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1. Introduction

1.1 Document Overview

This document is intended to provide an overview of the Portal for Individuals and Families (the
“Portal”). The Portal is divided into three main sections, outlined below:

e The Application Pre-Assessment section details the Screening tool, which allows you to
enter data anonymously to see if you are likely to qualify for assistance including
Advance Premium Tax Credits or Medicaid.

o The Application section describes the process for creating a user account, and starting,
saving and submitting an application.

e The Account Management section includes walkthroughs of all functionality available to
applicants with an existing user account, including viewing application and eligibility
information, verification items, uploaded documents, reporting change of circumstance,
and appeals.



2. Application Pre-Assessment

1. By answering a few questions in the Application Pre-Assessment, you can determine
whether you might be eligible for assistance paying for health coverage. This feature is
anonymous and neither a user account or application is required. No information input
into the Application Pre-Assessment is used for determination, as all eligibility
determinations require the submittal of an application. The following section provides an
example of the Application Pre-Assessment feature. Click on the Pre-Assessment
button under Am | Eligible?

State of Hawai i
My Medical Benefits

Am | Eligible?

You can find out if you and your family could qualify for help payl
for health insurance To figure this out, we need some basic Info!
you and your family

Ready to Apply?

Complete an application for assistance You will need to create a
in order to submit an application. You can save your progress ar

Already have an Account?

If you have created an account and wish to login, click on the log
Here you will be able to continue your application. view your app!
eligibiiity details. notices, request changes to your household, an
account settings

Navigator

Apply as Navigator to assist people in applying for Medical Assist
Apply as Navigator

Don't Need Assistance?

If you would like to purchase a health plan without assistance.clic
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2. Click on Next to continue.

-4 - xJ

\\q‘ Would you like help paying for your health coverage ?

Welcome to the Health Coverage Eligibility Pre-Assessment tool!

You can find out if you and your tamily could qualify for help paying for
health insurance. To figure this out, we need some basic information about
you and your family

o T

If you have created an account and wish to login, click on the log
Here you will be able to continue your application, view your appl
eligibiity details, notices, request changes 1o your household, an
account settings.

Navigator
Apply as Navigator to assist people in applying for Medical Assist

Don’'t Need Assistance?

If you would like to purchase a heailth plan without assistance clic

3. Answer all questions and click Next to continue.

many of your tax dependents are under the age of 19?7

C_1

What is your combined monthly income?

—1

Are you a Hawaii resident?

:

If you have created an account and wish to login. click on the log
Here you will be abie to continue your appiication. view your appl
eligibility details. notices, request changes to your household. an
account settings.

Navigator
Apply as Navigator to assist people in applying for Medical Assist

Don’t Need Assistance? -
It you wouid like to purchase a health pian without assistance clic
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4, The Portal will conduct a pre-assessment for eligibility for assistance. If you want to re-
do the pre-assessment, click the Back button. If you want to file an application click the
Close button and click Apply Now. If you want to purchase health insurance without
assistance click on the hyperlink under Don’t Need Assistance.

5
'~ x

7
s\\e Would you like help paying for your health coverage?

3

You may be eligible!

Based on what you have told us, you or a family

member may be eligible for help paying for medical

insurance. For an accurate determination of your a
eligibility you will need to apply

Back

If you have created an account and wish to login. click on the login button below
Here you will be able to your view your status,
eligibility details, notices, request changes 1o your household, and update your
account settings.

Navigator
Apply as Navigator to assist people in applying for Medical Assistance

Don't Need Assistance?

If you would like to purchase a health plan without assislanr.e.clic

Version 1.0 January 2015



3. Application

This process describes the process to create, save and submit an application.

3.1 User Registration

A User Account is required in order to create an application. This process describes the steps to
create a new account within the online system.

1. Navigate to the homepage and select Apply Now.

State of Hawai i
My Medical Benefits

Am | Eligible?
You can find out if you and your family could qualify for help paying

for health insurance. To figure this out. we need some basic information about
you and your family

Pre-Assessment

Ready to Apply?

Compiete an application for assistance. You will need to create a user account
In order to submit an application. You can save your progress and return to it (ater

l

Already have an Account?

If you have created an account and wish to login, click on the login button below.
Here you will be able to continue your application, view your application status,
eligibility details. notices, request changes to your household. and update your
account settings.

Navigator

Apply as Navigator to assist people in applying for Medical Assistance

Apply as

§

Don't Need Assistance?

It you wouild like to purchase a health plan without assistance click nere
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2. Select Create New Account.

State of Hawai i
My Medical Benefits

Sign In:

Enter your user name.

Username:

Where do | enter my password?

Create a New Account

Forgot My Usemame

3. Select Individual in User Type and complete the required information indicated with an
asterick (*). Click the Register button.

State of Hawai"i
My Medical Benefits

§ User Registration

|Basic Information

1= user Tvpe [1ndivicual =] |
=First Name |
MddeName [ |
“lastName [
Emal [
“ConfimEmai [

~|Enter User Id and Password

*User Login
*Password @
* Confirm Password

Cancel | Register

1f you are looking to buy health insurance without any assistance, please visit the Hawii Health Connector site at http://wwur.connecthawai.com. This site will alaw you to shop and compare the different insurance plans.
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4.

State of Hawai i
My Medical Benefits

An account has now been created. Select Login Now to create an application.

Home Page

Version 1.0
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3.2  Apply

1. Enter the username and password created in User Registration.

State of Hawai i
My Medical Benefits

Enter your user name.

Usermname:

Where do | enter my password?
Create a New Account

Eorgot My Usemame

State of Hawai i
My Medical Benefits

Sign In:

Please use this secure TextPad to enter your password.

