will you file jointty with a spouse?
If yes, name of spouse:

] Yes [ No 2. Will you claim any dependents on your tax return?
If yes, list names of dependents:

[1Yes []No 3. Will you be claimed as a dependent on someone’s
tax return? i yes, list the name of the tax filer:

How are you related to the tax filer?

[] Yes [ No Areyoupregnant? If yes, how many babies are expected
during this pregnancy? What is the due date?

[] Yes [] No  Areyou currently incarcerated?

[] Yes [ No Areyou currently assigned to a work release program?
If yes, what is the start date?

Do you need health coverage?
(Even if you have insurance, there might be a program with better coverage or lower costs.)

[ Yes. If yes, answer ali the questions below. ] No. If no, skip to the income questions on page 3.
Leave the rest of this page blank.

[J Yes [0 No Do you have a physical, mental, or emotional health condition that causes limitations in
activities (like bathing, dressing, daily chores, efc.) or live in a medical facility or nursing home?
[ Yes [ No Areyoua U.S. citizen or U.S. national?
[]JYes [ No IfyouarentaU.S. citizen or U.8. national, do you have eligible immigration status?
If yes, fill in your document type and ID number below.

Document type: Document ID number:

] Yes [] No Have youlived in the U.S. since before August 22, 19967

[]Yes [ No Areyou oryour spouse or parentan honorably discharged veteran or an active-duty member
of the U.S. military?

[] Yes [] No Areyoua resident of lowa?

[] Yes [J No Do you need help paying for medical bills from the last three calendar months? If you answer
yes and you fall into a category that aliows for retroactive approval, we will determine if you
are eligible for coverage during those months.

[1Yes [ No Areyouan adultwho is a main person taking care of a child under the age of 19 living in the
home?

[l Yes [ No Areyou a full-ime student?

[]Yes [ No Wereyouinfoster care atage 18 or older?

[]Yes [ No Ifyouareunderage 19, do you want help with child support?
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The following ethnicity and race questions are optional. Check all that apply.

If Hispanic or Latino, ethnicity: Race:

[] Mexican ] White "] Chinese [ ] Native Hawaiian

[l Mexican American [] Black or African 1 Filipino [0 Guamanian or Chamorro
[] Chicano/a American (] Japanese [0 Samoan

[ Puerto Rican [ American Indian ] Korean [ Other Pacific Islander
[] Cuban or Alaska Native  [] Vietnamese [ Other:

[] Other: [1 Asian Indian [] Other Asian

Current Job and Income Information: You must tell us about the income of the people in your household. If
someone has more than one job, tell us about all jobs. If you leave a space blank, we will assume that you have no
income of this kind.

1 Employed. If you're currently employed, tell us about your income. Start with Current Job 1.

[ 1 Not employed. Skip to the Other Income This Month section.

] Self-employed. Skip to the Self-Employment section.

Current Job 1:

Employer name and address Employer phone number
Wages and tips (before taxes) [] Hourly L1 weekly Every 2 weeks | Average hours worked each
$ Twice a month [ ] Monthly Yearly month:

Current Job 2: If you have more jobs and need more space, attach another sheet of paper.

Employer name and address Employer phone number
Wages and tips (before taxes) [ Hourly ; Weekly [_| Every2weeks | Average hours worked each
3 [ Twice a month Monthly [] Yearly month:

Will the amount of money from jobs stay about the same? ] Yes ] No

If no, explain:

In the past three months, did you:
[1 Change jobs 1 Stop working (] start working fewer hours  [] None of these

Self-Employment: If self-employed, answer the following questions.
Type of work

How much net income (profits once business expenses are paid) will you get from this self-
employment this month?

Will the amount of monthly income from self-employment stay about the same? ] Yes [] No
If no, how much do you expect to average over a 12 month period? $

Other Income This Month: Check all that apply, and give the amount and how often you get it. NOTE: You don't
need to tell us about child support, veteran's payment, or Supplemental Security Income (SSI}.

[ None How often? How often?

[l Unemployment  § [l Alimony received $
[ Pensions $ [] Netfarming/fishing _$
[] Social Security _$ ] Net rental/royalty $
[] Retirement $ [] Other income $
accounts Type
Will the amount of money from other income stay about the same? [ Yes [ No

If no, explain:

Deductions: If you pay for certain things that can be deducted on a federal income tax return, check all that apply
and give the amount and how often you pay. This information can be found on the Adjusted Gross Income section of
your Federal 1040 form. NOTE: You shouldn't include a cost that you already considered in your answer to net self-
employment.

How often? How often?

[] Alimony paid $ [] Other deductions $

[] Student lean $ Type
interest
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Step 2. Person 2

Complete Step 2 for your spouse or partner and children who live with you and anyone on your same federal income tax
return if you file one. See Page 1 for more information about who to include. If you don't file a tax return, remember to still
add family members who live with you.

First name, middle name, last name, and suffix Relationship to you?

Date of birth (mm/dd/yyyy)

Social Security Number (SSN)

Sex: [[] Male [] Female

We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you don’t
want health coverage too since it can speed up the application process.

1 Yes

[ No

Does Person 2 live at the same address as you? If no, list address:

Does Person 2 plan to file a federal income tax return THIS YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[ Yes. If yes, please answer questions 1-3. ] No. If no, skip to question 3.

1 Yes [ No 1. Wil Person 2 file jointly with a spouse?
If yes, name of spouse:

[1Yes [ No 5 Will Person 2 claim any dependents on Person 2's tax
return? If yes, list names of dependents:

[J Yes [ No 3. Wil Person 2 be claimed as a dependent on someone’s
tax return? If yes, list the name of the tax filer.
How is Person 2 related to the tax filer?

[ Yes [1No IsPerson2pregnant? If yes, how many babies are expected

during this pregnancy? What is the due date?
[ Yes ] No Is Person 2 currently incarcerated?
[ Yes []No Is Person 2 currently assigned to a work release program?

If yes, what is the start date?

Does Person 2 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)
[] Yes. If yes, answer all the questions below. [l No. If no, skip to the income questions on page 5. Leave

the rest of this page blank.

Does Person 2 have a physical, mental, or emotional heaith condition that causes limitations in
activities (like bathing, dressing, daily chores, etc.) or live in a medical facility or nursing home?
Is Person 2 a U.S. citizen or U.S. national?

If Person 2 isn't a U.S. citizen or U.S. national, does Person 2 have eligible immigration status?
If yes, fill in thelr document type and ID number below.

Document type: Document ID number:

Has Person 2 lived In the U.S. since before August 22, 19967

ls Person 2 or their spouse or parent an honorably discharged veteran or an active-duty member in
the U.S. military?

Is Person 2 a resident of lowa?

Does Person 2 need help paying for medical bills from the last three calendar months? If you

answer yes and this person falls into a category that allows for retroactive approval, we will
determine if this person is eligible for coverage during those months.

Is Person 2 an adult wha is a main person taking care of a child under the age of 19 living in the
home?

Was Person 2 in foster care at age 18 or older?

If Person 2 is under age 19, do you want help with child support?

Please answer the following questions if Person 2 is 22 or younger:

[1Yes [J]No
[0 Yes [ No
[0 Yes [ No
[J Yes [ No
O Yes [ No
[1Yes [1No
[1Yes [ No
[]Yes [ No
0 ves [ No
[] Yes [ No
[JYes [ No
[ Yes [ No
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Did Person 2 have insurance through a job and lose it within the past three months?
If yes, end date: Reason insurance ended:

Is Person 2 a full-time student?
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The following ethnicity and race questions are optional. Check all that apply.

If Hispanic or Latino, ethnicity: Race:

] Mexican ] white ] Chinese [] Native Hawaiian

] Mexican American 1 Black or African [ Filipino [0 Guamanian or Chamorro
[ Chicano/a American [0 Japanese [] Samoan

[J Puerto Rican [] American Indian or [] Korean [J Other Pacific Islander
[0 Cuban Alaska Native [ Vietnamese [ Other:

[ Other: [0 Asian Indian [] Other Asian

Current Job and Income Information: You must tell us about the income of the people in your household. If
someone has more than one job, tell us about all jobs. If you leave a space blank, we will assume that you have no
income of this kind.

] Employed. If you're currently employed, tell us about your income. Start with Current Job 1.

[] Not employed. Skip to the Other Income This Month section.

[] self-employed. Skip to the Self-Employment section.

Current Job 1:

Employer name and address Employer phone number
Wages and tips (before taxes) [ ] Hourly [ ] Weekly [ ] Every 2 weeks | Average hours worked each
$ [] Twice a month Monthly Yearly month:

Current Job 2: If you have more jobs and need more space, attach another sheet of paper.

Employer name and address Employer phone number
Wages and tips (before taxes) ; Hourly 1 Weekly Every 2 weeks | Average hours worked each
$ [ Twice amonth [] Monthly [] Yearly month:

Will the amount of money from jobs stay about the same? [ Yes ] No

If no, explain;

In the past three months, did Person 2:
[C] Change jobs 1 Stop working ] Start working fewer hours [] None of these

Self-Employment: If self-employed, answer the following questions.
Type of work

How much net income (profits once business expenses are paid) will you get from this self-employment
this month?

will the amount of monthly income from self-employment stay about the same? 1 Yes [ No
If no, how much do you expect to average over a 12 month period? $

Other Income This Month: Check all that apply, and give the amount and how often you get it. NOTE: You don't
need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

] None How often? How often?

[J Unemployment $ [ Alimony received $
[ Pensions $ O Net farming/fishing $
] Social Security $ [0 Net rental/royalty $
] Retirement $ [0 Other income $
accounts Type
Will the amount of money from other income stay about the same? [ Yes [ No
If no, expiain:

Deductions: If Person 2 pays for certain things that can be deducted on a federal income tax return, check all that
apply and give the amount and how often Person 2 pays. This information can be found on the Adjusted Gross Income
section of Person 2's Federal 1040 form. NOTE: You shouldn't include a cost that you already considered in your answer
to net self-employment.

How often? How often?

[ Alimony paid $ [] Other deductions $

[] Studentloan b Type

interest
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Step 2. Person 3

Complete Step 2 for your spouse or partner and children who live with you and anyone on your same federal income tax
return if you file one. See Page 1 for more information about who to include. If you don't file a tax return, remember to stil
add family members who live with you.

First name, middle name, last name, and suffix Relationship to you?

Date of birth (mm/dd/yyyy) Social Security Number {SSN)

Sex: [] Male [ Female

We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you don't
want health coverage too since it can speed up the application process.

[} Yes [ No Does Person 3 live at the same address as you? If no, list address:

Does Person 3 plan to file a federal income tax return THIS YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)
[] Yes. If yes, please answer questions 1-3. [} No. i no, skip to question 3.

]Yes [ No 1. Wil Person 3 file jointly with a spouse?
if yes, name of spouse:

[1Yes [ No 5. Wil Person 3 claim any dependents on Person 3's tax
return? If yes, list names of dependents:
[1Yes [ No 3. Will Person 3 be claimed as a dependent on someone’s

tax return? If yes, list the name of the tax filer:

How is Person 3 related to the tax filer?

[ Yes [ No ls Person 3 pregnant? If yes, how many babies are expected
during this pregnancy? What is the due date?

[dYes U No Is Person 3 currently incarcerated?

[1Yes [ No Is Person 3 currently assigned to a work release program?
If yes, what is the start date?

Does Person 3 need health coverage?

(Even if they have insurance, there might be a program with better coverage or lower costs.)

[] Yes. i yes, answer all the questions below. 1 No. If no, skip to the income questions on page 7. Leave

the rest of this page blank.

[1Yes [ No Does Person 3 have a physical, mental, or emotional health condition that causes limitations in
activities (like bathing, dressing, daily chores, etc.) or live in a medical facility or nursing home?

[0 Yes L[] No Is Person 3 a U.S. citizen or U.S, national?

[0 Yes [ No If Person 3 isn’t a U.S. citizen or U.S. national, does Persorn 3 have eligible immigration status?
if yes, fill in their document type and ID number below.

Document type: Document ID number:
] Yes [ Neo ‘Has Person 3 lived in the U.S. since before August 22, 19967
[ Yes [ No ls Person 3 or their spouse or parent an honorably discharged veteran or an active-duty member in

the U.S. military?

[ Yes [ No Is Person 3 a resident of lowa?

[ ves [ No Does Person 3 need help paying for medical bills from the last three calendar months? if you
answer yes and this person falls into a category that allows for retroactive approval, we will
determine if this person is eligible for coverage during those months.

] Yes [ No is Person 3 an adult who is a main person taking care of a child under the age of 19 living in the
home?

[1Yes [ No Was Person 3 in foster care at age 18 or older?
[1Yes [dNo If Person 3 is under age 19, do you want help with child support?

Please answer the following questions if Person 3 is 22 or younger:
[]Yes [ No Did Person 3 have insurance through a job and lose it within the past three months?
If yes, end date: Reasoh insurance ended:

] Yes [ No Is Person 3 a full-time student?
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The following ethnicity and race questions are optional. Check all that apply.

If Hispanic or Latino, ethnicity: Race:

[0 Mexican O white [] Chinese [J Native Hawaiian

] Mexican American 1 Black or African [ Filipino [] Guamanian or Chamorro
O Chicanola American [] Japanese [l Samoan

[] Puerto Rican [] American indianor [] Korean ] Other Pacific islander
[} Cuban Alaska Native [ vietnamese [ Other:

[] Other: [] Asian Indian ] Other Asian

Current Job and Income Information: You must tell us about the income of the people in your household. if
semeone has more than one job, tell us about all jobs. If you leave a space blank, we will assume that you have no
income of this kind.

] Employed. If you're currently employed, teli us about your income. Start with Current Job 1.

[] Not employed. Skip to the Other Income This Month section.

[] Self-employed. Skip to the Self-Employment section.

Current Job 1:

Employer name and address Employer phone number
Wages and tips (before taxes) [ ] Hourly [ 1 Weekly [] Every 2 weeks | Average hours waorked esach
$ Twice amonth [ 1 Monthly [ ] Yearly month:

Current Job 2: If you have more jobs and need more space, attach another sheet of paper.

Employer name and address Employer phone number
Wages and tips (before taxes) [ ] Hourly [ ] Weekly Every 2 weeks | Average hours worked each
$ [] Twice a month Monthly [ ] Yearly month:

Will the amount of money from jobs stay about the same? [] Yes ] No

If no, explain:

In the past three months, did Person 3:
] Change jobs ] Stop working [ start working fewer hours [] None of these

Self-Employment: If self-employed, answer the following guestions.
Type of work

How much net income (profits once business expenses are paid) will you get from this self-employment
this month?

Will the amount of monthly income from self-employment stay about the same? O Yes [ No
If no, how much do you expect to average over a 12 month period? $

Other Income This Month: Check ali that apply, and give the amount and how often you get it. NOTE: You don't
need to tell us about child support, veteran's payment, or Supplemental Security Income (SSI).

] None How cften? How often?

[1 Unemployment $ [ Alimony received $
[] Pensions $ ] Net farmingffishing $
] Social Security $ [] Net rental/royalty $
[0 Retirement $ [0 Other income $
accounts Type
Will the amount of money from other income stay about the same? 1 Yes [ No
If no, explain:

Deductions: If Person 3 pays for certain things that can be deducted on a federal income fax return, check all that
apply and give the amount and how often Person 3 pays. This information can be found on the Adjusted Gross Income
section of Person 3’s Federal 1040 form. NOTE: You shouldnt include a cost that you already considered in your answer
to net self-employment.

How often? - How often?

] Alimeny paid $ [] Other deductions $

[] Student loan $ Type

interest
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Step 2. Person 4

Complete Step 2 for your spouse or partner and children who five with you and anyone on your same federal income tax
return if you file one. See Page 1 for more information about who to include. If you don't file a tax return, remember to siill
add family members who live with you.

