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COVERED

Andrew Sharp
212 Thompson SQ
Mountain View, CA 94043

Your destination for affordable
healthcare, including Medi-Cal

Important news about your health benefits

02/01/2017 Case Number: 5005510424

Dear Andrew Sharp,

Thank you for applying for health insurance through Covered California for you and your family. We
checked to see which health coverage programs you qualify for. We screened for Medi-Cal, Covered
California premium assistance (a federal tax credit) and cost-sharing reductions (lower co-payments
and deductibles). Based on your information on the application and from electronic state and federal
records, you and your family qualify for the following health program(s):

Andrew Sharp

Good News!

Covered California Eligibility

You qualify for health and dental insurance through Covered California. You did not ask for help
paying for health insurance so we did not evaluate your household for Medi-Cal or premium assistance
(a federal tax credit) and cost-sharing reductions (lower co-payments and deductibles).

If you did not ask for financial help but you want to now, you can log into your CoveredCA.com
account and update your application to apply for financial help through Covered California or free or
low-cost insurance through Medi-Cal. You can also contact your Covered California Certified
Enrollment Counselor or Insurance Agent. Your Enrollment Counselor or Insurance Agent may be able
to help you. You can find a Covered California Certified Enroliment Counselor or Insurance Agent at
CoveredCA.com/get-help/local/ if you don’t have one. Or, call the Service Center at 1-800-300-1506
for help.

If you disagree with this decision, you have the right to appeal. Read "If you think we made a
mistake" below.
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What to Do Next

If this letter says that you or someone in your household qualifies for coverage through Covered
California, you must pick a health and dental plan. Your coverage will start after you pick a plan and
pay your first premium (monthly cost). If you have not already picked the health and dental plans that
best fits your needs, please log into your account at CoveredCA.com. Then click the “Choose Health
Plan” button located at the bottom of the Eligibility results screen. You can also call the service center
to help you.

So that your health and dental coverage can start on March 01, 2017, you must choose a plan by
February 15, 2017 and pay by February 23, 2017.

If you do not pick a Covered California plan and pay your first premium by March 28, 2017, your next
earliest coverage start date will be April 01, 2017. If you do not pick a plan and pay your first payment
by these due dates, your application may expire. If your application expires, you may be asked to re-
submit your application or you will have to wait until the next open enrollment period.

Note: If this letter says you or someone in your household was advised that they may be eligible for
Medi-Cal, then those household members do not need to pick a plan now. Please wait to hear from
your County worker.

If you have changes
You must tell Covered California within 30 days of any changes that may affect whether you qualify for

health insurance, or to get premium assistance to help with paying for your health insurance. You
should report changes such as;

If you add a new member to your household
If you lose a member of your household
If your income increases or decreases
If your citizenship status changes
To report changes, log into your account at www.CoveredCA.com or call the Service Center.

How to Get Help With Consent and Income Amounts
You can give us permission to check your income and family size by any of the following ways:

Log in to your www.CoveredCA.com account and follow these steps:

1. After you have logged in to your CoveredCA.com account, look for the “ACTIONS”
section of the webpage (located on the right);

2. Click on the “Update Consent for Verification and Attestation” link

3. Click on the drop down menu to choose the number of years (up to 5 years) you

want to allow Covered California to check your income and family size; and
4. Click the “Update” button on the bottom of the webpage to submit your choice.

You can also click on the Attestation checkbox

« Call the Covered California Service Center at 1-800-300-1506, or for TTY call
1-888-889-4500 (1-888-TTY-4500) where a representative can assist you.

Contact your Covered California Certified Enrollment Counselor or Insurance Agent to get
help. You can find a Covered California Certified Enrollment Counselor or Insurance Agent
at www.CoveredCA.com/get-help/local/ if you do not have one.

To see if you qualify for a Covered California health plan with premium assistance and/or cost-sharing
reductions, we need you to give us permission to use computer sources to check your income and
family size.
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If you are currently enrolled in a Covered California health plan, your premium assistance and/or silver
cost-sharing reductions will end and your health insurance will be automatically renewed without any
financial help unless you give us permission to use computer sources to check your income and family
size.

Why Filing Your Taxes is Required

Important: If you receive APTC, but later it is found that you are not eligible for premium
assistance because you did not file a tax return for a previous year, you will be responsible for
paying back some or all of the APTC you took, back to the IRS.

If advance payments of the premium tax credit (APTC) were made to your Health Plan for health
insurance for a previous benefit year, you should file a federal tax return to continue getting premium
assistance. You should have received a Form 1095-A, Health Insurance Marketplace Statement, to help
with filing your federal income tax return. To continue getting premium assistance, you must file a tax
return even if you don’t usually have to file taxes or if you requested an extension. If you do not file
your tax return, Covered California will remove your premium tax credits for the next benefit year and
enroll you in a full-cost health plan. Also, if you do not file your tax return, you will be responsible for
paying back any APTC to the Internal Revenue Service (IRS).