What's this?

d Seeurity | DHS Forms

Version 1.0 January 2015



2. You will be required to complete the security process the first time you log in. This
screen explains the security images and security questions that are available.

State of Hawaii
My Medical Benefits

Sign In:

Setting up your new security profile enhances your enline protection.
It adds new layers of security to your account by helping us identify you and will help you identify our site

Security Image and Phrase Thig is an example of a personalized TextPad

Enhanced data security

Your new personalized security devices will help safeguard your identity and
personal information. Informatien you enter is protected from many of the security
threats outthere today. Atthe same time the image, phrase and date are proof that Personal Image,

you are on our official site Freshness Date &
Personal Phrase

Security Questions and Answers

Additional layer of security h B
You will register three security questions to add another layer of security. During e s—
subsequent visits, we will ask you to answer one of these questions correctly using
your personalized device if a situation seems risky. These questions and answers R T Pe— |
should be kept secret just like your password.

To register your security profile now »I Continue |
Continue §

3. The image shown here will be the secure image that will be visible during login. You may
select another image if you like.

State of Hawai i
My Medical Benefits

sign In:

This is your personalized virtual authentication device
From now on, never enter your password unless you see this exact device.

~af}—— Your personal security image

8 tl s
| P e YOUr personal security phrase
Learn more about your device

Get a new image and phrase

To accept this security device, image and phrase, click >3] Continus

Version 1.0 January 2015 11



4, You will be asked to pick and answer three security questions for future security use.
Please remember the answers to these questions. If you forget your password you will
be asked to answer one of these questions in order to reset your password.

We will use your security questions and answers to confirm your identity at imes when extra safety is needed.

Questions (Choose a question from each list below.)

1) EEE=E

State of Hawai i
My Medical Benefits

2) ISeleu One

3) lSelea One

\\unllu‘ cattle

5. The Portal uses a federal service to validate your identity. Answer the questions in the
required fields.

Version 1.0

Home | Cortact Lis | Terins ot Lise | Privad

Please complete the following information to verify the identity of the Primary Applicant:

Fields marked with an asterisk(*) require an answer.

Legal First Name *

Middle Name

Last Mame *

Suffix

Sacial Security Number

Date Of Birth *

Primary Phone Number

Residential Street Address *

Residential Street Address2

City *

State *

Zip Code *

curty | DHS Farms

January 2015
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6. The federal service will return three challenge questions to confirm your identity. Answer

the required questions and click Next.

Please answer the following questions

What model car do you drive?

What is the year of your vehicle?

What is the name of the city where you previously
lived?

Note: If you are unable to answer the questions correctly in three attempts, you will be
presented with a contact number and a reference number. If you want to continue the
process, call the number presented and provide the reference number. This is a
separate process with the federal service provided by Experian. The Department of
Human Services and the Hawaii Health Connector will not be able to help you with
this process. Instead of completing this process, you can choose to submit a paper
application.

Version 1.0 January 2015
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7. Once the security image and questions are selected and answered and the remote
identify proofing is complete, the Portal will search for an existing application. If you
already have an existing case, the Portal will give you the option to link your account.
Select Link Account to do so.

Your Account

Link To Existing Account

| Link To Existing Account According to our records, you are the primary contact on an existing case. You can link your online
account with your existing case. This will allow you to review the details of your case and submit

changes if needed

If you would like to link your account click on the Link Account button below. If you would like to
submit a new application for medical assistance, click on the Do Not Link button.

$ 8 Home | Contact Us | Terms of Use | Privacy and Security | DHS Forms

8. Your account is now linked to your existing case. To view what to do next, refer to
Account Management.

Your Account

My Applications

. My Applications Applications

APPLICATION ID DATE SUBMITTED ~ DETERMINATION DATE ~ ACTION
My Eligibility

1-326559428 Medical Assistance Processed 12/16/2014 12/16/2014

My Verifications
Showing 1 result.

My Documents Medical Assistance [] SUE RS TETE)

Change of Circumstance

Appeals

rtact Us | Terms of Use | Pri

Version 1.0 January 2015 14



9.

If you choose not to link your account or do not have an existing account, navigate to the
My Applications tab and click New Application.

Your Account

My Applications

My Applications Applications

& NO APPLICATION CREATED

My Eligibility

Medical Assistance New lication
My Verifications El

My Documents
Change of Circumstance

Appeals

Version 1.0 January 2015 15



10. If you successfully completed the remote identity proofing process, the Portal will
prepopulate your information in the application. Confirm the information and make
changes if necessary. If there is any information missing, enter the information in the
required fields. Required fields are annotated with an asterisk (*). You will not be able to
continue on until all required fields are complete.

Primary Contact Information

Primary Applicant Details

Household Details

Tax Dependents

Family Health Coverage

Health Coverage from Jobs

AI/AN Information

Authorized Representative

Review, Declare & File

Application Confirmation

Tell us about yourself.

1.FirstName * Middle Name LastMame *

2 Home address

Address Line 1* 3 Apartment or suite number

4City ™ 5 State * 6.Zip code *
EE

Please provide a mailing address if different from your home address.

7.Mailing Address (Leave blank if you don't have one.)

Address Line 1 8 Apartment or suite number

9.City 10.5tate 11.Zip code

12.Phone number 13.0ther phone number

14.Do you want to get information about this application by email? (™ Yes @ No

15.Preferred Spoken Language 16.Preferred Written Language

English English

Save & Exit

urity | DHS Forms

Note: If you did not complete the remote identity proofing process you will NOT be able
to submit an application on-line. Complete the identity proofing process or file a paper

application.

Version 1.0
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11. The Portal matches the address with the U.S. Postal Service and returns a standardized

address. You have the option of picking either the provided address or the standardized
address. Confirm the correct address and click Next.