First name, middle name, last name, and suffix Relaticnship to you?

Date of birth (mm/dd/yyyy) Social Security Number (SSN)

Sex: [] Male [] Female

We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you don’t
want health coverage too since it can speed up the application process.

[JYes [0 No Does Person 4 live at the same address as you? If no, list address:

Does Person 4 plan to file a federal income tax return THIS YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)
[] Yes. If yes, please answer questions 1-3. 3 No. If no, skip to question 3.

[0 Yes [ No 1. Will Person 4 file jointly with a spouse?
If yes, name of spouse:

[1vYes [ No 2. Will Person 4 claim any dependents on Person 4’s tax
return? If yes, list names of dependents:
] Yyes [ No 3. Will Person 4 be claimed as a dependent on someong’s

tax return? If yes, list the name of the {ax filer:

How is Person 4 related to the tax filer?

[l Yes [1No IsPerson4pregnant? If yes, how many babies are expected
during this pregnancy? What is the due date?

[] Yes [ No Is Person 4 currently incarcerated?

[dYes [ No is Person 4 currently assigned to a work release program?
If yes, what is the start date?

Does Person 4 need health coverage?

(Even if they have insurance, there might be a program with betier coverage or lower costs.)

] Yes. If yes, answer all the questions below. [J No. If no, skip to the income questions on page 9. Leave

the rest of this page blank,

[1Yes [ No Does Person 4 have a physical, mental, or emotional health condition that causes limitations in
activities (like bathing, dressing, daily chores, etc.) or Tive in a medical facility or nursing home?

[1Yes [ No Is Person 4 a U.S. citizen or U.S. national?

[]Yes [1No IfPerson4isn'taU.S. citizenorU.S. national, does Person 4 have eligible immigration status?
If yes, fill in their document type and 1D number below.

Document type: - Document iD number:

[ Yes [ No Has Person 4 lived in the U.S. since before August 22, 19967

[JYes [ No Is Person 4 or their spouse or parent an honorably discharged veteran or an active-duty member in
the U.S. military?

] Yes [ No ls Person 4 a resident of lowa?

[1Yes [ No Does Person 4 need help paying for medical bills from the last three calendar months? If you
answer yes and this person falls into a category that allows for retroactive approval, we will
determine if this person is eligible for coverage during those months.

[]Yes [ No Is Person 4 an adult who is a main person taking care of a child under the age of 19 living in the
home?

[1vYes [ No Was Person 4 in foster care at age 18 or older?

] Yes [J No If Person 4 is under age 19, do you want help with child support?

Please answer the following questions if Person 4 is 22 or younger:
[1Yes [ No DidPerson 4 have insurance through a job and lose it within the past three months?
If yes, end date: Reason insurance ended:

[1Yes [ No Is Person 4 a full-ime student?
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The following ethnicity and race questions are optional. Check all that apply.

If Hispanic or Latino, ethnicity: Race:

O Mexican [0 white ] Chinese ] Native Hawaiian

] Mexican American [ Black or African [ Filipino ] Guamanian or Chamorro
] Chicanofa American [] Japanese [0 samoan

[] Puerto Rican ] American indianor ] Korean ] Other Pacific Islander
[1 Cuban Alaska Native [ Vietnamese ] Other:

[] Other: [ Asian Indian [] Other Asian

Current Job and Income Information: You must tell us about the income of the people in your household. If
someone has more than one job, tell us about ali jobs. If you leave a space blank, we will assume that you have no
income of this kind.

] Employed. If you're currently employed, tell us about your income. Start with Current Job 1.

] Not employed. Skip to the Other Income This Month section.

[l Self-employed. Skip to the Self-Employment section.

Current Job 1:

Employer name and address Employer phone number
Wages and tips (before taxes} [ 1 Hourly 1 Weekiy ; Every 2 weeks | Average hours worked each
$ [] Twice amonth [ ] Monthly Yearly month:

Current Job 2: If you have more jobs and need more space, attach another sheet of paper.

Employer name and address Employer phone number
Wages and tips (before taxes) Hourly [ ] Weekly [ | Every 2 weeks | Average hours worked each
$ [] Twiceamonth [ 1 Monthly [] Yearly month:

Will the amount of money from jobs stay about the same? O Yes [ No

If no, explain:

In the past three months, did Person 4
1 Change jobs [0 stop working [ Start working fewer hours ] None of these

Self-Employment: If self-employed, answer the following guestions.
Type of work

How much net income {profits once business expenses are paid) will you get from this self-employment

this month?

Will the amount of monthly income from self-employment stay about the same? [ Yes [ No

If no, how much do you expect to average overa 12 month period? $

Other Income This Month: Check all that apply, and give the amount and how often you get it. NOTE: You don't
need to tell us about child support, veteran's payment, or Supplemental Security Income (SSI).

[0 None How often? How often?

[] Unemployment $ [ Alimony received 3
[} Pensions $ 0 Net farming/fishing $
[0 Social Security $ ] Net rental/royalty $
[ Retirement $ [ Other income 3
accounts Type
Will the amount of money from other income stay about the same? [ Yes [1 No
If no, explain:

Deductions: If Person 4 pays for certain things that can be deducted on a federal income tax return, check all that
apply and give the amount and how often Person 4 pays. This information can be found on the Adjusted Gross Income
section of Person 4’s Federal 1040 form. NOTE: You shouldr’t include a cost that you already considered in your answer
to net self-employment.

How often? How ofien?

[] Alimony paid $ [] Other deductions %

[ student loan $ Tvpe

interest

470-5170 {Rev. 3/20) Page 9 of 27




Step 2. Person §

Complete Step 2 for your spouse or partner and children who live with you and anyone on your same federal income tax
return if you file one. See Page 1 for more information about who to include. If you don’t file a tax return, remember fo still
add family members who live with you.

‘T:irst name, middle name, last name, and suffix Relationship to you?

Date of birth (mm/dd/yyyy) Social Security Number (SSN}

Sex: [ ] Male [] Female

We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you don't
want health coverage too since it can speed up the application process.

[ Yes [ No Does Person 5 live at the same address as you? If no, iist address:

Does Person 5 plan to file a federal income tax return THIS YEAR?
(You can stili apply for health insurance even if you don'i file a federal income tax return.)
[] Yes. If yes, please answer guestions 1-3. ] No. If no, skip to guestion 3.

[1Yes [ No 1. Will Person 5 file jointly with a spouse?
i yes, name of spouse:

[]yYes [1No 2 Will Person 5 claim any dependents on Person 5's tax
return? If yes, list names of dependents:
[ Yes O No 3. Will Person 5 be claimed as a dependent on someonga’s

tax return? If yes, list the name of the tax filer:
How is Person 5 related to the tax filer?

[dYes [ No is Person 5 pregnant? if yes, how many babies are expected
during this pregnancy? What is the due date?

[]Yes [0 No IsPerson5currently incarcerated?

[]Yes [ No IsPerson5currentlyassignedtoa work release program?
If yes, what is the start date?

Does Person 5 need health coverage?

(Even if they have insurance, there might be a program with better coverage or lower costs.)

[] Yes. If yes, answer all the questions below. ] No. If no, skip to the income questions on page 11. Leave

the rest of this page blank.

[]Yes [ No Does Person 5 have a physical, mental, or emotional health condition that causes limitations in
activities (like bathing, dressing, daily chores, etc.) or live in a medical facility or nursing home?

] Yes [ No ls Person 5 a U.S. citizen or U.S. national?

[1Yes [1No If Person 5 isn't a U.S. citizen or U.S. national, does Person 5 have eligible immigration status?
If yes, fill in their document type and ID number below.

Document type: Document 1D number:

O Yes [1 No Has Person 5 lived in the U.S. since before August 22, 19967

M Yes [ No Is Person 5 or their spouse or parent an honorably discharged veteran or an active-duty member in
the U.S. military?

[ Yes [ No Is Person 5 a resident of lowa?

[ yes [ No Does Person 5 need help paying for medical bills from the last three calendar months? If you
answer yes and this person falls into a category that allows for retroactive approval, we will
determine if this person is eligible for coverage during those months.

] Yes [ No Is Person 5 an adult who is a main person taking care of a child under the age of 19 living in the
home?

[] Yes [ No Was Person 5 in foster care at age 18 or older?
[1vYes [ No If Person 5 is under age 19, do you want help with child support?

Please answer the following questions Iif Person 5 is 22 or younger:

O Yes [1No Did Person 5 have insurance through a job and lose it within the past three months?
If yes, end date: Reason insurance ended:

[ Yes [ No Is Person 5 a full-time student?
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The following ethnicity and race gquestions are optional. Check all that apply.

If Hispanic or Latino, ethnicity: Race:

O Mexican ] White ] Chinese [] Native Hawaiian

] Mexican American [] Black or African [ Filipino [1 Guamanian or Chamorro
"] Chicano/a American [l Japanese ] samoan

] Puerto Rican [J American Indianor [] Korean [] Other Pacific Islander
[ Cuban Alaska Native ] Vietnamese 1 Other:

[ Other: [0 Asian Indian [] Other Asian

Current Job and Income Information: You must tell us about the income of the people in your household. If
someone has more than one job, tell us about all jobs. If you leave a space blank, we will assume that you have no
income of this kind.

] Employed. If you're currently employed, tell us about your income. Start with Current Job 1.

[ Not employed. Skip to the Other Income This Month section.

[] self-employed. Skip to the Self-Employment section.

Current Job 1:

Employer name and address Employer phone number
Wages and tips (before taxes) Hourly [ 1 Weekly L[] Every2weeks | Average hours worked each
$ Twice amonth [ ] Monthly [] Yearly month:

Current Job 2: If you have more jobs and need more space, attach another sheet of paper.

Employer name and address Employer phone number
Wages and tips (before taxes) ] Hourly | | Weekly [ ] Every 2 weeks | Average hours worked each
$ [ ] Twice amonth | | Monthly [ ] Yearly month:

Will the amount of money from jobs stay about the same? [ Yes ] No

If no, explain:

In the past three months, did Person &:
] Change jobs ] Stop working [ start working fewer hours [l None of these

Self-Employment: If self-employed, answer the following questions.
Type of work

How much net income (profits once business expenses are paid) will you get from this self-employment

this month?

Will the amount of monthly income from self-employment stay about the same? ] Yes [ No

if no, how much do you expect to average over a 12 month period? $

Other Income This Month: Check all that apply, and give the amount and how often you get it. NOTE: You don’t
need to tell us about child support, veteran’s payment, or Supplemental Security Income {SSI).

[ None How often? How often?
[} Unemployment [0 Alimony received

[] Pensions [0 Net farming/fishing

$ $
$ $
] Social Security $ [l Net rental/royalty $
[0 Retirement $ [0 other income $

accounts Type
Will the amount of money from other income stay about the same? [] Yes [ No
If no, explain:

Deductions: If Person 5 pays for certain things that can be deducted on a federal income tax return, check all that
apply and give the amount and how often Person 5 pays. This information can be found on the Adjusted Gross Income
section of Person 5's Federal 1040 form. NOTE: You shouldn’t include a cost that you atready considered in your answer
to net self-employment.

How often? How often?

[ Alimeony paid $ [ Other deductions $

("] Student loan $ Type

interest
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Step 3. American Indian or Alaska Native (Al/AN) Family Members

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or
urban Indian health programs. They also may not have to pay cost sharing and may get special monthly enroliment
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.

[] Yes [ No Areyouoris anyone in your family an American Indian or Alaska Native?
If yes, fill in the information below. If no, skip to Step 4.

Al/AN Person 1: Al/AN Person 2:

Name (first, middle, last) Name (first, middle, last)

Al/AN Person 1: Al/AN Person 2:
[JYes [ No Member of afederally recognized tribe? If yes, tribe name: [1Yes [ No

[1Yes [ No Has this person ever gotten a service from the Indian Health Service,a  [1 Yes [ No
tribal health program, or urban Indian health program or through a
referral from one of these programs?

[l Yes [ No Ino,is this person eligible to get any of these services? [1Yes []No

3 Certain money received may not be counted for Medicaid or the $

Children’s Health Insurance Program (CHIP). List any income (amotnt
and how often) reported on your application that includes money from
these sources:

How often? How often?

e Per capita payments from a tribe that come from natural resources,
usage rights, leases, or royaities.

» 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).

e Money from selling things that have cultural significance.
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Step 4. Your Family’s Health Coverage

Answer these questions for anyone who needs health coverage.

[]Yes [ No Isanyone enrolled in health coverage now from the following? If yes, check the type of
coverage and write the persons’ names next to the coverage they have.

] Medicaid

] CHIP

] Medicare

] TRICARE {Don'’t check if you
have direct care or Line of Duty)

[] VA heaith care programs

[[] Peace Corps

[] Employer Insurance
Name of health insurance

Policy number

Is this COBRA coverage? ] Yes [ No
Is this a retiree health plan? [J Yes [ No
[ Other

Name of health insurance

Policy number

s this a limited-benefit plan {like a school accident policy?} []Yes [1No

[ Yes [ No Hasanyone moved in or out of your home in the past three months?
If yes, answer the following questions.

Name

Date of birth (mm/dd/yyyy)

Social Security Number (SSN)

Relationship to you?

Date moved in?

Date moved out?

[] Yes [ No lsanyone listed on this application offerad health coverage from a job? Check yes even if the
coverage is from someone glse’s job, such as a parent ofr spouse.

If yes, answer the following question and the questions in Step 5.
If no, skip o Step 6.
[1Yes [ No Isthisastate employee benefit plan?
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Step 5. Health Coverage from Jobs

You don’t need to answer these guestions 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.

Employee Information. The employee needs to fill out this section.

Empioyee name (first, middle, last) Social security number

Employer information. Ask the employer for this information.

Employer name Employer identification number (EIN)

Employer address (the Marketplace will send notices to this address) | Employer phone number

City State ZIP code

Who can we contact about employee health coverage at this job?

Phone number (if difference from above) Email address

] Yes [ No Areyou currently eligible for coverage offered by this employer, or will you become eligible in
the next three months? If yes, fill out the information below. If no, skip to Step 6.

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.

Health Plan. Tell us about the health plan offered by this employer.

[J Yes [] No Doesthe employer offer a health plén that covers an employee’s spouse or dependent?
If yes, which people? [ 1 Spouse [] Dependents
[] Yes [ No Does the employeroffera health plan that meets the minimum value standard*?

For the lowest-cost plan that meets the minimum value standard* offered only to the
employee (don’t include family plans):

If the empioyer has wellness programs, provide the premium that the employee would pay if
the employee received the maximum discount for any tobacco cessation programs, and did
not receive any other discounts based on wellness programs.

How much would the empioyee have to pay in premiums for this plan? $

How often? [ ] Weekly ] Every two weeks [ Twice a month
] Once a month [] Quarterly [] Yearly

* An employer-sponsored health pian meets the “minimum value standard” if the plan’s share
of the tota! aliowed 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)

Employer Changes. 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 discount for
wellness programs.)

How much will the employee have to pay in premiums for that plan? _ $

How often? [ ] Weekly [ ] Every two weeks [} Twice a month [] Quartery [ Yearly
Date of change: :
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Step 6. Assistance with Completing this Application

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and act
for you on matters related to this application, including getting information about your application and signing
your application on your behalf. This person is called an "authorized representative.” If you ever need to
change your authorized representative, let us know. If you're a legally appointed representative for someone
on this application, submit proof with the application.

Name of authorized representative (first name, middie name, last name)

Address ‘ Apartment or suite number

City State ZIP code

Phone number

Organization name D number (if applicable)

By signing, you allow this person to sign your application, get official information about this application, and act
for you on all future matters with this agency.

NOTE: Your signature here does not complete the application. You must sign and date on page 16 to complete
this application.