What to do if my household received advance premium tax credits for a previous benefit year,
but a tax return was not filed

«  You should file a tax return as soon as possible. You should have also received a Form 1095-
A - Health Insurance Marketplace Statement, which you'll need when filing federal income

tax return.
« If you don't have a copy of this form, visit www.Coveredca.com and log into your account,

or call the Covered California Service Center at 1-800-300-1506, or for TTY call
1-888-889-4500 (1-888-TTY-4500) where a representative can assist you.

« Inmany cases, filing your tax return electronically is free, can help you avoid mistakes, and
will help you find credits and deductions that may be available to you.

« For more information about Free File and e-file, please visit IRS.gov and search for “free file”
or “e-file.”

+ You may need to file an amendment to your tax return (Form 1040X). To learn more, call the

IRS Telephone Assistance for Individuals.
After you file your federal tax return, please contact the Covered California Service Center at

1-800-300-1506, Log in to your account at www.CoveredCA.com to update your attestation
information, or send in the attached form.

Sending Documents

Please do not send tax documents to Covered California. If you have questions about your household’s
tax filing status for a previous year, you can use the Interactive Tax Assistant (http://www.irs.gov/uac/
Interactive-Tax-Assistant-(ITA)-1) or call IRS Telephone Assistance for Individuals at 1-800-829-1040.

If you think we made a mistake

If you think we made a mistake or you don't agree with our decision, you can appeal. You have 90 days
from the date of the eligibility decision to file an appeal. If you appeal and we agree with you, we may
change our decision. If we change our decision, your family members’ coverage decision may also
change, even if they do not file their own appeal.

You have the right to appeal any of the following:
« |l did not qualify for a Covered California health plan or premium assistance.
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| did not qualify for Medi-Cal.

The amount of premium assistance (federal tax credits to help lower my monthly premium)
| qualify for is not correct.

The level of cost-sharing reductions (help paying my co-payments and deductibles) | qualify
for is not correct.

I did not get a decision about my application in a timely manner. (More than 10 days after
receipt of a complete application if | qualify for Covered California or more than 45 days if |
qualify for Medi-Cal).

You may request to stay in your Covered California health plan with your current level of premium
assistance while your appeal is pending. This is called “continued enroliment”. You must keep paying
your share of premium on time to qualify for continued enrollment. If you request continued
enrollment, please do not send your appeal by mail. To request continued enrollment, be sure to
complete page 6 of the appeal form and fax or email it as described below.

You can request an appeal in any of the following ways:

Go to CoveredCA.com to download and print a "Request for a State Fair Hearing to Appeal a
Covered California Eligibility Determination" form.
Fax your appeal to the State Hearings Division at: 1-916-651-2789
Mail your appeal to:

CA Department of Social Services

Attn: ACA Bureau

P.O. Box 944243

Mail Station 9-17-37

Sacramento, California 94244-2430
Email your appeal to: SHDACABureau@DSS.CA.gov (please do not email private information
such as your Social Security Number)
Request an appeal in person at your County Welfare Department
Call the State Hearings Division and submit your appeal over the phone: 1-855-795-0634.
You may choose to represent yourself, or be represented by an attorney or another
representative.
If you have an immediate need for health services and a delay could seriously jeopardize
your health, you can ask for an expedited appeal by calling CDSS at 1-855-795-0634.
All hearings will be conducted by telephone, video conference, or in person.
You may request continued enrollment in your Covered California health plan with your
current level of premium assistance while your appeal for an eligibility redetermination is
pending. You must continue to timely pay your share of premium to qualify for continued
enrollment. If you request continued enrollment, please do not send your appeal by mail.

Instead, call 1-855-795-0634 or use fax or email.
An appeal decision for you or other members of your household may result in a change in

your eligibility or the eligibility of other members of your household. The change in
eligibility may result in a redetermination of eligibility for all household members.
For free local assistance with appeals, please call the Health Consumer Alliance:
1-888-804-3536.

Questions?

CCOE100

If you have created a CoveredCA account, log on to your account at CoveredCA.com; or
Call the Covered California Service Center at 1-800-300-1506. You can call Monday

through Friday 8 a.m. to 6 p.m. During certain times of the year the Service Center may be
available Saturdays 8 a.m. to 5 p.m. The call is free.
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This notice is being sent to you in compliance with the Affordable Care Act:
45 CFR 155.305, 45 CFR 155.310, 26 USC 36B, 45 CFR 155.320, 45 CFR 155.410, 42 CFR 435.603, 45 CFR 155.505, 45 CFR 155.310(b), 45 CFR 155.302, 45 CFR
155.420
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Getting Help in a Language Other than English

COVERED

Your destination for affordable
healthcare, including Medi-Cal

IMPORTANT: Can you read this letter? You can call 1-(800)-300-1506 and ask for this letter translated
to your language or in another format such as large print. For TTY call
1-(888)-889-4500 where you can also request this letter in alternate format.

Espanol (Spanish)

IMPORTANTE: ;Puede leer esta carta? Usted puede llamar al 1-(800)-300-0213 y pedir esta carta
traducida en su idioma o en otro formato, como en letras grandes. Para TTY, llame al
1-(888)-889-4500, donde también puede pedir esta carta en algun formato diferente.