Version 1.0

Standardized Address

Please review the standardized address below.If this address is correct, please click on the Next button to
update your address.If you like to use the unstandardized address please select the Provided address

below and click on the Next button to update the address.

Name

Test Tester

Home Address
nF’rovidedAddress

123 4th st
honolulu, HI 96815

Mailing address
nPruvmed Address

123 4th st
honolulu, HI 96815

January 2015

Estandardized.ﬂ\ddress

123 4th 5t
Honolulu, HI 96818

Estandardized.ﬂ\ddress

123 4th 5t
Honolulu, HI 96818
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12. Enter the required information in the fields for the Primary Applicant Details. This is the
person who will receive all eligibility notices.

Primary Contact Informabon

Household Detais

Tax Dependents

Family Heaith Coverage
Health Coverage from Jobs
AVAN Information

Authorized Repri

Review, Declare & File

pphcation Confemation

PERSON 1 (Start with yourself)

Complete this step for yourself, your spouse/partner and children who live with you and/or anyone on your same federal
income tax return if you file one. If you dont file a tax retumn, remember to still add family member who Ive with you

1. FirstName * Midgdle Name LastName Suffix

Test Tester =t
2. Relationship to you ? * 3. Date of birth ® o
Self Ito/omsn I ﬁ. CI

5. Social Security number (SSN)

6 Do you plan to file a federal Tax Retun next year? *

a Will you jointly file with a spouse? *

Name of First Name * Middie Name LastName *
Sose”

b. Will you claim any dependents on your tax retum? *
Name of First Name * Migale Name LastName *
dependent * Test

<. Will you be claimed as a dependent on somecne's tax
retum? *

8. Do you need health coverage? *

9. Do you have a physical or psychological health condition that causes
limitation in actmvties? *

10. Are you a U.S. citizen or U S. national? *

| 12. Do you have any medical bills for eligible medical semices in the past ten(10) 4
calender days immediately prior to the date of application? -
Current Job & Income Information 3
Type of Employment *
| © Empioyed C NotEmpioyed |
EmEOfer name * Phone number
75 F‘M 1% l or suite number
i City * State Zip code *
| ] LA
wagmms (vefore taxes) * %
Income Start Date Income End Date
In the past year, did you:
[~ SeltEmployed
Version 1.0 January 2015
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13. If you have more people in your household, use the Add Person button in the
Household Details section.

Ty SO T T
First Name Last Name Sex Date Of Birth ont
Primary Applicant Details Test tester Self Male 10/0111980 (-]
Ho ol 1t
Person 2
Tax Dependents Complete this step for yourself, your spouse/partner and children who live with you and/or anyone on your same federal

income tax return if you file one. If you dont file a tax retumn, remember to still add family member who live with you.

1. First Name * Middle Name Last Name * Suffix

[= | L[ | T
Health Coverage from Jobs 2 Relationship to you * 3. Date of birth (mm/ddiyyy) * 4. Sex ™
IMamed to EII 10/0111987 I IFemaie  [-]

AUAN Information 5. Social Security number (SSN)

Family Health Coverage

Authorized Representative 6. Da you plan to file a federal Tax Return next year? *

a. Will you jointly file with a spouse? *

Review, Declare & File
First Name * Middle Name Last Name *

Name of
ITest I ‘ ‘ Tester I

Application Confirmation Spouse ™

b. Will you claim any dependents on your tax return? *

. Will you be claimed as a dependent on someone’s tax

return? *

7. Does PERSON 2 live at the same address as
you?

8.5 PERSON 2 pregnant?

9. Does PERSON 2 need health coverage?

Current Job & Income Information
Type of Employment *

I~ Employed @ NotEmployed

[~ SelfEmployed

‘OTHER INCOME THIS MONTH

[~ Receiing SSI Benefits

Version 1.0 January 2015



14. Once all household members have been entered, the Household Details page will

provide the option to edit or remove a member. To edit a member, click the blue button.

To remove a member, click the red button. To add a member, click the Add Person
button. The Primary Applicant is editable, but not removable.

Primary Contact Information
First Name Last Name Relationship Date Of Birth Controls

8 Primary Applicant Details Self 10/01/1980 [+)
Married to 10/01/1987 [ <]
Household Details
a (step-) child of 10/01/2008 0 °
Tax Dependents
Family Health Coverage
Health Coverage from Jobs
AI/AN Information
Authorized Representative
Review, Declare & File

Application Confirmation

t Us | Terms of Use |

Version 1.0 January 2015
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15. The next screen prompts you to validate the relationships previously built in the
Household Details section. Validate the relationships and click Next. If the relationships
are incorrect, use the check boxes provided to correct the relationships.

Primary Contact Information
e Tax Dependents

Answer these guestions for everyone applying for help paying for health insurance.
Primary Applicant Details

Does Test tester plan to file a federal income tax return NEXT YEAR? *

@ Yes ( No

Household Details

Will Test tester file jointy with a spause? YESE
Dependents
First Name Middle Name Last Name

Family Health Coverage I Test Wife
r Test Child
Health Coverage from Jobs
Will Testtester claim any dependents on their tax return? Yes
AUAN Information
First Name Middle Name Last Name Suffix
Authorized Representative o4 Fest Wife
Test Child
Review, Declare & File
Will Test tester be claimed as a dependent on someone’s tax return? No E

Application Confirmation

First Name Middle Name Last Name Suffix
r Test Wife
r Test Child

I_ Check here ifthis person is not part of the household

Howis Testtester related to the tax filer? E
Does Test Wife plan to file a federal income tax return NEXT YEAR? * @ Yes ( No
Will Test Wife file jointy with a spouse? YESE
First Name Middle Name Last Name
i Test tester
r Test Child
Will Test Wife claim any dependents on their tax return? No

First Name Middle Name Last Name: Suffix

Version 1.0 January 2015 21



16. If a household member has existing health coverage, select Yes and enter the required
information. If no one in the household has existing health coverage, select No and click
Next.