Your signature Date (mm/dd/yyyy)

—_—— e —_ee—_—————————
For certified application counselors, navigators, agents, and brokers only.

Complete this section if you're a certified application counselor, navigator, agent, or broker filing out this
application for somebody else.

Application start date (mm/dd/yyyy)

First name, middle name, last name, and suffix

Organization name ID number (if applicable)

Step 7. Read and Sign this Application

Renewal of coverage in future years

To make it easier to determine eligibility for health coverage in future years, your income data, including
information from tax returns, can be verified electronically. You can also change your mind and not allow the
Department of Human Services to check this information.

Do you want this information to be verified in the future and used to automatically renew your eligibility?

[] Yes, renew my eligibility automatically.
How long? [ ] 5 years ] 4 years [1 3vyears 1 2vyears ] 1 year
[] No, don’t use my information from tax returns to renew my coverage.
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Estate Recovery

Federal law requires lowa to have an estaie recovery program. If you get Medicaid, you may be subject to
estate recovery. This means any Medicaid funds used to pay for your healthcare, including the monthly fee
paid to a Managed Care Organization (MCO), will need to be paid back from your estate after your death.
Estate recovery applies if you get Medicaid and are:

e Age 55 or older, or
e Are under age 55 and live in a medical facility and cannot reasonably be expected to return home.

For more information, call the lowa Medicaid Estate Recovery Program at 1-877-463-7887 or go online o
http:lidhs.iowa.qov/sites/defauit/ﬁIes/Comm123-@1’ (English) or
http:ffdhs.iowa,qov/sitesfdefau!t/ﬁEes/Comm1238.Ddf (Spanish).

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 have provided the information required in Step 6.

If | leave a question on this application blank, | am reporting that the question does not apply to me and all
persons listed on this application.

| agree to allow my information to be used and retrieved from data sources, including an asset verification
system database, for this application. | have consent for all people | will list on the application that allows their
information to be retrieved and used from data sources for this application.

| acknowledge that | have read and agree to the contents of Rights and Responsibilities, Comm. 233. Rights
and Responsibilities, Comm. 233 is pages 23 to 27 of this application.

By signing this application, I certify under penalty of perjury and false swearing that my answers are correct
and complete to the best of my knowledge, including information provided about the citizenship or alien stafus
for each household member applying for benefits. | know | may be subject to penalties under federal law if |
provide false or untrue information.

| declare under penalty of perjury under the laws of the United States of America that the information
contained in this statement of facts is true, correct, and complete.

Signature Date (mm/ddfyyyy)

Step 8. Mail the Completed Application

Mail your signed application to:

Imaging Center 4
PO Box 2027
Cedar Rapids, lowa 52406

If you want to register to vote, you can complete a voter registration form at:
http://sos.iowa.gov/elections/pdf/voteapp.pdf

470-5170 (Rev. 3/20) Page 16 of 27




Case Number:

Appendix A for Health Coverage

Department of
HUMAN SERVICES

Complete this section if you or someone in the household Is aged (65 and older), blind, or disabled.

Name of Person Requesting Services Marital Status Date of Birth Social Security Number

Please indicate if you or someone in the household is in need of any of the following coverage:

Help paying your facility costs (nursing facility, PMIC, skilled facility}

Services to remain in your home (HCBS waivers, PACE)

Assistance paying Medicare premiums

State Supplementary Assistance (residential care facility, in-home health-related care, dependent person)
Help paying for a hospital stay of 30 days or more.

Other

OoOoOooon

PLEASE PROVIDE VERIFICATION OF ALL ITEMS YOU MARK BEL.OW {copies, not originals)

1. Income — Tell us about any additional sources of income for each individual in your household, such as child
support, veteran’s payments, Black Lung, Railroad, Supplemental Security Income (88I), worker’s compensation,
interest, alimony, and dividends, etc.

Name of Person with Income Income Type Amount How often received?

2 Resources — Tell us about all resources for each individual in your household, including cash on-hand, checking
and savings accounts, social security debit card, stocks, bonds, mutual funds, annuities, safe deposit box, 401Ks,
IRAs, CDs, efc.

Name of Owner of Resource Resource Type Name/Location of Financial Institution Account Current Value
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3 Motor Vehicles — Tell us about all the vehicles owned for each individual in your household, even if the vehicle is

not in working condition.

Owner

Year/Make/Model Fair Market Value

Amount Owed

4.

Unmet Medical Expenses — Tell us about all medical expenses fo

reimbursed by a third party.

r each individual in your household not being

fName of Person with Unmet

Medical Expenses

Type of Medical Expense

Amount

How often incurred?

Tell us about all burial plots, burial or funeral funds, or burial contracts for each individual in your

5. Burial/Funeral -
household.
. How Many/
( Type Location For Whom Current Value

6. Life Insurance — Tell us about ali life insurance policies owned by each individual in your household.

-

Policy Owner

Company Name and Address

Policy #

Do you intend to use your life insurance for burial expenses? ] Yes ] No
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7. Property — Tell us about all property for each individual in your household including homestead (the home you live
in) and non-homestead (other property such as vacation home, rental home, vacant lots, buildings, etc.).

Property Owner Property Address Property Value
8. Do you or anyone in your household have a life estate? 1 Yes [ No
if yes, who:
9. Do you or anyone in your household have a trust? [J Yes L] No
if yes, who:
10. Have you or anyone in your household not accepted an inheritance in the past five L1 Yes 1 No
years?
If yes, who:
11. Have you or anyone in your household transferred, sold or given away resources for [J Yes LI No

less than their value in the past five years?

if yes, who/what:

Date this occurred:

12. Does anyone applying for benefits live in a medical institution (nursing facility, hospital, [1 Yes ] No
PMIC, etc.)?
If yes, who! Date of entry:
Name of facility: Phone:

13. Do you or anyone in your household receive Long-Term Care insurance? [1 Yes L1 No

Name of company.

14.  If you are currently living in a medical institution and own your home, do you intend to [ Yes 3 No
return home?

15. Does anyone who is applying have a pending application for Social Security Disability? L1 Yes L1 No

If yes, who:
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To speed up the processing of your application, you may provide verification of the following with your
application. If verification is not submitted with the application, you may receive a letter indicating what we
need before we can process your application.

For anyone who is applying and is not a U.S. citizen:

¢ [Immigration status
Proof can be an alien identification card (green card, 1-551, 1-94), visa, passport, or documents from
Immigration Services

Send verification for those individuals who are:

» Working
Pay stubs from the last 30 days or a written statement of earnings from your employer if you do not
have pay stubs.

s Self-employed
Most recent income tax returns and all related schedules or business records if taxes are not filed.

« Getting other income
(This includes child support, veteran's payments, Black Lung, Railroad, worker's compensation, interest
and dividends, cash received from friends or relatives, pension, etc.) A statement from the person or
company that issues the income, copy of checks (showing gross income amount), award letter, tax
forms, court order, or other documents from the last 30 days or most current received.

Send verification for anyone who is 19 or older for the last 90 days from the date you are completing the
application:

+ Bank accounts
Recent bank statements or written statement from bank showing current balance or value of accounts.

» Property
Property tax statement. Include documents showing amount owed against the property.

+ Burial/funeral contracts ‘
Burial contract and statement of goods and services from the company or funeral home that holds the
contract.

¢ Other resources
Includes stocks, bonds, mutual funds, annuities, safe deposit box, 401ks, IRAs, CDs, vehicles, etc.

« Life insurance policies
Face and cash value, bonds, annuities, trusts, stock ownership statements, or other documents
showing value of asset. Include documents showing current loan balance owed against the asset.

+» Unmet medical expenses
Billing statements, pharmacy statements. medical fransportation.

Send copies of proofs. Do not send original documents.
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lowa Department of Human Services

Addendum to Application and Review Forms for Release of Information

lOPTIONAL Release of Information J

Help Us Help You!

You do not have to sign this, but it will help us get information we need to help you,
without having to get your signature on specific requests.

You should know that:
e  We may need more information to decide if you can get assistance.

. If more information is needed from you, you will get a letter telling you what we need and
the date you must get it to us.

. You are responsible to get the information or to ask us for help to get it.

. If you do not give us the information or ask for help by the due date, your application may
be denied or your assistance may stop.

. We may be able to use the release below to get the information we need. But you still
have to provide information we request or ask us for help.

. We may attach a copy of this release to a form that asks other people or organizations
(like your employer) for specific information needed about you or others in your
household.

Print and sign your name below to give us permission to get needed information.

RELEASE OF INFORMATION

| hereby authorize any person or organization to give the lowa Department of Human
Services requested information about me or other members of my household.

A copy of this release is as valid as the original.
This release does not apply to protected health information.

This release is good for 12 months from the date signed.

Your Name (please print clearly) Other Adult Name (please print clearly)
Signature or Mark Signature or Mark
Date
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Deparfment of
HUMAN SERVICES

Please keep this page for your information.

Rights and Responsibilities

When you get Medicaid from the Department of Human Services (DHS), you have the following rights and
responsibilities.

Note: “Medicaid” on this form means any DHS medical assistance program including Medicaid, Healthy and
Well Kids in lowa {(Hawki), lowa Health and Wellness Program (IHAWP), State Supplementary Assistance
(SSA), and Refugee Medical Assistance (RMA).

What Are My Rights?

You have the right to:

e o o+ o+

+

Apply for any program.

File an application online, by phone, by mail, by fax, or in person at your county DHS office.
Have someone help you apply.

Have all of your questions answered.

Get information about the programs you applied for and any other DHS program that you may be
able to get.

Be sent a notice within 45 days of the day we get your application telling you if your application was
approved.

Have information about you and your family kept private as required by law.

Have your expenses used to figure your eligibility or the amount of assistance you get by reporting
your expenses, and giving proof if we ask you to. If you do not report or give proof of your expenses
when asked, you choose not fo claim the expense. You can report and give proof later to have an
expense used for future months.

Be treated equally without regard to race, color, national origin, sex, sexual orientation, gender
identity, religion, age, disability, political belief, or veteran status. If you feel we have discriminated
against or harassed you, send a letter detailing your complaint to: DHS, Office of Human Resources,
Hoover Building — 1st Floor, 1305 E. Walnut, Des Moines IA 50319-0114 or via email at
contactdhs@dhs.state.ia.us.

Appeal any decision you do not agree with by following the directions on the last page of this form.

What Are My Responsibilities?

+

You must tell us the truth.

e Section 1128B of the Social Security Act provides federal penalties for fraudulent acts and false
reporting in connection with Medicaid programs.

« Anyone who gets, tries fo get, or helps any other person get assistance to which they are not
entitled, is guilty of violating the laws of the State of lowa. This includes, but is not limited to,
lowa Code Chapters 249, 249A, 249N, and 5141,

s Giving wrong information on purpose may result in us taking criminal or civil legal action against
you.

o You will have to pay back any benefits paid in error for you or anyone you apply for. You may be
liable for the full amount of any payments made, including payments made to the health and
dental plan in which the person was enrolled.
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Please keep this page for your information.
¢ You must tell us within 10 days about any changes that may affect your eligibility. This includes
changes such as:
¢ Mailing or living address.

o Starting or stopping a job or any other income (including lump sum payments, past due child
support, inheritances, settlements, or cash medical support).

« Someone moving in or out of your home.
» Resources or assets, including getting an inheritance.

e Changes in any other health insurance coverage (including employer-sponsored insurance,
Medicare, etc.).

» Filing an insurance claim or getting an attorney to recover bills paid by Medicaid.

To report a change:
» Call 1-877-347-5678, or
»  Email MCustomerSC@dhs.state.ia.us, or
= Fax information to 1-877-238-0015.

+ You must apply for and accept any other benefits and medical assistance coverage that you may be
able to get.

+ You must give us information and give us proof when we ask for it.
+ You must fill out review forms when you are asked to.

+ You must cooperate with Quality Control (QC) and the Department of inspections and Appeals
(DIA). They may contact other people or organizations to get proof of your information. By signing
the application, you give permission to release confidential information to QC or DIA.

+ If any child applying for or receiving Medicaid has a parent living outside the home, you must
cooperate with the agency that collects medical support from an absent parent. If you think that
cooperating to get medical support will harm you or your children, you ¢an tell us and you may not
have to cooperate.

+ You must cooperate with the Health Insurance Premium Payment (HIPP) Program and enroil ina
health plan through your employer, if we ask you to. Visit
hitos://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp for explanation.

+ You must agree to assign medical payments from a third party to the Medicaid agency for yourself
and others who are eligible for Medicaid for whom you can legally assign benefits, cooperate in
getting medical payments from third parties, give the Medicaid agency rights to pursue and get
medical support from a spouse, and give the Medicaid agency rights fo pursue and get money from
other health insurance, legal settiements, or other third parties.

+ If you get money from another person or an insurance company to pay your medical bills, you must
give that money to DHS if Medicaid paid the bill. This will be used to repay bills that Medicaid paid
for you.

This permission ends when your Medicaid stops.
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Please keep this page for your information.

Other Things You Need to Know

+ DHS will provide documents or claim forms describing the services paid by Medicaid upon your
request or the request of an attorney acting on your behalf. Such documents may also be provided
to a third party, when necessary, to establish the extent of the DHS's claim for reimbursement.

+ If the State of lowa was made the remainder beneficiary on an annuity in order for you to qualify for
Medicaid payment of long-term care, the State of lowa will get any benefits remaining in the annuity,
up o the amount of the Medicaid benefits paid.

+ If you become enrolled in a managed health care plan, you consent to disclosure of medical
information, including any clinical mental health or substance abuse information, by your medical
providers to the PCP, other managed care providers, or to the authorized administrative body
contracted by the managed care provider to determine appropriateness, quality, or utilization of
services you received while enrolled in managed health care. A medical certification from the lowa
Medicaid Enterprise (IME) is needed for certain medical programs. Payments on any future unpaid
medical services will be paid directly to the doctors and medical suppliers under the Medicare
Insurance Program (Medicare Part B).

We Check What You Tell Us

The information you give us may be checked by federal, state, and local officials to make sure it is true.
Things we might check include any isted person’s: social security number, job and pay, bank account
amount, immigration or alien status, and amounts received from other sources like Social Security or
unemployment. If any information you give us is not correct, we may ask you to send us proof or we may
deny or cancel your benefits.

We may check records from other states to see if any person in your household can get benefits in lowa.
This may be because a person was disqualified from a program in another state.

As part of the eligibility determination process, we may need to retrieve your information from sources like
the Internal Revenue Service (IRS), Social Security Administration (SSA), the Department of Homeland
Security, Asset Verification System (AVS), and the state income and Eligibility Verification System. If
something you told us is different from what the computer systems tells us, we will check to find out what is
correct. We might check your information by contacting your employer, your bank, or other people. To do
this kind of checking with your employer, bank, or other people, we will ask you first. Such information may
affect your household’s eligibility and level of benefits.

The authorization to use AVS database is in effect for as long as the Department is determining eligibility,
the individual is a Medicaid recipient, or the applicant or recipient revokes the authorization. If refusal or
revocation of the authorization is submitted, the Department may, on that basis, determine the applicant or
recipient ineligible for medical assistance.

Information About Requiring a Social Security Number

We can give help only to people who give us their social security number (SSN) or proof of application from
the Social Security office, and we will deny assistance to the people for whom you do not give us a SSN.
There are some exceptions to this. Please ask us if you have questions.

You don’t have to give us the SSN for people in your household who you do not want help for, but you can
choose to give us their SSN to speed up processing your case. We will use any SSN given to us in the
same way we use the SSN of people getting assistance. As required by Section 1137(a)(1) of the Social
Security Act and 42 CFR 435.910, we use SSNs to check income/eligibility/payments, determine a person's

right to Medicaid, comply with federal law, and match records with other agencies.
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Please keep this page for your information.

