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TERMS, RIGHTS AND RESPONSIBILITIES

By completing and signing this application, I am applying for  
Medicaid, Family Health Plus, and Child Health Plus. I understand 
that this application, notices and other supporting information will be 
sent to the program(s) for which I want to apply. I agree to the release 
of personal and financial information from this application and any 
other information needed to determine eligibility for these programs. 
I understand that I may be asked for more information. I agree to  
immediately report any changes to the information on this application.

•   I understand that I must provide the information needed to prove 
my eligibility for each program. If I have been unable to get the  
information for Medicaid or Family Health Plus, I will tell the social 
services district. The social services district may be able to help in 
getting the information.

•   If I am applying at a place other than a local department of social 
services, and my children are not found eligible for Medicaid  
using this application, I can contact the local department of social 
services to see if my children are eligible for Medicaid on some  
other basis.

•  I understand that workers from the programs for which family 
members or I have applied may check the information given by me 
for this application. The agencies that run these programs will keep 
this information confidential according to 42 U.S.C. 1396a (a) (7) 
and 42 CFR 431.300-431.307, and any federal and state laws and 
regulations.

•   By applying for Child Health Plus, I agree to pay the applicable  
premium contribution not paid by New York State.

•   I understand that Medicaid, Family Health Plus, and Child Health 
Plus will not pay medical expenses that insurance or another  
person is supposed to pay, and that if I am applying for Medicaid  
or Family Health Plus, I am giving to the agency all of my rights to 
pursue and receive medical support from a spouse or parents of 
persons under 21 years old and my right to pursue and receive 
third party payments for the entire time I am in receipt of benefits.

•   I will file any claims for health or accident insurance benefits or 
any other resources to which I am entitled. I understand that I  
have the right to claim good cause not to cooperate in using health 
insurance if its use could cause harm to my health or safety or to 
the health and safety of someone I am legally responsible for.

•   I understand that my eligibility for these programs will not be  
affected by my race, color, or national origin. I also understand  
that depending on the requirements of these individual programs, 
my age, sex, disability or citizenship status may be a factor in 
whether or not I am eligible.

•   I understand that if my child is on Medicaid or Family Health Plus, 
he or she can get comprehensive primary and preventive care,  
including all necessary treatment through the Child/Teen Health 
Program. I can get more information on this program from the local 
department of social services.

•   I understand that anyone who knowingly lies or hides the truth in 
order to receive services under these programs is committing a 
crime and subject to federal and state penalties and may have to  
repay the amount of benefits received and pay civil penalties.  
The New York State Department of Tax and Finance has the right  
to review income information on this form.

SOcIAL SEcuRITy NuMBER 
Child Health Plus: SSNs are not required to enroll in Child Health 
Plus. If available, I will include it for children applying for Child 
Health Plus. Medicaid, or Family Health Plus: SSNs are required for 
all applicants, unless the person is pregnant or a non-qualified alien. 
SSNs are not required for members of my household who are not 
applying for benefits. I understand that this is required by Federal 
Law at 42 U.S.C. 1320b-7 (a) and by Medicaid regulations at 42 CFR 
435.910. SSNs are used in many ways, both within department of 
social services (DSS) and between the DSS and federal, state, and 
local agencies, both in New York and other jurisdictions. Some uses 
of SSNs are: to check identity, to identify and verify earned and 
unearned income, to see if non-custodial parents can get health 
insurance coverage for applicants, to see if applicants can get  
medical support, and to see if applicants can get money or other help. 
SSNs may also be used for identification of the recipient within and 
between central governmental Medicaid agencies to insure proper 
services are made available to the recipient. Also, if I apply for other 
programs in this joint application, those programs will have access to 
my SSN and could use it in the administration of the program.

fOR MEDIcAID APPLIcANTS ONLy
•   Release of Educational Records 

I give permission to the local department of social services and 
New York State to obtain any information regarding the educational 
records of my child(ren), herein named, necessary for claiming 
Medicaid reimbursements for health-related educational services, 
and to provide the appropriate federal government agency access 
to this information for the sole purpose of audit.

•   Early Intervention Program 
If my child is evaluated for or participates in the New York State 
Early Intervention Program, I give permission to the local  
department of social services and New York State to share my 
child’s Medicaid eligibility information with my county Early  
Intervention Program for the purpose of billing Medicaid.