S /Z5H8F (Chinese)

EEHI : ERED BEAZ 1 2 (W] LIBHE 1-(800)-300-1533, ZICIG (G HHENIE A A REE B E
REHMAE (A1 RFRAS) BVEME - 07 TTY IRSEEREHMRAXAEM - EEH
1-(888)-889-4500 °

Tiéng Viét (Vietnamese)

QUAN TRONG: Quy vi c6 thé doc dugc buic thu nay khéng? Quy vi cé thé goi dién dén sé
1-(800)-652-9528 va yéu cau dugc dich buc thu nay sang ngén ngl clia quy vi hoac chuyén sang dinh
dang khéac nhu ban in khé 16n. Ngudi dung TTY, hay goi s6 1-(888)-889-4500 quy vi cling c6 thé yéu
cau dinh dang thay thé khac cho buc thu nay.

3t=1 0] (Korean)

0] HAE 2] S 5 U1} 27 1-(800)-738-9116 o] &3 A el w0 Q) AL} Q)

=
Ho Q= HAAE QA3 E A Q. TTY 1-(888)-889-4500°1 4] &= ©] H %] o] T} &

= =
[e) -

57 [e)

XS Q

MAHALAGA: Makakabasa ka ba sa sulat na ito? Maaari kang tumawag sa 1-(800)-983-8816 at
humiling na isalin ang sulat na ito sa iyong wika o sa iba pang format katulad ng malalaking titik. Para
sa TTY, tumawag sa 1-(888)-889-4500 kung saan maaari kang humiling ng alternatibong format ng
sulat na ito.
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(Arabic) i,

o JLasYl iSg Solhasl lis 8613 S U Spla
5 dail ( Sly gall Mo 1S base (5,51 ey of izt J) Gz e olasdl s by 1(800) 826-6317
ddlise divay olhsd! e s of Layf eiss ¢ 1 (888) 889-4500

hwjtptlu (Armenian)

vu.rednr k: mip yupn®n Gp Yuwpnuwi wju bwdwyp: ¥nip Yuwpnn Gp quuqwhwnb|
1-(800)-996-1009 L. fulinnt|, np wyu bwdwyp pwpguwuyh A6p (Ggyny Ywd akq inpyh
JdGYy wy| dbwswihnd, opnhuwy" funnpwiwnwin: TTY-h hwdwp quuqwhwnpbp
1-(888)-889-4500, nnuntin Ywnnn Gp Lbwb wjpunpwupwihb dbwswihny pulnpbp wju
Lwdwyp:

meavigi (Khmer)

f3218¢ IRINARAMGH S EAtS M SiRiyis? INARAMG IR NBAINE 1-(800)-906-8528
SHIRNRIGIIAUATU SAISSNMANIUAINAEA UM S{HHY WIHJHIS)agGmHnjinygigY B TTY
SIRNBAIUE 1-(888)-889-4500 fii (Ui AHANHIGIUAILSAIS M S[BHIRINIS) AT SHhiiHi4

Pycckum (Russian)

BAXXHAA UHOOPMALUA: Bbl MoXeTe Npoumntatb 3TO NMCbMO? Bbl MOXeTe N03BOHUTL MO TenedoHy
1-(800)-778-7695 1 3anpocnTb NONyYEHNE 3TOro NMCbMa, NepeBefeHHOro Ha Baww pogHom A3bIK, nnu
pacneyaTtaHHOro KpynHbiM WpUGTom. JInua co CHUXKEHHBIM CJTYXOM MOTYT NO3BOHUTL MO TenedoHy 1-
(888)-889-4500, uTO6bI 3aNPOCUTbL 3TO NMCbMO B MHOM dpopmaTe.

(Farsi) ..

03lad b ulgl oo Tl |y el ol ulsd e LT Sege
Sl 398 Jlul Lob s Cubyd By diile 6,505 Conyd s b 39 daz 3 Lod O3 s dal (ol o S Lolis 5 0,80 & 1 (800) 921-8879
Jlo Lo dy 2,595 Cun 8 @3 4ol () €S UlS Cawlsyd UlsS o iz )l Olo B2,k 519w,y i 1 (888) 889-4500 o)L L TTY

Do

Hmoob (Hmong)

TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Koj hu tau rau 1-(800)-771-2156 nug daim ntawv
txais ua yog koj cov lus los yog Iwm hom xws lis tus ntawv loj. Hu tau TTY ntawm
1-(800)-889-4500 ua koj thov hloov tau lwm hom.
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Andrew Sharp
212 Thompson SQ
Mountain View, CA 94043

COVERED

Covered California
PO Box 989725
West Sacramento, CA 95798-9725

Case Number: 5005510424

Put this page first with your reply.

To help Covered California decide your case quickly, send us this
page with any proofs or information we asked for. Send changes you
wish to report, or any documents you would like us to have.

Please include this cover sheet on top of any documents you are sending.

Three ways to send:
1. Upload through your account at www.CoveredCA.com
2. Fax to 1-888-329-3700 (1-888-FAX-3700)

3. Mail to:
Covered California
P.0.Box 989725
West Sacramento, CA 95798-9725
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