Information About Immigration Status

You can apply for part of your household even if some members do not have lawful immigration status. For
example, parents who do not have lawful immigration status may apply for their children who are U.S.
citizens or qualified aliens. You may need fo give proof of immigration status or U.S. citizenship for each
person in your household for whom you apply.

When you tell us a person applying has eligible immigration status, that person’s immigration status is
checked with the Department of Homeland Security, and this will require submission of certain information
from your application or review form. Any information we get from the Department of Homeland Security
may affect your household’s eligibility and level of benefits. We will not contact the Department of Homeland
Security about people you do not apply for. However, we may use their income and assets to see if the rest
of the household can get help.

Information About Estate Recovery

Federal law requires lowa to have an estate recovery program. If you get Medicaid, you may be subject to
estate recovery. This means any Medicaid funds used to pay for your healthcare, including the monthly fee
paid to a Managed Care Organization (MCO), will need to be paid back from your estate after your death.
Estate recovery applies if you get Medicaid and are:

+ Age 55 or older, or
+ Are under age 55 and live in a medical facility and cannot reasonably be expected to return home.

For more information, call the lowa Medicaid Estate Recovery Program at 1-877-463-7887 or go online to:
http://dhs.iowa.gov/sites/default/files/Comm123.pdf (English) or
http://dhs.iowa.gov/sites/default/files/Comm123S.pdf (Spanish).

By signing an application/review form, you give your permission for DHS to share:
¢+ Your medical and other health care records with federal and state officials.

+ The status of your Medically Needy case, the amount of your spend down, and the bills used to
meet your spend down with the provider whose bills are being used.

+ The premium due date for Medicaid for Employed People with Disabilities (MEPD), IHAWP, DWP,
and Hawki with your medical provider.

+ The information on your application for Home- and Community-Based Services (HCBS) waivers with
the chosen case management agency or with the lowa Department of Public Health (IDPH) Brain
Injury Services Program manager (for HCBS brain injury waiver applications).

+ Thefiling date of your application with your nursing facility.

By signing an application/review form you:

+ Give permission for your medical provider to share your medical history with a PCP, other managed
care providers, or the authorized administrative body contracted by the managed care provider to
determine appropriateness, quality, or utilization of services you received while enrolled in managed
health care.

+ Give permission for your medical provider to share information with IME Medical Services Unit to
certify a medical need for certain medical assistance programs or services.
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Please keep this page for your information.

[nformation for those Applying for WIC or Maternal and Chiid Health Services

+ A declaration of income and persons in your family and living in your househoid is necessary to
ensure that federal and state funds are directed to those persons least able to secure services from
other sources.

+ The Maternal and Child Health Director of the lowa Department of Public Health, the WIC Director,
or their designees shall have access to all information available from records maintained by the
agency providing maternal health, child health, or WIC services.

Information for those Applying for Presumptive Medicaid Services

+ Your answers to some questions will not impact the presumptive Medicaid eligibility decision. These
answers are needed for DHS to make a decision for ongoing Medicaid only.

+ If you are only applying for presumptive Medicaid, not all of your information will be checked against
data in computer systems.

+ If you choose to have your application forwarded to DHS for an ongoing Medicaid determination,
DHS will verify income, citizenship, immigration status, identity, and other information as necessary.

+ Al presumptive Medicaid is granted on a daily basis and may be terminated on any given day,
without notice, once it is determined that the individual is no longer presumptively eligible.

+ Appeal hearings are not granted for presumptive Medicaid.

How to Appeal

You, or the person helping you, may request an appeal hearing if you do not agree with any action taken on
your case. You can appeal in person, by phone, or in writing. To appeal in writing do one of the following:

+ Fill out an appeal electronically at
hitps://secureapp.dhs. state.ia.us/dhs titan public/appeals/appealrequest, or
+ Write a letter telling us why you think a decision is wrong, or
+ Fill out an Appeal and Request for Hearing form. You can get this form at your county DHS office.

Send or take your appeal to the DHS, Appeals Section, 5th Floor, 1305 E Walnut Street, Des Moines, 1A
50319-0114. If you need help filing an appeal, ask your county DHS office. You can represent yourselff. Or,
you can have a friend, relative, lawyer, or someone else act on your behalf.

You may contact your county DHS office about legal services. You may have to pay for these legal
services. If you do, your payment will be based on your income. You may also call lowa Legal Aid at
1-800-532-1275. If you live in Polk County, call (515) 243-1193.
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lowa Department of Human Services

Financial Support Application

The Department of Human Services (DHS) has many programs that may help you and your

family. Please fill out this application so that we can help you find the programs that will meet
your needs.

Look at the programs listed below. Choose the programs you want to apply for and fill out those

sections of the application. Pages 1 and 2 are for you to keep for your records. Everyone
must fill out Part & {pink).

The Food Assistance Program, formerly known as Food Stamps, helps you buy food for good
health. You may be able to get Food Assistance by the 7th day after applying. This is called

Emergency Service. If you want to apply for Food Assistance, fill out Part A {pink}and Part B
{green).

The Family Investment Program (FIP) is also known as Temporary Assistance for Needy
Families (TANF). FIP provides temporary cash assistance to children and families. Refugees
who do not get FIP may get Refugee Cash Assistance. If you want to apply for FIP or Refugee
Cash Assistance, fill out Part A {pink} and Part C (purpie}.

Child Care Assistance helps pay for the care of your child while a parent or caretaker works or
attends school. It might also be used to care for children while a parent or caretaker is looking
for work or is unable to care for children because of medical reasons. If you want to apply for
Child Care Assistance, fill out Part A {pink) and Part D {blue}.
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How Do | Get Help? , e , a

You may apply for one or more programs listed on the previous page.

Step 1. Fill out an application.

Anyone may fill out an application. You may apply on a paper application or you can
apply online at www.oasis.iowa.gov. If you decide to apply using this form, answer as
many questions as you can. If you can’t fill out the whole application today, fill out
with at least your name, address, and signature and turn in Page 1. But, then
please fill out and turn in the rest of the application as soon as you can. If you
need help filling out an application, please ask for help at your local Department of
Human Services (DHS) office.

Step 2. Return the application to us.

You can take, fax or mail your application to a local DHS office. The date we get Page
1 with your name, address, and signature is your application date. This starts the
time we have to work on your application. It is also the date your Food
Assistance may start.

Step 3. Give us proof and come to an interview if asked.
You may be asked to show us proof:

« Of who you are and who the people are for whom you apply. Examples are a
driver's license, social security card, or alien documentation card.

e That you and the people for whom you apply are U.S. citizens or nationals.

« Of the money you have gotten in the last 30 days, such as check stubs, self-
employment records, or award letters.

« Of things you have, such as bank accounts, trust accounts, stocks, or bonds.

You may need to show us other proof. If you are not able to show us proof right away,
you will be given time to get the information. If you can't get proof, ask DHS to help you
get the information.

An interview will be set up for you, if necessary. You should come to your interview
even if you do not have all the proof we need. Interviews are not needed if you are
applying only for Child Care Assistance.

Information About immigration Status

You can apply for part of your household even if some members do not have lawful immigrant
status. For example, parents who do not have lawful immigrant status may apply for their
children who are U.S. citizens or qualified lawful immigrants. You need fo give proof of
immigration status or U.S. citizenship for each person in your household for whom you apply.

Your household’s alien status may be checked with the Citizenship and Immigration Service.
Any information we get from the Citizenship and Immigration Service may affect your
household’s benefits. We will not contact the Citizenship and Immigration Service about the
people you don't apply for. However, we may use their income and assets to see if the rest of
the household can get help.
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lowa Department of Human Services

Addendum to Application and Review Forms for Release of Information

| OPTIONAL Release of Information

Help Us Help You!

You do not have to sign this, but it will help us get information we need to help you,
without having to get your signature on specific requests.

You should know that:
¢ We may need more information to decide if you can get assistance.

e |f more information is needed from you, you will get a letter telling you what we need and
the date you must get it {o us.

e ' You are responsible to get the information or to ask us for help to get it.

e If you do not give us the information or ask for help by the due date, your application may
be denied or your assistance may stop.

e We may be able to use the release below to get the information we need. But you still
have to provide information we request or ask us for help.

¢ We may attach a copy of this release to a form that asks other people or organizations (like
your employer) for specific information needed about you or others in your household.

Print and sign your name below to give us permission to get needed information.

RELEASE OF INFORMATION

| hereby authorize any person or organization to give the lowa Department of Human
Services requested information about me or other members of my household.

A copy of this release is as valid as the original.
This release does not apply to protected health information.

This release is good for 12 months from the date signed.

Your Name (please print clearly) Other Adult Name (please print clearly)
Signature or Mark Signature or Mark
Date
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lowa Department of Human Services

Financial Support Application

Check the box next to the programs you want o apply for. You do not need to apply for programs
you already get.

] Food Assistance [] Family Investment Program [ 1 Chitd Care Assistance

Name Telephone Number is morning or afternoon the
( ) ' bast time to calf you?

Social Security Number Birth Date
Street Address City State Zip Code
Mailing Address (if different) City State Zip Code

| certify, under penalty of perjury, that:
e The answers | am about to give are correct and complete to the best of my knowledge.

« My answer about citizenship or alien status of each person applying for assistance is
correct.

Keep the cover page and Part E.

Your Signature or Mark Today's Date

Signature of Person, If Any, Who Helped Complete the Form Today's Date

Print Name of Person Who Helped Complete Form Phone Number

Mailing Address of Person Who Helped Complete Form City State Zip Code

If you need help filling out this form, call your local DHS office.
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Food Assistance in 7 days — Emergency Service

This is who can get Food Assistance in 7 days:

» Households with gross monthly income less than $150 and with assets, such as
cash or bank accounts, of $100 or less; or

+ Households with rent, morigage, and utilities that are more than the household’s
gross monthly income and assets; or

¢ Households with a migrant or seasonal farm worker and with assets of $100 or
less whose income is stopping or starting.

Food Assistance in 30 days

If you don’t get Emergency Service, you will get Food Assistance within 30 days if you are
eligible, or a letter telling you why, if you are not eligible.

All Other Programs

We will send you a letter within 30 days of the date we get your application telling you if you
will get help or not.

We use these terms in the application. This is what they mean.

Alien

EAC card

EBT card
Eligible
Household
PROMISE JOBS

Quality Control

Refugee

Special needs
for child care

470-0462 (Rev. 4/18)

A person who is not a U.S. citizen.

An elecﬁ'onic access card (Visa debit card) for getting your cash assistance.
A plastic swipe card that you use at the grocery store to buy food.

Meeting all of the program guidelines to get help from us.

A group of people who live together.

A work and fraining program for the Family Investment Program (FIP).

A DHS unit that might review your case to see if you are getting the correct
assistance. If your case is chosen, the Quality Control unit will contact you.

A person who enters the U.S. with a refugee status.

A child with a condition diagnosed by a professional that limits major life
activities.
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We can give help only to people who give us their social security number (SSN) or proof of
application from the Social Security office. You don’t have to give us the SSN for people in your
household who you do not want help for, but you can choose to give us their SSN. However,
we will use any SSN given fo us the same way we use the SSN of people getting assistance.

We will deny assistance to the people for whom you do not give us a SSN. There are some
exceptions to this. Please ask your worker.

We will not give any SSN to the Citizenship and Immigration Service.

List all the people who live in your home and mark the box yes or no if you are applying for that
person. If you choose no, you only need to list their name, relationship to you and their date of birth.

*Only required if applying for FIP.

We have to ask your ethnicity and race, but you don’t have to answer. The reason for the information
is to assure that program benefits are distributed without regard to race, color, or national origin. Your
answer won't affect how much you get or how soon. If you choose to answer, use the following
codes:

**Ethnicity ***Race (Choose all that apply)
H = Hispanic or Latino W = White | = American Indian or Alaskan Native
N = Not Hispanic or Latino B = Black or African American N = Native Hawaiian or other Pacific
A = Asian Islander
— — — T — —— :
Appl : . o , . ' Social s if
fg}r::?y Name Relat$nship glr’fih SE’;lr;th* : Gr_ade ' Security Ethﬁmty Rgfe : \({):’a?;ﬁn Alien,
“Yes/No | (First, MI, Last) to You . ae | sae Schogpr | Number esiNo | status
Self

Grandparents and others applying for children that are not your own:

If you are applying for FIP only for the children, answer the remaining questions only about the
children. If you are applying for Food Assistance, Child Care Assistance, or want FIP for yourself,
answer the questions about everyone in your home.
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List anyone in your home who is disabled:
List anyone age 18 or over who is in college or frade school:

List anyone getting benefits from another state:

Which state?

List anyone who is a boarder or striker:

Is anyone fleeing to avoid prosecution, custody, or jail for a felony crime?

[s anyone violating a condition of probation or parole?

Is anyone in or expecting to go to jail or prison?

Has anyone been disqualified from a food assistance program in any state for fraud

or a program violation?

[] Yes
[] Yes

[ ] Yes
[ ] Yes

[] No
[] No
] No
] No

To get the most help you can, tell us about your expenses.

List your share of any day care for a child or a disabled adult who lives with you:

Who gets care:

If anyone currently pays child support, give the following information:

Who pays:

$

per month

per month

You must tell us about all money the people in your household get. If you leave a space blank, we will take
that to mean there is no money of this kind. Please use an additional sheet of paper, if needed.

-

5

List all jobs the people in your household have.
L ST T T How Much s | Hov
;| this Person '

5 Regular Hours: ] Weekly
[T] Every 2 Weeks Weekly Amount
Overtime Hours: [] Twice a Month 3
[] Monthly
[] Other (explain) | L] No
$ Regular Hours: ] Weekly [ Yes,
[] Every 2 Weeks Woeekly Amount
Overtime Hours: [] Twice a Month 3
] Monthly [1 No
] Other {explain)
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Will the amount of money reported above from jobs stay about the same?

If no, explain:

[TYes [] No

Has anyone been hired for a job but not received a paycheck yet?

If yes, who?

Employer Name?

Has anyone reduced their work hours or ended a job in the last 30 days?

If yes, who?

Employer Name?

[]Yes [ No

... What Otrier Money Do People-

- Per Month?

Self-Employment or Odd Jobs

Unemployment Benefits or Worker's Compensation

Social Security or S8

Veterans Benefits, Pensions, or Retirement

Child Support or Alimony

Money from Friends or Relatives

Other: (including irregular or one time payments)

Explain:

Will the amotint of other money people in your household get stay about the same? [ ] Yes [ ]| No

If no, explain:

Does anyone have g car, truck, boat, camper, motorcycle, or other vehicle?

If yes, list make, model, year below.

[JYes [] No

List the total money anyone has in:

Checking/savings or other
bank/credit union accounts $

Cash

Stocks, bonds, savings certificates,

annuities, IRAs, Keogh, or other assets $

List anyone who:

Owns |land, buildings or houses other

than the house you live in:

Who?
Who?

Who?

Owns resources with someone who

does not live in your household:

Has a conservatorship or trust:

Has sold, traded or given away any

resources in the past three months:
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If you do not get Food Assistance and want to apply, answer the questions in this section.

List the people in your household who are not applying for Food Assistance:

Tell us who does not eat with you:

List anyone who has an lowa EBT card:

Is anyone a migrant or seasonal farm worker? [] Yes [ ] No

Have you or any member of your household been convicted, after September 22, 1996, of:

Buying or selling Food Assistance benefits over $5007? [] Yes [ ] No
Fraudulently receiving duplicate Food Assistance benefits in any state? [] Yes [] No
Trading Food Assistance benefits for drugs, guns, ammunition or explosives? [] Yes [] No

You can have someone fill out your application, answer questions for you, give information at your
interview, and buy food with an EBT card. If you choose to have someone help you, we will be able to
share information with this person. You don’t have to do this.