Primary Contact Information
Your Family's Health Coverage

. . - f o
Primary Applicant Details Is anyone listed on this application enrolled in health coverage now?

[~ MNo. If no, skip to next step.

Household Details [¥ Yes. If yes, answer the following questions.

Is Test tester enrolled in health coverage now?*
Tax Dependents

Fa Health Coverage Coverage Details

Type of Health Insurance * Policy Name * Policy Number
T T s f_El m—
= Policy End Date
B —

Authorized Representative Includes medical care?  ves

Includes dental care?  Yes
Review, Declare & File
Includes vision care? " Yes

Application Confirmation Is this a limited-benefit plan (like a " Yes
school accident policy)?

Add Coverage

Is Test Wife enrolled in health coverage now? *

Is Test Child enrolled in health coverage now? *

Version 1.0 January 2015 22



17. If a household member has health coverage from an employer, select Yes and enter the
required information. If that person has health coverage from another employer, click the
Add Employer button. You will select which household member is the employee
receiving health insurance. If no one in the household has health insurance from an
employer, select No and click Next.

Version 1.0

Primary Applicant Details

Household Details

Tax Dependents

Family Health Coverage

Health Coverage from Jobs

Al/AN Information

Authorized Representative

Review, Declare & File

Application Confirmation

Health Coverage from Jobs

Is anyone listed on this application offered health coverage from a job? *

[~ No.If no, skip to next step.

|7 Yes. Ifyes, answer the following questions.

Is this a state employee benefit plan? * I ® Yes (T No I
Employer Identification Number (EIN)

Remove Employer Employer

You DONT need to answer these questions unless someone in the household is eligible for health coverage from a job.

Employer name

Tell us about the job that offers coverage.

Select Employee *

First Name Middle Name Last Name
(o] Test tester
[ Test Wife
s Test Child

1. Employer name * 2. Employer |dentification Number (EIN) 3. Employer phone number*

4. Address Line 1* 5. Address Line 2

6. City * 7. State * 8. Zip code *

9. Who can we contact about employee health coverage atthis job? *

10. Phone Number ™ 11. Email Address

12. Are you currently eligible for coverage offered by this employer, or will you become
eligible in the next 3 months? *

Remove Employer | Add Employer

January 2015 23



18. If a household member is American Indian or Alaskan Native, select Yes and complete
the required fields. If no one in the household is American Indian or Alaskan Native,
select No and click Next.

Version 1.0

Primary Applicant Details
Housenold Details

Tax Dependents

Family Health Coverage
Health Coverage from Jobs
Authorized Representative
Review, Declare & File

Application Confirmation

American Indian or Alaskan Native Family Member (AI/AN)

Are you or anyone in your family American Indian or Alaskan Native? *

[~ No. Nobody in my family is American Indian or Alaskan Native.

[ Yes. If yes, answer the following questions.

Is festtester an American Indian or Alaskan Native? *

Is Testa member of a Federally recognized Tribe ? *

*

\Ifes fwe the name of the tribe.

Has Test ever goften a semvice from the Indian Health Service, a tribal health program, or urban Indian health program, or through
areferral fram one of these pragrams. *

Is Test eligible to get services from the Indian Health Service, tribal health programs, or urban Indian health programs, or
through a referral from one ofthese programs? ™

Certain money received may not be counted for Medicaid or the Children's Health Insurance Program (CHIP). List any income
(amount and how often) reported on your application that includes money from these sources:

*+ Per capita payments from a tribe that come from natural resources, usage rights, leases, or royalties

+ Payments from natural reseurces, farming, ranching, fishing, leases, or royalties from land designated as Indian trust
land by the Department of Interior (including reservations and former reservations)

~ Money from selling things that have cultural significance

Amount ($): How often? E

Is Test Wife an American Indian or Alaskan Native? *

Is Test Child an American Indian or Alaskan Native? ™

January 2015 24



19. Read the Terms and Conditions, answer the eligibility renewal and parent living
outside the home questions, and electronically sign the application. You must agree to
the Terms and Conditions in order to submit the application.

Primary Contact Information Read & Sign this application.

Primary Appicant Detats

« I'm sigang this apphication under penalty of perury, which means ve prowded true answers to ol the
Questions on thes form 10 the best of my knowledpe | know that | may Be submect to penalties under
federal law €1 ntertionally prowde faise or untroe nformation

o | know that | must tell the Depatment of Human Serwce or the Hawas Heath Connector ¢ anything

Househoid Detats

Tax Dependents

changes (and is dilerent than) what | wrote on this appbcation. | Canm s (1 2enafis Dawas coy of call 1.
776285076 to repont any changes. | understand that 3 change m my information could affect my
Famiy Heash Coverage ebgtaity for members of my househcid
* | know that under federal law, discnmination s permitted on the basis of race, color, national ongin, Sex.
Heath Coverage from Jobs age. sexual onentation, gender identty, or Gsabity | can fle a complant of dscrmnation by wstng
AVAN Information * I confiem that no one applyng for heath o0n ths - (Detaned of jaded) o
residing in 3 state medical Insttution
™ ¥ nee. the followng e o

Authorzed Representatve
We need this information to check your ebgibiity for help paying for health coverage € you choose to apply. wel
check your answers using ink " our and from the intemal Revenue
Serace (RS). social secunity. the Department of Homeland Securty, and/or 3 consumer reporting agency. If the
information doesnt match, we may ask you 10 send us proof