•   Reimbursement of Medical Expenses 
I understand that I have a right as part of my Medicaid application, 
or later, to request reimbursement of expenses I paid for covered 
medical care, services and supplies received during the three 
month period prior to the month of my application. After the  
date of my application, reimbursement of covered medical care, 
services and supplies will only be available if obtained from  
Medicaid enrolled providers.

fAMILy HEALTH PLuS AND MEDIcAID MANAGED cARE
I understand that in order to receive Family Health Plus benefits,  
I must join a managed care health plan. I also know that in some 
counties, joining a health plan may be required to receive Medicaid.  
I have read how to find out whether my county requires Medicaid  
enrollees to join a health plan, and how to find out what health plans 
are available to me in Family Health Plus and in Medicaid managed 
care. I understand that if I am found eligible for Family Health Plus,  
I will be enrolled in the Family Health Plus plan I have chosen. I/we 
also understand that if I/we are found eligible for Medicaid  
instead of Family Health Plus and I/we are in a county that requires 
Medicaid enrollees to be in a managed care health plan, I/we will be 
enrolled in the health plan I/we chose unless that health plan does 
not participate in Medicaid managed care.

DOH-4220  5/13 (page 8 of 8) NYS DOH

If I/we are in a county that does not require enrollees to be in a  
Medicaid managed care health plan, I/we will still be enrolled in the 
health plan I/we chose unless I/we notify my local social services  
department in writing, or I/we check the box in Section I, that I/we do 
not want to be in that plan.

I have read how to find out the rights and benefits that I will have as  
a member of a managed care health plan and the benefit limitations 
of managed care membership. I understand that in both Family 
Health Plus and Medicaid managed care, I must choose a Primary 
Care Provider (PCP) and that I will have a choice from at least three 
PCPs in my health plan. I understand that once I enroll in a health 
plan, I will have to use my PCP and other providers in my health plan 
except in a few special circumstances.

     I understand that if a child is born to me while I am a member of a 
Medicaid managed care health plan, my child will be enrolled in the 
same health plan that I am in. I understand that if a child is born  
to me while I am a member of a Family Health Plus plan that also  
participates in Medicaid managed care, my child will be enrolled in 
the same health plan that I am in.    

•   Release of Medical Information 
I consent to the release of any medical information about me and 
any members of my family for whom I can give consent: 

 •   By my PCP, any other health care provider or the New York State 
Department of Health (NYSDOH) to my health plan and any 
health care providers involved in caring for me or my family,  

as reasonably necessary for my health plan or my providers to  
carry out treatment, payment, or health care operations. This  
may include pharmacy and other medical claims information 
needed to help manage my care; 

 •    By my health plan and any health care providers to NYSDOH and 
other authorized federal, state, and local agencies for purposes 
of administration of the Medicaid, Child Health Plus, and Family 
Health Plus programs; and

 •   By my health plan to other persons or organizations, as  
reasonably necessary for my health plan to carry out treatment, 
payment, or health care operations. 

I also agree that the information released for treatment, payment and 
health care operations may include HIV, mental health or alcohol and 
substance abuse information about me and members of my family to 
the extent permitted by law, until I revoke this consent. 

If more than one adult in the family is joining a Family Health Plus  
or Medicaid health plan, the signature of each adult applying is  
necessary for consent to release information.

•  Reimbursement of Medical Expenses 
I understand that if I am determined eligible for Family Health Plus 
my enrollment will be effective no later than 90 days from the date 
of submission of a completed application. In the event of an error or 
delay in my enrollment, Medicaid may be able to reimburse me for 
reasonable medical expenses I pay as a result of the error or delay. 
Medicaid may pay my provider for any unpaid expenses only if that 
provider is a Medicaid enrolled provider.

TERMS, RIGHTS AND RESPONSIBILITIES

FOR OFFICE USE ONLY

To be completed by the person assisting with the application

Signature of Person Who Obtained Eligibility Information:

X

Employed By: (check one)    Community-Based Facilitated Enrollment Agency    Health Plan

   Social Services District      Provider Agency     Qualified Entities

 Employer Name:

To be completed by Facilitated Enrollers    

Facilitated Enroller: Lead Agency/Plan Name: Lead Org/Plan ID:

Language Used for Application  
Assistance:
 

Application Start Date: Application Sequence Number: Application  
Completion Date:

To be used by the local Social Services District

Eligibility Determined By: Date: Eligibility Approved By: Date:

Center Office: Application Date: Unit ID: Worker ID:

Case Name: District: Case Type: Case #:

Effective Date: MA Disposition Reason Code:

   Denial Code       Withdrawal

Proxy: 

   Yes                   No

Registry #: Ver:

To be used by Child Health Plus Plans

CHPlus Disposition:

  Approved        Denied

Denial Code: Effective Date: # Children Enrolled (CHPlus):

Enter Code of Applying Child:

Medicaid CHPlus
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