We will be able to share information with this person. Tell us about the person you want to help you.
Name Address Telephone Number

To get the most Food Assistance you can, please tell us about your bills.

Shelter and Utilities
How much is your share of the following expenses:

Rent: $ per month
Lot Rent: $ per month
Mortgage: $ per month

If you pay taxes or insurance separate from your mortgage, list amounts below:
Property Taxes: $ per
Homeowner's Insurance: $ per

Check the boxes next to the utility bills you have fo pay:
] Lights/Electricity [] Water and Sewage
[ Gas [] Garbage and Trash
[ ] Telephone [ | Extra charges from your landlord

[] Other, explain
[ ] Check here if any of the utility bills you have to pay are for heating or air conditioning.

[] Check here if you got energy assistance in the past year at your current address.
[ ] Check here if you are on low rent housing. If yes, what is your part of the rent? $
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Medical Expenses

Tell us the medical costs that are not paid by insurance for everyone who is disabled or over age
59. These could be doctor and hospital bills, medicine, transportation, health insurance premiums,
or other medical services.

Who pays: Amount per month: $

Help Paying Expenses
lf you get help W|th your expenses tell us:

If you do not get FIP or Refugee Cash Assistance and want to apply, answer the questions in this section.

List the people in your home who are not applying for FIP:

List anyone who has an lowa Electronic Access Card (EAC).

List anyone in your home who is pregnant:

List anyone who is in the military, a veteran, or a spouse of a veteran:

Does anyone expect to get a one-time payment such as an inheritance or ] Yes ] No
insurance seftlement or did anyone get one in the past 30 days?

Does anyone have life or death benefit insurance? [] Yes [ ] No

List anyone in your household who has received TANF or other cash
assistance benefits outside of lowa since January 1, 1997:

Where?
What months?

Child Support

Complete this section for each parent who does not live in the home with the children.

Nameand Address of .+
= Parent Not -
LIVJ in‘the Home

ounty Where ]

Name and address of employer of parent not in the home:

If ever married to this parent, list the date and place of marriage:
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if you do not get Child Care Assistance and want to apply, answer the questions in this section.

List the children in your home who need child care:

List any children who are identified as having special needs:

List the hours of work for the adults in your household.

Name of Person Name of Person

Working Working

Monday to Monday fo

Tuesday to Tuesday to

Wednesday to Wednesday to

Thursday fo Thursday to

Friday to Friday to

Saturday to Saturday o

Sunday : to Sunday to

Do you need child care while you attend school? L] Yes [ ] No

If yes, you will need to give us a copy of your class schedule.

Are you enrolled in graduate school? [ ] Yes ] No
Do you need child care for another reason, such as hospitalization or job search? [ ] Yes [1 No
If yes, explain:

List the name of the person or agency that will be caring for your children:

Provider Name Telephone Number
Street Address
City State Zip Code

Please answer the following questions about yourself and the other parent or caretaker if they are in
the home.

Are you, or the other parent in the home, on active duty in the military? [] Yes [[] No
In a national guard or reserve unit? ] Yes ] No
If yes, who?

Do any of the following living arrangements apply to your family?

Do you live in a: Motel, car or campsite? [] Yes [ ] No
Shelter or other temporary housing?
House or apartment, with friends or family members (shared housing)?

Assets are things like homes, cars, campers, stocks and bonds, or cash.
Do you have less than one million dollars in assets? [ ] Yes [ ] No
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| You Have the Right to Appeal 7 PartE |

You can appeal in person, by telephone or in writing for Food Assistance, Child Care Assistance, Family
tnvestment Program or Medicaid. You must appeal in writing for all other programs by doing one of the
following:

+ Complete an appeal electronically at hitps://dhssecure.dhs.state.ia.us/forms/, or
+ Write a letter telling us why you think a decision is wrong, or

+ Fill out an Appeal and Request for Hearing form. You can get this form at your county DHS
office.

Send or take your appeal to the Department of Human Services, Appeals Section, 5th Floor, 1305 E
Walnut Street, Des Moines, lowa 50319-0114. If you need help filing an appeal, ask your county DHS
office.

You can represent yourself. Or, you can have a friend, relative, lawyer, or someone else act on your
behalf.

You may contact your county DHS office about legal services. You may have fo pay for these legal
services. If you do, your payment will be based on your income, You may also call lowa Legal Aid at
(800) 532-1275. If you live in Polk County, call (515) 243-1193.

You Will Not Be Discriminated Against

It is the policy of the lowa Department of Human Services (DHS) to provide equal treatment in
employment and provision of services to applicants, employees and clients without regard to race, color,
national origin, sex, sexual orientation, gender identity, religion, age, disability, political belief or veteran
status.

If you feel DHS has discriminated against or harassed you, please send a letter detailing your complaint
to: lowa Department of Human Services, Hoover Building, 5th Floor — Policy Bureau, 1305 E Walnut, Des
Moines, |IA 50319-0114 or via email contacidhs@dhs.state.ia.us

Food Assistance

This institution is prohibited from discriminating on the basis of race, color, national origin, disability,
age, sex, and in some cases, religion or political beliefs.

The U.S. Department of Agriculture (USDA) also prohibits discrimination based on race, color,
national origin, sex, religious creed, disability, age, political beliefs or reprisal or retaliation for prior
civil rights activity in any program or activity conducted or funded by USDA.

Persons with disabilities who require alternative means of communication for program information
(e.g., Braille, large print, audiotape, American Sign Language, etc.), should contact the agency (state
or local) where they applied for benefits. Individuals who are deaf, hard of hearing or have speech
disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally,
program information may be made available in languages other than English.
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To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint
Form, (AD-3027), found online at: hitp://www.ascr.usda.gov/complaint filing cust.himl, and at any
USDA office, or write a letter addressed to USDA and provide in the letter all of the information
requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your
completed form or letter to USDA by:

Mail: U.8. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, DC 20250-9410; or

Fax: (202) 690-7442; or

Email: program.intske@usda.gov

For any other information dealing with Supplemental Nutrition Assistance Program (SNAP) (Food
Assistance in lowa) issues, persons should either contact the USDA SNAP Hotline Number at (800)
221-5689, which is also in Spanish, or call the State Information/Hotline Numbers found online at:
http:/’www.fns.usda.qov/snap/contact info/hotlines.him.

To file a complaint of discrimination regarding a program receiving Federal financial assistance
through the U.S. Department of Health and Human Services (HHS), write: HHS Director, Office for
Civil Rights, Room 515-F, 200 Independence Avenue, SW, Washington, DC 20201 or call

(202) 619-0403 (voice) or (800) 537-7697 (TTY).

This institution is an equal opportunity provider.

All Programs Part E

We Check What You Tell Us

The information you give us may be checked by federal, state, and local officials to make sure
it is true. Things we might check are any listed person’s: social security number, job and
pay, bank account amount, alien status, and amounts received from other sources like Social
Security or unemployment. If any information you give us is not correct, we may deny your
application.

We may check records from other states to see if any person in your household can get
benefits in lowa. This may be because a person was disqualified from a program in another
state.

We check and use computer systems like the state Income and Eligibility Verification System.
If something you told us is different from what the computer system tells us, we will check to
find out what is correct. We might check your information by contacting your employer, your
bank, or other people. To do this kind of checking with your employer, bank, or other people,
we will ask you first. Such information may affect your household’s eligibility and level of
benefits.

Things You Need to Know
DHS may give your answers to law enforcement officials to catch persons fleeing to avoid the faw.

The Quality Control unit or Investigations unit may review your case. They may contact other people
or organizations to get proof of your information. By signing this application, you give permission to
release confidential information to the Quality Control unit or Investigations unit. You must cooperate
with them to keep your benefits.

You will have to pay back any benefits you got or that was paid to a third party on your behalf for
which you were not eligible.
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Section 1128B of the Social Security Act provides federal penalties for fraudulent acts and false
reporting in connection with these programs.

Anyone who gets, tries to get, or helps any other person get assistance to which they are not
entitled, is guilty of violating the laws of the state of lowa. This includes, but is not limited to, lowa
Code Chapters 239B, 243, 249, and 249A.

Your expenses may be used to figure the amount of assistance you get. You may have expenses
included in your benefit calculation by reporting and giving proof of your expenses. If you do not
report or give proof of your expenses, you choose not to claim the expense. You can report and give
proof iater, and the expense can be used for future months.

Comm. 233 will be given to you at your interview. It will tell you about any additional rights and
responsibilities not covered with this application.

Food Assistance

Rules of the Food Assistance Program

Follow these rules:
* Don'’t hide or give wrong information on purpose to get Food Assistance benefits.
* Don’t use Food Assistance benefits to buy non-food items like alcohol or tobacco.
e Don’t trade, sell, or give away Food Assistance benefits.
¢ Don’t use someone else’s Food Assistance benefits for yourself.

* Don’t purchase a product with Food Assistance benefits, with a returnable container that
has a return deposit, with the intent of getting cash back when the empty container is
returned to the store.

¢ Don’t buy food on credit and attempt to pay for it with Food Assistanice.

e Don’t buy a product with Food Assistance benefits so you can get cash or something other
than eligible food by reselling that product.

e Don’t fail to report if your household goes over its income limit.

if you get Food Assistance, your worker will tell you what your household’s income limit is.
If your household’s income goes over your limit in any month you must tell us by the 10th
day of the next month. If you don't tell us on time, you might have to pay back the benefits.

Penalties of the Food Assistance Program

Anyone who breaks the above rules:

» May not get Food Assistance benefits for 1 year for the first time, 2 years for the
second time, and forever for the third time;

* May be fined up to $250,000 or jailed up to 20 years or both; and

¢ May be kept off Food Assistance for an additional 18 months, if court ordered.

If a court finds you guilty of buying, selling, or trading more than $500 in Food Assistance
benefits, you will lose benefits forever.
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If a court finds you guilty of trading Food Assistance benefits for firearms, ammunition, or
explosives, you will lose benefits forever.

If a court finds you guilty of trading Food Assistance benefits for controlled substances, you
will lose benefits for two years the first time and forever the second time.

You will not get Food Assistance for 10 years if you are found guilty of getting or trying to get
Food Assistance in more than one household at a time. This penalty happens if you give
wrong information about who you are or where you live.

Giving wrong information on purpose may result in us taking legal action against you, either
criminal or civil. It might also mean we reduce your benefits or take money back from you.

Things You Need to Know

Households eligible for Food Assistance may get a notice that they are eligible for the “Promoting
Awareness of the Benefits of a Healthy Marriage” program and a pamphlet listing those benefits. By
giving this information, DHS can use different rules that may help you get Food Assistance.

If you have a Food Assistance overpayment, DHS will give your answers to federal and state
agencies as well as private claims collection agencies, to collect the overpayment.

The Food Assistance office may contact other people or organizations to get proof of your
information.

By having signed this application, you agree that all members of your household will register for work
and follow all of the work and training rules.

The application filing date is different if your household is in an institution and applying for Food
Assistance and Supplemental Security Income at the same time. [n this case, the filing date is the
daie of release from the institution.

You may not be denied Food Assistance benefits just because you were denied benefits from other
programs. Food Assistance applications will not be delayed due to requirements of other programs
you may apply for.

The collection of information on the application, including the social security number of each
household member, is authorized under the Food and Nutrition Act of 2008 (formerly the Food
Stamp Act of 1977), as amended, 7 U.S.C. 2011-2036. The information will be used to determine
whether your household is eligible or continues to be eligible to participate in the Food Assistance
program. We will verify this information through computer matching programs. This information will
also be used to monitor compliance with program regulations and for program management.

Family Investment Program (FIP) or Refugee Cash Assistance

Things You Need to Know

Within 10 days of the date the change happens, you must tell DHS about changes, such as:

¢ Income, when it starts or stops, including getting an inheritance or a one-time payment of
past due child support

¢ Resources or assets

¢ Someone moving in or out of your home
e Mailing or living address

¢ Receipt of a SSN

¢ Change of school attendance of a child
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If your application for FIP or Refugee Cash Assistance is approved, your Food Assistance may go
down or stop.

If you are approved for FIP, you will be registered with the PROMISE JORS program. You agree
that all members of your household who must cooperate with PROMISE JOBS will do so. Talk with
your worker if you feel you have a reason not to cooperate.

If you choose not to take part in PROMISE JOBS, your FIP benefits will be limited.

While you get FIP, you give up your rights to child support for the months you are on FIP. The state
of lowa will keep your child support to pay back the money you get from FIP.

Using Your FIP/RCA Electronic Access Card (EAC) or Your Debit Card to Access FIP/RCA Funds
from Your Personal Bank Account
You cannot access your cash benefits with your EAC or personal debit card at a:
¢ Liguor store or any place that mainly sells liquor,
¢ Casino or other gambling or gaming establishment, or
* Business which provides adult-oriented entertainment in which performers disrobe or
perform in an unclothed state (such as a strip club).
This includes these types of businesses located in lowa, on tribal land, or in any other state.
If DHS determines that you have accessed your cash benefits with your EAC or personal debit card
at one of the above places you:
¢ Wil have committed fraud,

¢ Have to repay the amount of cash accessed at the location, as well as any access fees,
and

¢ Your family will not get cash benefits for three months with the first misuse and six months
for each additional misuse.

By having signed this application, you agree that no member of your household will use the EAC or
your personal debit card to access FIP/RCA funds at prohibited locations.

Penalty for Getting FIP in More Than One State

You will not get FIP for 10 years if you are found guilty of getting or trying to get FIP in more than one
state at a time. This penalty happens if you give wrong information about where you live.

Child Care Assistance (CCA) 7 Part E

Things You Need to Know

Within 10 days of the date the change happens, you must tell DHS about changes, such as:
¢ |ncome, including a change in your hourly rate and when income starts or stops
+  Work hours
+ Mailing or living address
» (Class schedule
s Someone maving in or out of the house
e (Change in child care provider
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Family Interaction Observation Checklist

Ease Information
Child(ren) Name(s):
Parent/Caregiver Name: Parent/Caregiver/N on-Custodial Name(s):
Date and Time of Interaction: On time/Late to Interaction:

Place/Location of Interaction:

Participants in Interaction:

L i

The elements to explote in assessing safety include three basic constructs: threats of maltreatment, child vulnerability,

and caretaker’s protective capacities.
+ Threats of Maltreatment means the a ggravating factors that combine to produce & potentiatly dangerous
situation.
« Child Vulnerability means the degree that a child cannot on the child’s own avoid, negate or minimize the
impact of present ot impending danger.

o Present Danger means immediate, significant, and clearly observed maltreatment which is occurring
to a child in the present or there is an immediate threat of maltreatment requiring immediate action to
protect the child.

o Impending Danger means a foresecable state of danger in which family behaviors, attitudes, motives,
emotions, or the child’s physical environment poses a threat of maltreatment.

» Protective Capacities means family strengths or resources that reduce, control, and/or prevent threats of

maltreatment.

Safety: (refer to the safety concerns identified on the Family Interaction Plan and document here)

Goals of Family Interaction

What are the identified goals outlined in the Family Interaction Plan?

2.
3
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Family Interaction Observation Checklist

In responding to the questions below, attend to cultural and developmentally appropriate behaviors or
Tesponscs.

Children’s Behavior (things to consider when asséssing progress relating to identified goals). When observing
multiple children, address strengths and needs for the specific child under the “other” section.