Renewal of coverage in future years

To make & easwr 10 determune my ebgbiity for help paying for health coverage in Sture years, | agree 1o allow
the Department of Human Servces and Mawas Health Connector 1o use income data, including information fom
tax retuns The Department of Human Servces o the Hawas Health Connector will send me 2 notice, let me

make any changes, and | can opt out at any time

Vn.mqmmb:unn'

It anyone on this application is eligilble for medicaid

* | am gung 10 the Medcad agency our nghts 10 pursue and get any money fom other heath
insurance legal settiements. or other thed partes | am also gvng to the Medicad agency nght to
Prsue and get medical support from a spouse or parent

* Does any chid on this apphcation have 3 parent Ining outsade this home? *

¥ Yes | kno will be asked to cooperate with the agency that collects medcal support fom an
absert parent If | think that cooperating to collect medical support will harm me or myy children | can
tell Medicaid and | may not have 1o cooperate

My right to appeal

¥ | think the Department of Human Service or Mawas Mealth Connector has made 3 mestake, | can appeal s

deciscn To appeal means to tell somecoe at the Depatment of Human Servces or Hawas Mealth Connector

that | think the action is wrong. and ask for 3 far review of the action. | know that | can find out how to appeal by

contactng the someone 3t 18776285076 | know that | can be represented in the process by somecne other

than mysell My eligitelity and other ik will be 1o me
Sign this application.
The person who filed out Step 1 should sign ths ¥ you're an you may son

here a3 long a3 you have prowded the information requered in Step 8

Primary Apphcant FiestName *  Primaey Apgcant Last Name *
Dvnlom?mnﬂm'[ ] l J

Version 1.0 January 2015



20. You can review all information entered in the application in the Application

Confirmation screen. To review the information, click on the appropriate section under
Application Confirmation. The section will expand for you to view the information you

entered previously in the application. To edit the information, click on the Edit button.
After confirmation of the information, click Finish to submit the application.

21. The application has been successfully submitted and you are now able to view your
account.

Version 1.0

PTTETY COMTaT MOTTanon

Primary Applicant Details

Househoid Detalis

Family Healih Coverage

Health Coverage from Jobs

AVAN Information

Application Confirmation

Primary Contact Information

Name
Test tester
Home Address
123 4th St
Honolulu, HI 96818
Maling Adress (Leave blank fyou don' have one )
123 4th St
Honolulu, HI 96818
Preferred Spoken Language Preferred Wiiten Language
English English
Primary Appiicant Detalls

Eait
Household Details

Edit
Tax Dependents

Edit
Family Health Coverage

Edit
Health Coverage from Jobs

Edt
AVAN Information

Eat
Authorized Representative

Edit
Review, Declare & File

Edt

Save & Ext Finsh

You have successfully submitted your application, Test Tester

January 2015

Your application has been received and will be processed shortly.
Your application confirmation number is: 1-285703286

26



3.3 Save and Exit

1. At any point in the application, you have the option to save and exit the application and

return later to finish the application. To save and exit the application, click Save & Exit.

The Portal will only save information provided up to the previous screen before clicking
the Next button. To avoid losing data on your current screen, click Next before clicking
Save & Exit.

Primary Contact information

Your Family's Health Coverage

Is anyone listed on this lled in health

Primary Appiicant Detalis
[~ No. If no, skip to next step. A

Househoid Details [~ Yes. If yes, answer the following questions.

Tax Dependents

Heaith Coverage from Jobs

AUAN Information

Authonzed Representative

Review, Declare & File

Application Confirmatior

2. To retrieve the application, find the saved application in the My Application tab and
click Continue.

Your Account

My Applications

My Applications Applications

APPLICATION ID TYPE STATUS DATE SUBMITTED DETERMINATION DATE ACTION

Medical Assistance In Progress ContinuefCancel

My Eligibility

My Verifications
Showing 1 result.

My Documents Medical Assistance E| New Application

Change of Circumstance

Appeals

rity | DHS Forms
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3. You will return to the place in the application where it was last saved.

Primary Contact Information

Your Family's Health Coverage

Is anyone listed on this applicati lled in health ge now? *

[~ No. If no. skip to next step.

Household Detalis [ Yes. If yes, answer the following questions.

Primary Applicant Details

Tax Dependents

Family Health C:

Health Coverage from Jobs

Al/AN information

Authorized Representative

Review, Declare & File

Application Cg

Home | Cantact Uis | Terms of U
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4. Account Management

You are able to manage your account using the following tabs:
o My Applications
e My Eligibility
¢ My Verifications
e My Documents
¢ Change of Circumstance

e Appeals

41 My Applications

The My Applications tab allows you to view key information about your application:
e Application ID
e Application Type
e Application Status

e Date Submitted

The My Applications tab also allows you to cancel your application before it is processed by

clicking Cancel. You can also retrieve and finish saved applications here.

Your Account

My Applications

My Applications Applications &

APPLICATION ID TYPE STATUS DATE SUBMITTED ~ DETERMINATION DATE ~ ACTION

1-327511438 Medical Assistance Submitted 121812014

Showing 1 result
My Documents Medical Assistance [~ FUEIE S

Change of Circumstance

My Eligibility

My Verifications

Appeals

Home | Contact Us | Terms of Use | Privacy and Security | DHS Forms

P
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42 My Eligibility

The My Eligibility tab allows you to view the details of eligibility and the Health Insurance Plans
for each member of the household.