How did the child(ren) respond when seeing parent? Check specific behaviors by checking appropriate
box(es): :

[ ] Ran to greet parent [T] Able to make eye contact with parent
[] Hugged parent [] Accepted physical contact with parent
[} Engaged with parent rather than toy or other object [] Other (explain):

[[] NA (i.e. infant)

Was the childiren)’s affect during the interaction age appropriate? Check specific behaviors by
marking appropriate box(es): Check yes or no by marking appropriate box(es):

Seemed at ease with the parent []Yes [ ] No []NA
Gave parent a lot of eye contact ] Yes [] No [] NA
Appeared to seek approval of parent ] Yes [] No [] NA
Easily startled by parents actions/language []Yes [ ] No []NA
Able to be comforted by parent when upset [1Yes []No []NA
Initiated & responded to physical contact [J Yes ] No [ NA
Initiated conversation with parents []vYes [JNo []NA

] Other (explain):

The child demonstrated healthy connection with the pareni(s) in the following ways. Check yes or no by
marking appropriate box(es):

Looked to parent for nurturing (1 Yes [] No [[] NA
Looked to parent for comfort when upset [1 Yes [ No [ ]NA
Calmed by parent when upset [1Yes []No [L1NA
Upset if parent left the room [T Yes ] No ] NA
Calmed down when parent returned [T Yes [J No ] NA
Smiling, cooing (infant) [J Yes [ ] No ] NA

[] Other (explain):

Was the child(ren)’s affect after the interaction age appropriate? Check yes or no by marking
appropriate box(es):

Sad interaction ended [J Yes [ No [] NA
Child was receptive to parents prompt in ending interaction [_] Yes [_] No [] NA
[] Other (explain):

Parent’s Behavior (things to consider when assessing progress relating to identified goals). When observing
both parents, address sirengths and nceds for the specific parent under the “other” section.

Was the parent prepared to parficipate in the interaction? Check yes or no by marking appropriate box(es):

Parent was alert D Yes D No [] NA
Did not appear under the influence [} Yes [] No []NA
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Home is safe for interactions ] Yes [] No
Planned for interaction regarding meals/ sacks/activities ] Yes [ ] No
Did not rely on others to bring supplies for interaction ] Yes [] No
Focused conversation with children rather than adults [] Yes [] Neo

[] Other (explain):

What was the parent’s initial reaction/interaction with the child(ren)? Check yes or ne by marking

appropriate box(es):

Acknowledged child(ren) verbally or physically [ Yes [] No
Asked how the child(ren) were and what been up to T[] Yes [1No
[] Other (explain):

Did the parent demonstrate accurate knowledge of child(ren)’s development? Check yes or no

appropriate box(es):

Set rules for the child(ren) during the interaction [ Yes ] No
Redirected child(ren)’s behaviors as necessary ] Yes ] No
Set limits based on age/ability of child(ren) [ Yes [] Ne
Child(ren) responded well to the activity ] Yes [ ] No

[] Other (explain):

Was the parent actively engaged in the interaction? Check yesor no by marking app

Focused on child and activity throughout interaction [ Yes [1No
Focused on engaging in age appropriate conversation [ Yes ] No
Initiated and engaged in play with the child(ren) [] Yes ] No

[} Other (explain):

Family Interaction Observation Checklist

] NA
] NA
] NA
] NA

[] NA
] NA

OO0k
z2 222
N

] NA
[ NA
] NA

by marking

ropriate box(es):

The parent demonstrated healthy connection with the child(ren) in the following ways. Check yes or no by

marking appropriate box(es):

Responded to cues the child(ren) were hungry/tired/upset ] Yes ] No

Appropriately comfiorted child{ren} when upset ] Yes ] No
Smiled at child(ren) during interaction ] Yes ] No
Actively responded to child(ren)’s questions or requests/needslj Yes ] No
Talked with the child(ren) during interaction [] Yes [] No
Praised or made positive comments to the child(ren) [] Yes ] No

Refrained from making negative comments o the child(ren) ] Yes [ No
[] Other (explain):

How did the parent promote healthy separation at the end of the interaction? Check yes or no by marking

appropriate box(es): -

Sad interaction ended but was appropriate with child(ren) ] Yes [ ] No
Gave child(ren) prompts that intcraction was ending ] Yes [ ] No
Gave child(ren) emotional support without prompting ] Yes [] No
] Other (explain):

Did the parent(s) stay for the entire inferaction? [ Yes ] No
If no, explain why not?:

Family Interaction Observation Checklist (Revised - April 2017}

] NA
] NA
] NA
[ NA
[ NA
] NA
1 NA

1 NA
] NA
] NA
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Family Interaction Observation Checklist |

Summary: (document any mitigating factors impacting interactions either positively or negatively)

PROGRESS OBSERVED: L

SAFETY CONCERNS; " .

ACTION STEPS:

Completed by:
Date:
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lowa Department of Human Sewices

Physical Record

Child's Name

Date of Birth

Sex Place of Birth
FAMILY DISEASES (Check 6nly those applicable}
U Heart problems O Mental retardation U Diabetes
Ll Venereal O Epilepsy L Cancer
I Mental illness 1 Alcoholic

Other diseases

PREVIOUS DISEASES OF THIS CHILD (Check only those applicable and list approximate dates for
previous disease.)
STATE SOURGE OF ABOVE INFORMATION — ATTACH RECORD OF IMMUNIZATIONS AND BOOSTERS.

1 Chickenpox I Whooping cough J Tuberculosis

U Influenza L) Tonsillitis O Sexually transmitted disease
O Measles [ Operations 0 Seizures

O Mumps O Meningitis O Other

O Scarlet fever 0] Rheumatic fever

O Arthritis U Pneumonia

QO Injuries

CHRONIC ILLNESS OF THIS CHILD {List of medications prescribed to treat chronic conditions)

Bedwetting (after 8 years old)

Chronic ear problem

Allergies

Mainutrition

Constipation

QOther chronic ilinesses

PHYSICAL EXAMINATION {Please write recommendation on other side}

Date B/P Pulse Nasal passages
Height Weight Teeth
Normal height AC Under W Tonsils
General development Gléﬂds
Posturé defects Heart
Orthopedic defects Lungs

| Hemoglobin or hematocrit Skin and scalp
Eyes Abdomen
Vision-Snellen test R-20 L-20 Genitalia
Ears — (drums) ‘ Neurological
Hearing fest— Rt L Remarks
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Test

For Diagnosis

Date Taken

Result .

Sickle cell

Serology

Lead poisoning

Wasserman

Vaginal smear

Tuberculin test

Urinalysis

Initial examination by doctor

Specific gravity

Albumen

Sugar

PRELIMINARY DIAGNOSIS AND RECOMMENDATIONS

Microscopic

Date completed

Signed doctor

Date

CORRECTIVE WORK DONE

Date

Diagnosis

Treatment Given

By Whom

Do you recommend further assessment or evaluation? [ No

What do you recommend to be further evaluated?

Do you have concermns about the child’s dental health? [ No

Do you recommend further assessment or evaluation? L1 No

What do you recornmend 1o be further evaluated?

MENTAL HEALTH

Do you have concerns about the child’'s mental health needs related to emations, behaviors, developmental,
education, substance abuse, or family situation?

I} Yes
d Yes

_.DENTAL HEALTH

O Yes
Tl Yes

Physician Name

Telephone

¢

Street -

City

State

Zip Code
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lowa Department of Human Services

Notice to Relatives Worksheet

Effective July 1, 2009, as a result of Section 471 (a) of the federal Social Security Act, the lowa Legislature
enacted Senate File 152. This law mandates the lowa Department of Human Services to notify the child’s
grandparents, aunts and uncies, aduit siblings, and adult relatives suggested by the parent within 30
days of when a child is removed from the parents’ custody. You are requested to provide the Department
information about these relatives so they can be considered for placement of the child or can be used as an

informal support for the child.

Child’s name

Mother Father

Name Relationship Telephone
Street’/PO box | City State ZIp
I want this person to be considered for placement of mychild [ ] Yes [] No

I want this person to be involved in planning with my family []Yes [ No

Name ' Relationship Telephone
Street/PO box City State ZIP
| want this person to be considered for placement of my child [ ] Yés [ ] No

I want this person to be involved in planning with my family [1Yes [J No

Name Relationship Telephone
Street/PO hox City State ZIP
| want this person to be considered for placement of my child [ ] Yes ] No

I' want this person to be involved in planning with my family L lYes [J No

Name Relationship Telephone
Street/PO box City State ZIP
| want this person to be considered for placement of my child [ ] Yes ] No

{ want this person to be invoived in planning with my family [1Yes [ No

Name Relationship Telephone
Street/PO box City State ZIP
| want this person to be considered for placementofmychild [ Yes [] No

| want this person to be involved in planning with my family T1Yes [ No
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Néme Relationship Telephone
Street/PO box City State ZfP
| want this person to be considered for placement of my child ] Yes  [] No
| want this person to be involved in planning with my family [] Yes [ No
Name Relationship Telephone

| Strest/PO box City State ZIP
| want this person to be considered for placement of my child [ Yes [ No
| want this person to be invoived in planning with my family [1Yes [ No
Name Relationship Telephone
Street/PO box City State ZIP
| want this person to be considered for placement of my child ] Yes [ ] No
I want this person to be involved in planning with my family [J Yes [ No
Name Relationship Telephone
Sireet/PO box City State ZiP
| want this person to be considered for placement of my child ] Yes [ No
| want this person to be involved in planning with my family 1 Yes [ No
Name Relationship Telephone
Street/PO box City State ZIP
| want this person to be considered for placement of my child ] Yes [ No
| want this person to be involved in planning with my family [1Yes [ No
Name Relationship Telephone
Street/PO box City State | ZIP
| want this person to be considered for placement of my child  [] Yes [ No
| want this person to be involved in planning with my family ] Yes [ No
Signature Date
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FAMILIES HELPING FAMILIES

= OF IOWA, INC. =

v
1
Programs

Families Helping Families of Iowa is proud to offer support programs to help families

and children in foster care throughout the state of lowa. Our support programs are utilized by
thousands of families across the state each year, from preparing students for school through
tutoring and activity scholarships to providing clothing options for foster families in need.

You can help make a difference, too, by volunteering or making a donation to Families Helping
Families.

Clothing Claset

With generous donations from sponsors and the community, Families Helping Families offers
new and gently used clothing, infant supplies and hygiene items suitable for children aged
newborn to 18 years old. Our Clothing Closet is located in the lower level of our Families
Helping Families office and is staffed by volunteers.

Haircuts for Kids

We support the confidence every child and student needs while going to school, which is why we
offer a Haircuis for Kids program. Eligible students in foster care can receive two
complimentary vouchers for haircuts per year, as well as a one the Back to School Rally. These
haircuts are provided by professional hairdressers at local salons.

Scthool Supplies

To ensure children are prepared for school, Families Helping Families offers a School Supnlies
Cinsel, along with an annual Back to School Rally each August. Each year, backpacks are filled
with new supplies and a voucher for a free haircut. We also fill extra backpacks to ensure
children entering foster care during the school year have the materials they need. Local
businesses and organizations graciously support our effort with their own school supplies drives.
The school supplies closet is available at our office throughout the year.

Senior Pictures

Every high school senior wants to feel good about his or her legacy in the school yearbook. At-
Families Helping Families of Towa, we support that goal with a complimentary one-hour
photography session for professionally-taken senior pictures through our Senior Pictures
[2rogram. Foster parents and guardians receive electronic copies of the final photos, so you can
print them at your leisure,




Spread Your Wings Program

The Spread Your Wings Program helps children in foster care, relative, or other approved
placement gain confidence by offering extracurricular activity scholarships of interest including
art, music, sports and more. We have funded hundreds of children with these opportunities by
providing financial assistance for program fees, equipment, uniforms and more.

Our Spread Your Wings Program also provides tutoring opportunities for students throughout the
area, giving children at least a three-month-long tutoring program to help sustain confidence and ‘
abilities throughout the school year.

Shoe Voucher Program

Through a collaboration with the Kiwanis Club of Cedar Rapids, each child placed in foster care,
relative, or other approved placement is eligible to receive one shoe voucher per year valued at
$50. The vouchers are redeemable at any Kohl’s Department Store, through our $hoe Voucher
Program. Thanks to fands received from the Kiwanis Club, private donations, and grants, we
can offer more than 1,000 pairs of shoes for children throughout lowa.
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FOURMOAKS

Foster &3 Adoptive
Family Connections

What is Kinship Care?

Grandparents, older siblings or other

people close to a child can sometimes find
themselves serving as a caregiver for a child
whose parents are unable to care for them.

K i
Four Oaks Foster & Adoptive Family
Connections is contracted by the lowa

This is called “kinship care.” Sometimes, it is Department of Human Services to recruit,
an informal, private arrangement between train, license and support lowa'’s foster
the relative caregivers and the parents. and adoptive families, including those
Other times, the Department of Human providing kinship care. We are here to
Services is involved. help and support you along the way!

Benefits

Whether you're licensed as a foster care parent or not, you are invited to take advantage
of support groups and training opportunities at no charge. Additional benefifs for licensed
kinship providers include:

*  Monthly reimbursement for care
* An ongoing support worker

Licensing Process

It usually takes about six fo nine months to complete the licensing process. You'll need fo fill
out an inquiry form, attend an information session, complete fingerprint and background
checks, attend a ten-week series of training classes and complete a home siudy before
DHS makes a decision on your approval or licensure.

Want more information?
Contact the Cedar Rapids Service Ared
844-380-2534 familyconnections-crsa@fouroaks.org l

FOURMOAKS

Visit iowafosterandadoption.org
and the Four Oaks Family Connections Foster & Adoptive

Familv Connections

Facebook page




Glossary of Terms

Adjudication: A court hearing at which the court determines whether the Child in Need of Assistance allegations are
true. The judge will decide whether the case may he dismissed or remain involved with court, and whether the child will
he removed from the home.

Adoption: The legal process through which the court gives exclusive rights to be the child’s legal parent to an adult other
than the child’s biological parents.

Appeal: A request to the Supreme Court or Court of Appeals to review and change the decision of a lower court.
Assessment: An assessment is required when there has been a report of child abuse or neglect. The assessment includes
the nature, extent, and cause of the child’s injuries, and identifies who is responsible for the injuries. Goals of the
assessment are 1) to protect the child, and 2) engage the family in services to increase their strengths and to address
their needs so they can provide for the safety of their child.

Attorney/ Attorney at Law: Also called a lawyer, this person is licensed in the state of lowa to practice law, including
representing persons who become involved in the court system.

Case Manager: Also called a social worker, the case manager works for the lowa Department of Human Services. The
Case Manager works with the family to develop a case permanency plan.

Case Permanency Plan: The plan that is developed with the child’s parents, which includes clear requirements and
services for safe return of the child.

Central Registry: The Child Abuse Information Registry contains reports found to be true of abuse, neglect or child
endangerment. The information is sealed after 10 years, and erased 8 years later.

Child Abuse: Any non-accidental injury to the child caused by the acts of a caretaker or failure to prevent harm by a
caretaker.

Child Protective Worker: Child Protection Worker or Assessment Worker, this worker does an assessment of the family
and the incident, when a child abuse report is filed.

CINA- The process for determining, through the courts, whether a child has been the victim of abuse or is in need of the
court’s help; and if so, how the state should protect the child.

Child in Need of Assistance: The court can find that a child is in need of assistance (CINA), if a child:

A. has no caretaker or has been abandoned or deserted.

B. is or has been physically, sexually or emotionally abused.

C. is or has been neglected or denied medical, psychiatric or substance abuse treatment to drugs.

D. is or has been sexually exploited or encouraged to commit delinquent acts or exposed to drugs.

E. is unsupervised or has parents who are unable to care for the child.

F. wishes to be removed from their parents or has parents who no longer wish to care for them for good cause.

Court Appointed Special Advocate (CASA}): a volunteer appointed by the Court to represent the best interest of the
child and to report directly to the court.

Court order: Legal document reporting what happened at the hearing and tells the judge’s findings.

Custody: With whom the court says a child must live,

Denial of Critical Care: When a child is denied adequate food, shelter, clothing or other care necessary to the child’s
health and welfare. _

Disposition: A court hearing to determine what should be done for the child and family. The court may postpone a
decision, allow the parents to keep custody, transfer custody to another adult, place the child somewhere other than
their family home.

Findings: “Findings of fact” are what the court believes are the facts of the case based on the evidence presented.
“Conclusions of law” are the court’s findings on whether the factual findings meet the legal requirements of the case.
Guardian: Person who has the legal right to make the important decisions in a child’s life.

Guardian ad Litem (GAL): The guardian ad Litem is usually a lawyer. The Guardian ad Litem and lawyer for the child can
be the same person or two separate attorneys. Their duties are outlined in the law. The court appoints a Guardian ad
Litem for a child in any case involving child abuse.

Hearing: Formal court meeting to determine facts of case and to finalize case plan.

Judge: Person who hears the case and makes final decision regarding the case.




Lack of supervision: Failing to supervise the child to the extent that there is a danger of the child suffering significant
harm, injury, or death.

Lawyer: Also called an attorney, this person is licensed in the state of lowa to practice law, including representing
persons who become involved in the court system.

Modification: A hearing to decide if the court should change a court order for a good reason.

Permanency: When the child is returned home, adopted, or placed in the custody or guardianship of a caretaker other
than DHS.

Petition: Formal written application to the court requesting judicial action.

Removal: When the court determines a child is at risk of harm if left in the home and orders that the child be placed in
ancther home or institution.

Review hearings: The court must review the cases of all children in placement after six months and at least every 12
months after that.

Service Plan: A documents goals and the objectives with concrete strategies to address the needs and issues identified
within the Child Protective Assessment summary (sent with the referral by DHS) or CPS, CINA Assessment Summary and
assessment tools {sent with the referral by DHS).

Service Provider: Agencies, individuals and organizations who contract with DHS to provide treatment or supervision
services for families involved with the DHS.

Social Worker: Sometimes called a Case Manager, the Social Worker is an employee of the lowa Department of Human
Services. The Case Manager works with the family to develop a case permanency plan. Others who may be called Social
Worker provide treatment services to the child or their families. They may also be known as therapist, case aide, or
private provider,

Termination: Now called termination of the parent-child legal relationship, the court takes away all of the parents’ rights
and the child is eligible for adoption.
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Wha is the -
Family lnvastmaentFrogram?

The Famlly Investment Program (£IP) provides
temporary cash assisiance to fami
The goal of FIP Is to help you leave poverty and
kecoma salf-supporting.

FIP is avallable to one-parent and fwo-parent
famtlies and to retatives caring for children whose
parents are not in the home. FIP paymants are
based on the size of your family and your fami
income.

ls thare:a time finit for FIP?

Federal law limits how long you can gel FIP to 2
total of BO months (five years). Months you gel F
of cash assistance in anolher state count toward
the BmH.

Months are not counted for:
+ Persons an 551
» Caratakers who don't get FIP far themselves,

5 with children.

A hardship exemption can last up to six months. To
get an exernption you must:

Fill out a form called "Request for FIP Beyond
60 Months™ and fumn it in at the lbeal BHS or
PROMISE JOBS office.

Giva us praof of why you cannol support your
family.

Slgn a six-month Family lavestment Agraement
{FI&) thal lIsts the steps you must take o
overcorng the hardship.

You may ba able to get more than one hardship

i if you work on overcaming your hardship

and follow all of the FIP rules.

What ls FROMISE JOBS?

Ta get a FIP check, you must work with PROMISE
JORS. PRCMISE JOBS is a wark and training
program thal will help you make a plan to support

yeur fam

. This planis called a Family

Investment Agreement (FIA)
You will mest with 2 PROMISE JOBS worker to plan

Work-Related Activities

Individual Job Search: Your PROMISE JOBS
worker wlll help you develop a plan which
includes the types of jobs you are looking for.

Monitored Employment: Halp jor you to keep
your job while you work. Your PROMISE JOBS
worksr alse may be able 1o help you find a better
job.

Self-Employment: Classes rnay be avallable
your area ta help you sél up your own
business or Increase the income you gat from
your self-employment business.

Work Readiness Training: Classes that
prepare you for work and help you leam hew to
wrile a resumé, find job openings, complete job
applications and letters of application, schedule
a job Interview, and how 1o dress and handle
yourself in an interview and on the job.

Work Experience Placemant: Unpald work
experience in a real employment setling fo gel
you ready for a job thal pays 2 wage,

Unpald Community Service: A chance to

Famiiy Support Activities

+ Family Development and Seif-Sufflclency
{FaDSS): A voluntary program thai providss
services and support In your home, {o help you
and your family bacome slable and deal with
problems that kesp you from becoming self-
supporting.

"« Parenting Skilis Tralning: Training and

suppor 1o be a goed parent.

If you have problems or barriers that keep you feom

dning your FIA activities or from finding or keeping
a job, tell your PROMISE JOBS worker. Activitias
relatad 1o removing these bariers, such as

altending dactor's appolntments, may be able to be

included in your FEA.
Your PROMISE JCBS worker will answar your
questions aboul PROMISE JOBS acl
Whatisa .
Limited Bensfit Plan (LBF)?

If you don't do whatl you sald you would d¢ in your

Minor Parents — |f you ars a parent under ags
18 and naver marrizd {or the marsiage was
annulled), you must live with & parent er legal
guardian or show proof of good reasens for not
living with tham. |f you da live wilh your parents,
wa wlll caunl your parsnt's income to declde if
you can get FIP.

Minor parents musl allend family develepmeant
and parenling classes, and may have {o 1ake
classes 1a finish high schoel.

Cltlzenship — Family mambers must be U.S.
citizens or ellglkle aliens.

Residency — Your famlly must live in lawa.
Children must live with the parent or relative
who applies for or gets FIP for them,

Social Security Number — You must have a
sacial security number for each family rmember
to get FIP for them. H you don't have a number
for & famlly member, you must apply for a
number and glve us the humber when you gel if.

Applying for Other Benefits — You musl
apply for other benafils that are available to you,

learn basic skills while previding sarviees to FIA, you'll be choosing a Limited Benefit Plan (LBP).

such as social security.
your community. Your family cannot gét FIP while you are in an LBP. .

Caretakers are relatlvas who care for a child,
but are nol the child’s parent.

and write your FIA. An FIA is a signed agreemnent
betwaen you and 1he state of lowa. it will show:

» Childran «  The steps you wili take to be aple o suppost

Child Suppert — i a parent is absent [rem the

The first fime you choose an LBP, your FIP benefils homa, you musl give us nformation about that

Family

PROMISE JOBS aclivities that may be included ~ *  English asa Second Language: Classesthat - gjaq an Fla
off FIP and came back cn later, you can siill get you suppert, you must lurn It Into DHS. The
for 30 more montns. ¥ 9 in your FIA Include: help you speak, read, and a_:qﬁﬂ.mqa English. +  Complete 20 hours of approved PROMISE slate will keep child suppert collected lo pay
Assessment + Post-Secondary Education: Training courses JOBS activity pack the state for the FIP you gel. The slata
3 <mm _ _ _ m 3 The cnly way you can get FIP for mare than €0 that help you prepare for a specific area of «  Mee all oihes FIP rules won'l kesp more than the tolal amourt of FIP

Program
(FIP)

If a parent gels FIP for 60 manths, FIP stops for the
whole family. If a caretaker gels FIP for B0 monihs,
the carelaker is taken off the FIP grant but FIP can

comtinue for the ¢

The five years dan't have to be in ene block of ime.
Faor example, if you get FIP for 30 manihs, than go

month:

if you can prove {hal you have a reason

why you cannhot support your family. This is called
a "hardship examptien”. Examples of hardship are:

+ Physical or mental healih preblems
« Subslance abuse prablems
+  Domestic violence

your family, and
How the stale will help

h those sleps.

Your PROMISE JOBS worker will talk to you about
help with chlld care and transportation while you do
your FIA activities.

Loaking at your tamily’s needs and goals so
that you can cheose activities for your FIA that
will help you hecome self-supporting in the
shoriest amount of lime.

Tralning and Education

High Schoo! Completion Actlvities: Including
high school equivalency classes to help you
aarn a high school diploma.

Adult Basic Education: Classes to help you
lmprove your reading, writing, and math.

employment, This includes:
+  Sherlterm training such as truck d
nurses' alde,

+ Long-term trainihg ip to B four-year college
degres.

ng or

will stop right away. You musi sign an FIA before
you can gat FIP again.

1 you or the olher parent in the home choose an
LBP and either of you had one hefore, your family
can't get FIP for at least six monihs. To get FIP
after the &ix menths end, you must:

Othar FiP rules are:
+ Age— Chlldren must be under {he age of 18.

age 18 may gel FIP ony if ihay
are golng Lo high school and will complete high
school before age 19.

parent and help us cellect child support from
fhat parent. [f you don't want to glve us this
Information, you must prove that you have &
goed reason.

When you get FIP, you glve {assign) to the
state of lowa your righis fo <hlld suppent for the
menlhs you are on FIP, If the other parant gives

you get.

You can ask DHS to stop your FIP at any time.
Child suppert paid afier your FiP stops will be
sant to you. |f more support is pald than is
owed to you, the state will keep the additional
money le pay back the slate for lhe FIP you gat.




Keep track of how much supporl ihe other pareni

pays to DHS, so you can decide it you would be
better off staying on FIP or galng off FIP and
gatting child support instead. You can find ol

how mush child support the olher parent pays by

checking 1he report the DHS sends you every
faree months, of by caling The free number,
1-888-229-9223.

« Resource {Asset) Limits — Youz family may
have up to $2,000 worth of resources when you
apply. Afler you ara on FIP, yau can have up to
$5,000 I resources. Resources include cash,
bank atcoynis, stocks and honds, real estate,
and moter vehicles,

Some resources are not counted toward the
(imit, including the home you live In and one car
for the family. If you have more than one car,
part of the value of the cther cars may count
1oward the limi.

+ Income — Your family must meet the FIP
Income limits. Income Includes pay from ajob,
social security incoms, unemployment benefits
and any other maney you get.

How:do 1 apply for EIPY

You can get an applicatlon from any county DHS
office. Fill out the application and 1ake or mall i to
1ha local DHS offica in the county where you Hve.
Tha earl
date we gel your application.

vou will be asked {o come to an Inferview and
show praof of some things, such as your income.
If you have quaslions about your application, ask
your DHS worker,

‘Your application shoutd be handled within 30 days.
You will get a writlen notice telling you If you can

get FIP. | you are approved far FIP, you'll get your

first check within seven days afier you gel the
fetter.

st you can get FIP [s seven days from the

When gl iave ta fill oUt reports?_

Evaryone on FIP will be sent a report to
twice a year. elt tha report and return it with
proof of your income, by the dus dale on the form.

" ‘What thianges do | Heed to regottas

ston as they happen?

You must report any changes in your family's

situation, including changes in:

» {Malling or living address

»  Employment or other lncome when it starls of
stops

»  Resourcas

«  Someone moving in or out of your hame

« Recelpt of a secial security number

« Change of schoal allendance of a ¢l

Il

Tell us aboui these changes within 10 days if you
are on FIP or in five days I you are applying
for FIP.

" What if mydanily has

tncome besides FIP?

Your tamily’s income may be subiracted from your
FIP grant. Income includes pay from work, social
security payments, unemployment benefits or other
money you gat, -

If you wark, soms of your eamings are used 1o
figure your FIF grant. We sublracl 20% and then
5B% from your grass aamiags. Yve use the
remalning earnings after the deductions to figure
your FIP grant.

‘You may alse qualify for the federal and stale
Earned Income Tax Credil (EITC). EITC reduces
1axes you must pay and may give you more take
hame pay on each paycheck or & refund when yau
file an incorne tax retumn. See your employer or call
the IRS at 1-800-829-1040 for more information.
EITC is not countad against your FiP.

A pooklet called, Cna-Time Payments, gives
important information abaul what fo do if you get &
one-time cash payment such as an inherilance,
Insurance or lawsuit setllement, gift or lottary
winnings, If you Shink you will get one of these
payments, ask your DHS worker for 1his
informeation before you get or spend the money.

What happens L quit my job?

You may be choosing a Limited Banefit Plan (LBP)
and your FIP wili stop

» You quil your job without a good reason, or
+ Youlose your Job for a reason such as no
showing up for wark or not calling ln.

I you're thinking about quitting your jolz, first 1alk 1o
your PROMISE JOBS worker to find out what wilt
happon 1o your FIP.

What happsys TF| getmiartied
ar my chitdren’s otherparent
movaginta the home?

Tell yaur DHS worker if you gel married or your
child’s other parent moves inte your home. You
may still get FIP, depending on his parson's
Income and resources.

If your child's other parent moves in, also contact
your local child support racovery office, Thay can
give you information on how this change affecls
child support the other parent may owe you,
including information on how to stop an angoing
support order.

Can i gat help if my child
needsthings for selinoi?

You may be able to get help with your ehild's
schoal expenges. We can halp pay for things like
gym shoas and some class fees. The item must be
required for all students in the dlass and not
available fres of charge. We cannot pay tultion, or
pay fhe cost of everyday school supplies fike pens
and notebooks.

How will 1-get my FIF iayment?

Your FIP payments can be deposited to en
electronic access card (also called a deblt casd) or
your own checking or savings account.

+  Electronic Access Payment Card

If you get your payments on the slectionic
access card, you will be sent Information about
how to use the card. Be sure to keep the card
and read the information when you gel i It will
tell you how to use the card in ways that w
nelp you get your money wilhoul cost.

If you have queslions aboul your ¢ard, call
1-B66-899-5611 (toll free).

+ Direct Deposlt

I you would fike 10 have your payments
deposiled to your own checking or savings
account, you must have an opan checking or
savings account af a bank, savings and lcan or
credit unlon.

If you would fike your payments deposited to
your own account, ask your DHS worker how to
sign up for direct deposit.

You cannot access your cash benefits with your

elactronic access card or personal debil card at a2

« Liquor slore or apy place that mainly sells
liquor,

« Casino or oiher gambling or gaming
establishment, or

» Business which provides adult-orlented
entertainment In which performers <lisroba or
petform in an unclothed state {such as a strip
club).

This includes these typas of businesses localed in
lowa, on tribal land, or In any other states.

I the Department determines thal you have
accessed your cash benefits with your electroni
access ¢ard or parsonal debil card at ong of the
above places you:

»  Will have committed fraud,

» Have tarepay the amount of cash accessed at
the location, as well as any access fees, and

= Your family will net get cash benefits for three
months with the first misuse and six months for
each additional misuse,

What if Ldon'tagree with a.
decision made on mycase?

You have the righl to appeal If your application is
denied, your FIP is reduced or canceled, or you
disagree with your FIA or participation in PROMISE
JOBS activilies. Information aboul appeals is lisled
on each Notice of Decision you get from DHS. ¥
you wish fo appeal:

+ File a writien appeal in your county DHS offics.
You may ask for help in filing your appeal.

» Talk 1o your DHS or PROMISE JOBS worker or
your worket's supervisor to see if you can work
out the problen.

«  Altend the appeal hearing when it Is scheduled.
An administrative law judge will hold the
hearing, review the facts, and rule on whether
the action was correcl.

Arg thers biher programs hat
cAl Help my family?

« Medicald can help pay for medical and deniat
services.

+ The Food Assizslance program can help buy
food,

»  Child Care Assistance (CCA) can help with
childcase costs while you work or are in 1
with PROMISE JOBS.

ing

You may be able 1o get help from these DHS
programs and others in your area that are not run
by DHS, like the Yomen, [nfants and Children
(WIC) program, You can ask us how io apply.