1. To access the eligibility description, select the My Eligibility tab on the left.

Your Account My E||g|b|||ty

My Applications
Medicaid Eligibilities

My Eligibility
3 PERSON STATUS START DATE

My Verifications O Test Child Approved 10/23/2014

D Test Tester Approved 10/23/2014

My boctmenks © Test Wife Approved 101232014

Change of Circumstance

Appeals

2. To view the description, click the button on the left of the household member.

Your Account My Eligibility

My Applications
Medicaid Eligibilities
My Eligibility

PERSON STATUS START DATE

My Verifications O Test Child Approved 1012312014

E’est Tester Approved 10/23/2014

My Documents
Current Medical Plan :

Change of Circumstance Current Dental Plan :

Current Behavioral Plan :
Appeals

D Testwife Approved 10/23/2014
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4.3 My Verifications

The My Verifications tab allows you to view verification items for all members in the household.
Items that have been verified either electronically, manually or are missing or conflicting will
appear the day after processing. For new applications, verification items will appear only after
the application has been submitted and processed.

1. To access the verification items, select the My Verifications tab on the left side of the
screen. This page shows the verification items for each household member including the
due date and status of each verification item. To upload outstanding verification items,
click Upload next to the appropriate verification item. After clicking Upload, the Portal
will shift to the My Documents tab. Refer to Upload Verification Documents for
uploading verification documents.

My Verifications

Your Verifications

VERIFICATION TYPE PERSON DUE DATE STATUS Action

Medicare Test Tester Waived

Income Test Tester Waived

Other Insurance Coverage Test Tester Verified

US Citizenship Test Tester Verified

SSN Test Tester Verified

Home | Contact Us | Terms of Use | Privacy and Security | DS Forms
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2, You may view uploaded verification items in the My Documents tab. To view the
uploaded documents, select Other Documents in the dropdown. You are able to see
the documents that have been uploaded, but are not able to open the document.

Your Account

My Documents

My Applications
Upload a New Document

If you received a notice requesting a document or form you can upload here.
My Eligibility v equesting v P

If you want to download a blank form please click DHS Forms at the bottom

of the page. Upload
My Verifications

The section below coniains a list of notices sent by DHS and documenis you previously
My Document: provided. Only notices are available for viewing.
vy nents

Your Documents
Change of Circumstance
Please select the type of documents you would like to view. Other Documents [~

Appeals - _
DESCRIPTION CLIENT NAME

Other Verification Item 1218/2014 401K Test Tester

Showing 1 result.
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4.4 My Documents

The My Documents tab allows you to view notices and upload documents such as verification
items and forms. This process describes the steps for viewing notices and uploading forms and
verification documents.

4.4.1 Notices

1. You are able to view notices in the My Documents tab. To view a notice, click on the
My Documents tab on the left side of the screen. Select Notices as the document type
in the dropdown. To open the notice, select View next the appropriate notice.

Your Account
our Accour My Documents

My Applications
Upload a New Document

My Eigibiity I you received a notice requesting a document or form you can upload here.

I you want to download a blank form please click DHS Forms at the bottom

e of the page. Upload
My Verifications

The section below contains a list of notices sent by DHS and documents you previously
My Documents provided. Only notices are available for viewing.
Your Documents

Change of Circumstance

Please select the type of documents you would like to view.

Appeals
PP DESCRIPTION

Notice 12172014 NO03-Eligibility Determi

Showing 1 resuit

2. From here, you can view the notice and have the option to save or print the document.

NO1-Request for Add. Info

1800202080
State of Hawaii — Dept. of Human Services
Med-QUEST Division

P.0. Box 3490

Honoluly, HI 96811-3490

October 21, 2014 Case Number : 01054818-01
Telephone Number : (808) 587-3521
Fax Number - (808) 587-3543
1804232080
test tester
123 4th St
Honolulu, HI 96818
RE: REQUEST FOR ADDITIONAL INFORMATION ~ NO1

Dear test tester,

We have received your application. However, we need more information to make an
eligibility determination. Please submit the requested items by the due date(s) below.
Instructions for submitiing documents for verification are provided at the end of this
letter.

Name
Test Child Birth

TestChila

TestChia
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4.4.2 Upload Verification Document

1. You are able to upload verification documents and forms. Prior to uploading documents,

be sure they are in one of the acceptable file types. Click on the Upload button on the
My Documents tab.

Your Account

My Documents

My Applications
Upload a New Document

i
0

If you received a notice requesting a document or form you can upload here.
My Eligibility ¥ equesting ¥ P

If you want to download a blank form please click DHS Forms at the bottom

. of the page. Upload
My Verifications
The section below contains a list of notices sent by DHS and documents you previously
o BT provided. Only notices are available for viewing.
My nents

Your Documents
Change of Circumstance
Please select the type of documents you would like o view. Motices =]

Appeals

DESCRIPTION ACTION

Notice 121712014 NO3-Eligibility Determi View

Showing 1 result.
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2. Select the appropriate file type. Select the type of verification document that will be
uploaded. Select the household member that the verification document applies. If the
document applies to more than one household member, select Yes and specify the
additional information.

Your Account

Upload From Your Computer

Please provide some additional information about the file you want to upload

Upload What does this file contain? *

My Documents

This file contains I Tax Records E|I

Does this file contain Document(s) for another person in this case? Yes
Click on the browse button fo locate the file you want to upload from your computer.

File Path

[ Browse:

Rules for Uploading Documents:
1. I may only upload documents that belong to the applicant(s)/ beneficiary(ies), or will help the
applicant(s)/ beneficiary(ies) get medical benefits.

2. The documents must be exact copies of the original documents. The original documents have not
been changed in any way.

3.1 shall not upload a computer virus or other harmful content on purpose.

4. If | break these rules, then the applicani(s) or beneficiary(ies) may not get medical benefits. or there
may be other legal penalties.

5_Ifthe upload of documents does not work, | will have to provide paper copies of the documents

[~ Ihave read and agreed to all terms and conditions of uploading a decument
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3.

To upload the document, select the Browse button and find the document on the
computer.