If your FIP stops because of a Limiied Benefil Plan
or because of the 60-month llmit, you still may be
able to get Food Assistance, Medlcaid, and other
kinds of assistance.

if you have questions, contact your
worker In your local Human
Services office. You may alse call
lowa Legal Ald for help.
The toll free number s
1-800-532-1275

Policy Regarding
Discrimination, Harassment, Afflrmative
Action and Egual Employment Opporiunity

Itis the policy of tha fowa Department of Himan
Services (DHS) to provide equal freatment In
amployment and provision of sevices ta applicants,
omployess and dllents without regard to race, color,
naticnal offgln, sex, sexual orlentaiion, gender
idenlity, ¢ n, age, disability, political belief or
veteran status.

I you foel DHB has discriminated against or
harassed you, please send a letter detalling your
complaint to:

fowa Departmant of Human Senvices, Hoover
Bullding, Sth Fleor—Bureau of Policy Conrdination,
1305 E. Walnut, Des Moines IA 50218-0114 of via

{Food Assistance only) USDA - Direclor, Office
of the Asslstant Secretary for Civil Rlghts, 1400
Indepondence Ave SW, Washington DC
20250-9410, or call 1-8656-632-8902,




lowa Department of Human Services

Terry E. Branstad Kim Reynolds . Charles #. Palmer
Governor Lt. Governor Director

Child Care Assistance (CCA) subsidies are designed to promote equal access to quality child care
services, regardless of income. CCA is available to the children of income-eligible parents who are
absent for a portion of the day due to employment or participation in academic or vocational training
or PROMISE JOBS activities. Assistance may also be available for a limited period of time to the

children of a parent locking for employment.

| Requirements vary by type of child care chosen. The following fink provides an overview of the health
and safety requirements and regulatory requirements for each type of child care eligible to accept
CCA subsidies: http://dhs.iowa.gov/childcare/overview

Please be sure to check your child care providers compliance and complaint history. This information
may be accessed at: https://secureapp.dhs.state.ia.us/dhs titan public/ChildCare/ComplianceRepo
If you need further assistance with this, please contact us at FDHS@dhs.state.fa.us o

lowa’s Quality Rating System (QRS) .

To learn about lowa’s voluntary Quality Rating System (QRS) and to determine if your child care
provider is a current participant in the QRS, please visit:
hittp:/fcomis.dhs.state.ia.us/ClientPortal/ProviderSearch.aspx

lowa Child Care Resource and Referral

fowa Child Care Resource and Referral helps families make informed choices about child care and
refers parents to child care that may meet the needs of you and your family. To talk to a parent
specialist, contact 1-877-216-8481.

Child Care Complaint Hotline
If you have concerns regarding a child care provider, please contact the Child Care Complaint Hotline
at 844-786-1296.

Developmental Screenings

While all children develop, leamn, and grow at different paces, children do develop in predictable
ways. Early Access is an early intervention service for children ages 0-3. Early Access works with
families to identify needs and determines eligibility for services.

lowa Family Support Network — www.iafamilysupporinetwork. org/early-access-iowa/what-is-ea

For more information on developmental screenings, please consider reviewing the material at the
below links:

) Care for Kids: Early Periodic Screening, Diagnosis, and Treatment —
www.dhs iowa.gov/ime/members/Medicaid-a-to-z/care-for-kids-epsdt

e Early Access: Department of Education — www.educateiowa.gov/pk-12/early-
childhood/early-access

. Individuals with Disabilities Education Act (IDEA) — www.idea.ed.gov/

1305 E. Walnut Sireet, Des Moines, [A 50319-0114




SA B B1e1S SUP@SYDIOBIUCD [lew- BIA JO £YZY
-18Z (G1G) xe} ‘7L LO-6LE0G VI ‘SSUION s8(
INUBAA "J GOE ) JOOH 18| 's92IN0say Uewny
JO 82140 'S821AI8S UBWINK Jo juswpedsd emo|
10} Juiejdwoo

JO Jape] B puas ued NoA ‘noA passeley

Jo jsuieBe pereulwliosip seY SHQ 198} NoA )y
'SNJB)S UBLDIBA

Jo Jelleq [eojod ‘Ayjiqesip ‘ebe ‘uolblje)
‘Ajuap! Jopuab ‘uoneluslo [enxss 'Xas

‘uiBlio 1eUOREU “10j0D 'a0e4 0] pJebas Inoylm
sjualo pue sssiojdws ‘syueondde o} sa0jAIRS
Jo uoisiacd pue juswiiojdwe Ul juswieal)
[enba epiacid 03 (SHA) seoIAleS UBWINY

Jo ewpedaq emo| ay) Jo Aoljod sy s1 )

'|1eo suoyd oy € sI S|yl "8L12-29£-008"1
Je auljoH J08|BaN/asnqy ay) o) Jo8|Bau
10 asnqe pajoadsns Jodal ueds noA

‘splepuels
Ajojes pue yjeay joswl Jou op oym SHQJ 0}
siapirold Buniodal Joy a|disuodsal 8Je NoA

'$1S09 aled plIYs tnoA yum djay 3ab nok
alojaq paroidde aq o) paau [Im sapiroid
aJed plIYod pue spasu aJed plIYo INoA

"Anuey
oA ul aydoad jo Jaquunu ay} pue swoodu|
s Allwej JnoA uo paseq s| Sil | "S}S0D aJed

piy2 JnoA Jo Jed e Aed o} sAaey AW NOA

Japlaoid JNOA WoJ) seouUslsjal oY)

Japiacad JNOA wody Sa0USIB)8I 10} Sy
201J0 SHQ |B20] JNOA

Ul siepiacid Uo So|i Jule[dwoD B jooT .

:01 1ybBLi 8y} 8ABY NOA

9968-9%Z (G15) 40 61.9/-22. (008)
600G V| ‘Seulop sa(
aAY UIS 808

J9jua)) 8ouEpINg PIIYD 9Eld PIEYIQD
emo]| jeljusn

¥080-c£2 (61€) 40 +080-G2 (008)
#0408 V| ‘00lIOIBAA

060F XOg Od 8AY AlisleAlun G29¢€
"0U| ‘'suosiad |euoljdeox]

emo| }seaylioN

L0ES-1iz (558) 10 9€ZE-HZE (998)
10826 VI ‘ModusaeQ

1S YIS 3 00§

BMO| UJ8)sed J0 Uonay Alunuiwod
Bmo| jseayjnosg

19£/-66/ (Z12) 10 81/6-G16 (008)
1€S1G VI ‘uepey

P AMH Y80¥%1L

uoNoY AHUNWIWOY [eJUSD) JSBAA
BMO] }SaMYyInog

68¥€-98. (Z12) 1o | 8pg-9LZ (£18)
0S0LS V! ‘Usswiay

1S uole S 8l

ou| ‘Alunpoddo xnois-pIA

BAMO| JS@MYMON

"BIO LDOEMOL A JB
a|ge|ieAe sl YgHOO 24} In0ge uoheLIojU}

"Ajluie) oA oy 1) 188q au)
s1 12U} 2482 plIyo puy noA disy ues Aey |

"2JB0.1UD|[89X8 9S00 0} MOY pue alBd
Jo sadA} JusJsalip a4} INoge uoliewioju
NoA oAb M (HRH00D) WelsAs elisjey

pue 821nosay alel p|IyD Bemo| 8yl




"S85 In0sa.-pue-joo)/aiespiiyo
JROBBMOT SUP// dnd 18 8lsgem Ino

0] 0B ‘s80Inosal JuswdojeAsp pPIIyo pue
uonuaAlaul AlJea 0} syul| pue ‘sweibold
aoue)s|sse Jayo Buipuy ‘aues pliyo Ayenb
AJjuspl 0} Moy Jnoge Uofjeuloju; sjow Jod

‘spiepue)s A19jes pue yjeay jasw pue
‘Sy0eyo punolbyoeq ssed ‘sjuswalinbal
urenao 19aW jsnw Japiaosd INoA

‘61E0S V| ‘SOUION

sa( ‘1S INUEAA T G0 ‘Buipling 920
8)e)g JaA00H U asuelsissy aJed PlIyd
0} UiN}a4 pue swioj ey} Ino ||ij 0} pasu

M sepiaoad Jno A “Japiacad aJed pliyo noA
0} 93] 0] SH( Wouy swuoy 186 Im NoOA

2.0 pasu oym UaJp|Iyo alow
10 981y} 9ARY NOA J| ‘SWICY UMO JNOA
Ul UIP[IYS JNOA JO) SOIBD OUM UoSIad

$)08Y2 pJoaal) [BUIWILIO

pue esnge pliuo 8y} ssed isnw uosied
oY) — aWoy aled pjyo pasg)siBaluoN e
awoy juswidosasp pliyo pais)siboy ¢

wesboud
|00YOS Jajje pue alojag pasuadl] e
191U 21D PlIYD pesuadl] ¢
‘B 9S00Ud UBD NOA Pilyo Jnok Jo ueipient
1o Juaied e 8g JouuRd pue p|o siedh gl
1SE9| 18 8 1SN 95000 NoA Jepiroad oy |

‘sl1apinodd o sadAy Juaiayip Jo Alslea B
Aed o) pasn ag ueod asuelsissy aled pPIYdD

"PlIYo JNOA
10} ©Je0 0} JUBM NOA OUM 9S00UD UBD NOA

Jeyiom SgOf 3SINOHd

JnoA Jeo ‘welbosd sgOr IASINONd
a1 Ag parosdde sanianoe ul jied axe) nok Jj

'508P-81r (998) Je Jun
aJed ply2 pazieijusod sy [eD ¢suohsand

£0.G-01£06S VI ‘'ssulopy s8Qg

BNUBAY DIPNT 60¢¢

9010 90B|d J9AIY SODIAIBS UBWINKH
:0} uonesidde pajeidwod sy} |ley

TeHo0jusNo/5n el el SRS/ sdnyY
1E 9)Isgom INo wody uopeoldde
ue julid 1o auljuo Aldde osje Aew noA

90140 (SHA)
S9OIAIOS UBLUNH JO Juswieda(] [820] INOA
Je eoue)sIssy aleD Py Joj Aidde ueo noA

"aWIooU| UBIPSIN 9)e)S 8y} JO
aoJiad gg peadxe jouued awooul Allwe]

‘welboud

Alngifie Ixe snid Y99 Mau ay) Jepun aleo
PIIyo Jo poued Yuow-z| Jayjoue oy ajqib)|e
aq Aew noA ‘ploysayy AljgiBiie Ayuow
ay1 eaoqge sa0b suuooul InoA ‘polied
Anjaibije Lyuow-g | JnoA Jo pus ayj je Y|

T swiayl] Yiuow-z
e sey Buluesyuojeonps Alepuoossisod
puenie noA ajiym paplaold sie) :ejoN
“WIOM 10 Buyoo] .
10 ‘yeom Jad sinoy gz 1ses| 1e Jo |Bj0)
e Jo} Bujuies Buipuspie pue Buplopy ¢
‘ow-jn} wesboud uopeonps
10 Buiuiesy peacidde ue Bulpusyy ¢

“oam Jad sinoy
gz 1se9| je Jo sbeisae ue Buplopy o
~ :Buimojjoy
2 Jo euo Buiop ag 1sNW NoA ‘os|y

"dl 186 j,uop noA I ssulfapInb awoou
Alyiuow ssolb sj@aw Ajlwe) INoA o

10 '(d14) wesboud
JUBWISOAU] Ajwe 8y) Wol) djgay 18D

pue
‘(sposu |eads sey pliyo oA ji 6| Jo
obe sy} Jopun 10) ¢ | jo abe sy} Jspun

S| pUB 918D SPeSU OUM PlIUD B 8ABH  »

:NOA | @oue)SISsY

aien piiyn 106 0] sjqe aq Aeud noA

‘|[ooyos
ul {joJusal Jo qof mau e pul 0} hoA moje
0] SYJUOLU 881} 0} dn o} 81ed Pjiyo Joj
#|qIBije 29 01 8NURUOD ||IM NOA ‘uoieonpe
10 JuswAoldwa Jo sso| Alesodwal

e soousladxa Allwel JnoA Jl usag

‘pouad Yjuow-g |
e 10} Paysijgelse aq | Ayjiqiblie Ajlwed

‘sUOSEal |e0Ipoll Jo 8snesaq
USJP|IYo JO) 8482 0} B|qBUN S| JO MIOM

1o} Bunjooy s1 Jeyejeled Jo jualed e 3|lym
uBJp|Iyo 10} 91B0 0} pasn aq os|e Jbiw

‘[oOUDS SPUBHE IO SHIOM Jeyelaled
Jo aied e sjiym pIyo INoA Jo 8B Y]
Joy Aed sdjay (yD0) souesISSy aied pIuD




Department of
HUMAN SERVICES

Kinship Caregiver Payment Program

Eor the purpose of this program, kinship caregiver is a person fo whom a child is related
by blood, marriage, or adoption, or a person who has a significant, committed, positive
relationship with the child and who is caring for a child in foster care.

The lowa Department of Human Services’ (DHS) Kinship Caregiver Program is a Family First
Initiative inspired program, which aims to keep children in the safe care of kin and fictive kin.

The Kinship Caregiver Payment Program is a time-limited payment specifically for kinship
caregivers. This is an automatic payment so kinship caregivers are not required to complete
an application to receive this payment. A kinship caregiver will receive a monthly payment of
$300 for each child who is court ordered into their care. Payments are monthly and may start
as soon as two months after the child is placed into the kinship caregiver's home and
continue for up to six months.

During the first 60 days of kinship placement, kinship caregivers will receive assistance in
applying for FIP (Family Investment Program) and Medicaid health care coverage for a child
in their care. If a child is believed to have a disability, support and direction will be provided to
connect with services or to apply for Social Security benefits. The FIP payment will end once
the kinship caregiver payment begins. :

After six months of receiving the kinship caregiver payment, this payment will end. In order
for kinship caregivers to continue to receive financial support for the child who remains in
care beyond the six months, DHS encourages kinship caregivers to consider becoming a
licensed foster parent. The Recruitment, Retention, Training, and Support (RRTS) contractor
will reach out to kinship caregivers to offer an informational session during the first 60 days of
a child’s placement in their home. An in-person or virtual meeting is available at the
convenience of the kinship caregiver.

If the kinship caregiver becomes an approved licensed foster parent, the kinship caregiver
will begin to receive a foster care payment. The foster care payment is more than twice the
kinship caregiver payment monthly rate. In addition, once the kinship caregiver becomes a
licensed foster parent, any child placed by court order in their home will automatically be
enrolled in the Medicaid program. If the kinship caregiver does not become licensed, a FIP
application is advised in order to resume receiving caretaker FIP payments.
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Benefits of Becoming a Licensed Foster Parent

As a kinship caregiver, you are already making a positive difference for a child in

need. Children who enter the child welfare system have experienced difficult family situations
and traumatic events. Having a strong support system and loving home can make all the
difference for the success of an individual child.

The Department of Human Services (DHS) encourages all kinship caregivers to consider
becoming licensed foster parents. If a child placed in your care will be living with you for a
length of time or if you are not sure how long they will be in your care, there are benefits to
becoming a licensed foster parent.

These benefiis include:

+ A per-diem monthly stipend provided to you the entire length of time a child is placed in
your home.

¢ This stipend is twice the amount of the kinship caregiver payment

+ Medicaid coverage for medical, mental health, and dental care of the child placed in your
home

+ Childcare subsidies for the child placed in your home.

¢ Subsidies are not based on your family’s income
Financial assistance with clothing

Foster children automatically qualify for free school lunches

24 days of paid respite care for the child placed in your home
Free training opportunities
Peer support groups

* * S &

If you choose the path to become a licensed foster parent, a RRTS caseworker will be
assigned to you who is available to answer questions, get you connected with services and
supports, and will advocate for you and on your family’'s behalf. There is no cost associated
with the licensing process or to any of the supportive services.
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