. » Libraries » Pictures » Sample Pictures

Search Sample Pictures

2

Organize v New folder =~ 0 e

7 Favorites Pictures library
B Desktop Sample Pictures
8 Downloads
22 Dropbox

%1 Recent Places

Amangeby:  Folder v

information about the file you want to upload.

9 Libraries

[ Documents Chrysanthemum Desert Hydrangeas Jellyfish
& Music

li=| Pictures
B videos

ii(s) for another person in this case?

ate the file you want to upload from your computer.

1% Computer

Penguins Tulips

€ Network

File name: Penguins + [AuFies ) _Browse._§

ts:
its that belong to the applicant(s)/ beneficiary(ies), or will help the
applicant(s)/ beneficiary(ies) get medical benefits

2. The documents must be exact copies of the original documents. The original documents have not
been changed in any way.

3. I shall not upload a computer virus or other harmful content on purpose.

4.1f | break these rules, then the applicant(s) or beneficiary(ies) may not get medical benefits, or there
may be other legal penalties

5. If the upload of documents does not work, | will have to provide paper copies of the documents

[~ I'have read and agreed to all terms and conditions of uploading a document.
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4, To complete the upload, read the Rules for Uploading Documents, click the

confirmation of terms and conditions, and click Upload. If you make a mistake and want
to re-do or cancel the upload, click the Cancel button.

Your Account

My Documents

Version 1.0

Upload From Your Computer

Please provide some additional information about the file you want to upload.

What does this file contain? *
Verification Document [~

This file contains  Tax Records
For test tester [~
Does this file contain Document(s) for another person in this case? Yes

Click on the browse button to locate the file you want to upload from your computer

File Path

[C:\Users\Public\Pictur ple Pictures'Ps il Browse

Rules for Uploading Documents:

1. I may only upload documents that belong to the applicant(s) beneficiary(ies), or will help the
applicani(s)/ beneficiary(ies) get medical benefits.

2. The documents must be exact copies of the original documents. The original documents have not
been changed in any way.

3. I shall not upload a computer virus or other harmful content on purpose.

4. If | break these rules. then the applicant(s) or beneficiary(ies) may not get medical benefits, or there
may be other legal penatties.

5. If the upload of documents does not work, | will have to provide paper copies of the documents

.I have read and agreed to all terms and conditions of uploading a dacument

January 2015
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5. The Verification Document has now been successfully submitted.

Version 1.0

Your Account

My Applications

My Eligibility

My Verifications

Change of Circumstance

Appeals

@ File Uploaded Successfully!

My Documents

Upload a New Document

If you received a notice requesting a document or form you can upload here.

If you want to download a blank form please click DHS Forms at the bottom
or e age.

The section below coniains a list of notices sent by DHS and documenis you previously
provided. Only notices are available for viewing.

Your Documents

Please select the type of documents you would like to view. Notices [=]

DATE

MNotice 121712014 MNO3-Eligibility Determi

Showing 1 result
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4.4.3 Upload Form

1. To upload a form, select the My Documents tab and click Upload. Click DHS Forms on
the bottom of the page to find the forms for you to complete. Before uploading the form,

please confirm that the form is complete and is saved in an acceptable file format.

Version 1.0

Your Account

My Applications

My Eligibility

My Verifications.
Change of Circumstance

Appeals

My Documents

Upload a New Document

If you received a nofice requesting a document or form you can upload here.

If you want to download a blank form please click DHS Forms at the bottom
of the page. Upload

The section below contains a list of notices sent by DHS and documents you previously
provided. Only notices are available for viewing.

Your Documents

Please select the type of documents you would like to view. Notices [

DESCRIPTION

MNotice 12172014 MNO3-Eligibility Determi

Showing 1 result.

January 2015
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2. Select the document type in the dropdown, then select the type of document to be
uploaded.

Your Account

Upload From Your Computer

Please provide some additional information about the file you want to upload.

Upload What does this file contain? *

Please select the Form.

My Documents

Click on the browse button to locate the file you want to upload from your computer

File Path
[ Browse...

Rules for Uploading Documents:
1. I may only upload documents that belong to the applicant(s)/ beneficiary(ies), or will help the

applicani(s)/ beneficiary(ies) get medical benefits.

2 The documenis must be exact copies of the original documents. The original documents have not
been changed in any way.

3. I shall not upload a computer virus or other harmiul content on purpose.

4. If | break these rules, then the applicant(s) or beneficiary(ies) may not get medical benefits, or there
may be other legal penalties.

5. If the upload of documents does not work, | will have to provide paper copies of the documents.

[~ I'have read and agreed to all terms and conditions of uploading a document,

| DHS Farms

-

i A 5

3. Follow the steps in Upload Verification Document to complete the upload.
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4. You are able to view uploaded forms and verification items in the My Documents tab.
To view the uploaded documents, select Other Documents in the dropdown. You are

able to see which documents have been uploaded, but you are not able to open the
document.

Your Account

My Documents

My Applications
Upload a New Document

My Eligibility If you received a notice requesting a document or form you can upload here.

If you want to download a blank form please click DHS Forms at the bottom

of the page. Upload
My Verifications

The section below contains a list of notices sent by DHS and documents you previously
rovi S { I ilable for viewing.
Iy Dot provided. Only notices are available for viewing.
Your Documents

Change of Circumstance
Please select the type of documents you would like to view. Other Documents ]

Appeals

" CLIENT
TYPE DESCRIPTION NAME

Other Verification

121812014 401K
Item

Test Tester

DHS8027 - REQUEST FOR ACCOUNTING OF DISCLOSURES
£om 1211812014 o EAL TH INFORMATION

Showing 2 results
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4.5

Change of Circumstance

You may use the Change of Circumstance tab to report one of seven types of change of
circumstance. Additionally, there are eight other options to choose from within Other. Select the
change of circumstance option and complete the required information.

Note: Only the Primary Applicant/Beneficiary is able to make changes and provide updates for
all members in the case.

4.5.1 Predefined Change of Circumstance

You have the ability to submit one of six types a of predefined change of circumstance:

Add A Household Member

Change of Address (Mailing or Residential)
Change of Income

Pregnancy

Change Contact Information

End My Benefits

This example will describe reporting a change of address. Select Change of Address
(Mailing or Residential) and click Make Changes.

My Applications

Change of Circumstance

My Eligibility
It is important to update your account as soon as possible when changes occur.

Use the selection below to report changes.
My Verifications

Change of Circumstance
My Documents

[~ Add A Household Member
Change of Circumstance
Change of Address (Mailing or Residential)

Appeals
[~ Change in Income
I~ Pregnancy
[~ Change Contact Information

I~ End My Benefits

[~ Other

Make Changes
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2. Select the appropriate Household Member for the change of circumstance and click
Edit.

Change of Address

Change of Address

Update Add .
s Current Address Information

Review, Declare & file Household Members

Eesl tester
Residential Address ACTION

123 5th St

Honolulu, HI , 96818
O Test Wife

O Test Child

Cancel

3. Enter the necessary information and click Next.

Change of Address

Change of Address

Update Address

Review, Declare & file Current Address Information
Update Address

Address Line 17
123 5th St

Address Line 2

=

City State ™ Zip Code *

m 96818

I|7 Apply Residential address to entire household I
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4, There is no confirmation of a successful submission. After submission, the Portal will
redirect back to the Change of Circumstance tab.

Version 1.0

My Applications

My Eligibility

My Verifications

My Documents

nge of Circumstance

Appeals

Change of Circumstance

It is important to update your account as soon as possible when changes occur.
Use the selection below to report changes.

Change of Circumstance

[~ Add A Household Member
[~ Change of Address (Mailing or Residential)
[~ Change in income

Pregnancy

Change Contact Information

End My Benefits

Maiz Changes

January 2015
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4.5.2 Other Change of Circumstance

You have the option to submit a change of circumstance that is not included in the predefined
list. The Other options include reporting:

e Absent Parent

o Authorized Rep

e Death

o Disability

e EXxpenses

e Incarceration

e Remove a Household Member

e Other

1. You may pick one of these options and enter a explanation of the change of
circumstance in the description box. If the Change of Circumstance is not listed, select
Other and enter a description of the change. The eligibility worker assigned to the case
will process the change of circumstance.

Other Change in Circumstance

Other Change in Circumstance
T::e of chan:e 3
JAbsent Parent

lAuthorized Rep.
Death
Disability
[Expenses

Incarceration
[Remove a Household

Other ¥
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4.6 Appeals

You may use the Appeals tab to request an appeal if you think an eligibility determination has
been applied incorrectly.

1. To request an appeal, click on the Appeals tab on the left side of the screen.

Your Account

My Applications

st

DATE SUBMITTED DETERMINATION DATE Al
My Eligibility
1-326559428 Medical Assistance Processed 12/16/2014 12/16/2014

My Verifications
Showing 1 result.

My Documents Medical Assistance [v| BUETES SR

Change of Circumstance

Home | Contact Us | Terms of Use | Privacy a

2. Enter your contact information and a description of why you think your appeal should be
accepted.

Appeals
Appeals

Review, Declare & file ’ e

Review, Decate & e If you would like to appeal the decision of your application or for your benefits being changed, reduced or
terminated, please indicate that in the box below. As a beneficiary, if your benefits were adversely affected or
terminated, please tell us if you would like your benefits reinstated while you wait for your hearing decision.

Phope Numbe
808-111-1111 x

would like to appeal the decision for the following
easons:
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3. Review your information and click Save. If you have to make any changes, click Cancel
and make the necessary changes.

Appeais .
Review - Appeals

8l Review, Declare & file
Phone Number

Description *

4, After you click Save, the Portal will re-direct you to the My Applications tab. You will not
receive confirmation of a successful submission. Your request for an appeal will be sent
to an eligibility worker to be processed. The eligibility worker will submit your appeal to
the Administrative Appeals Office (AAO) where a decision on your appeal will be made.
The AAO will contact you once a decision has been made on your appeal.
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5. Contact Us

1. Click on the Contact Us hyperlink at the bottom of the page to find the address and
phone number for the office in your area. You can call the office to ask questions about
your eligibility and submit a paper application.

State of Hawai i
My Medical Benefits

Contact Us

MQD/EB-East Hawaii Section MQD/EB-West Hawail

Waiakea Kai Shopping Plaza Lanihau Professional Center

88 Kanoelehua Avenue, Room 107 75-5591 Palani Road, Suite 3004
Hilo, Hawaii 96720 Kailua-Kona, Hawaii 96740
Phone: (808) 933-0339 Phone: (808) 327-4970

MQD/EB-Oahu Section MQD/EB-Kauai Section

” Dynasty Court
201 cuinghiom Bl 31 Faor 4473 Pahee Street, Suite A

Lihue, Hawaii 96766
: 7- :
Phone: (808) 587-3521 Phone: (808) 241-3575

o MQD/EB-Maui Section
MQD/EB-Kapolei Unit

Millyard Plaza
Kakuhihewa State Office Building 210 Imi Kala Street, Suite 101
601 Kamokila Blvd., Room 415 Wailuku, Hawaii 96793
Kapolei, Hawaii 96707 Phone:(808) 243-5780
Phone: (808) 692-7364

2. For assistance with applying, please contact the Hawaii Health Connector at
1-877-628-5076.
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