ConnPACE Phone Numbers:

ConnPACE Application

Return to: ConnPACE, P.O.Box 5011, Hartford, CT 06102-5011

Toll Free 1-800-423-5026 or Local/Out of State 860-269-2029

This application is for: O An Individual Applicant ($45 fee required)

OO A Married Couple ($90 fee required)

Please complete all sections of the application and submit copies of documentation requested and the fee.

O Si, me gustaria recibir la aplicacién y notificaciones del ConnPACE en Espafiol solamente.
(Yes, I would like to receive my ConnPACE application and notifications in Spanish only.)

APPLICANT INFORMATION
If you and your spouse are applying together please complete the “SELF” and the “SPOUSE” columns.

PLEASE USE BLACK OR BLUE INK ONLY! PLEASE PRINT LEGIBLY!

SELF

SPOUSE
(complete only if applying as a married couple)

NAME
And
ADDRESS

(Last) (First) (MI)

Apt #

(Last) (First) (MI)

Apt #

(Street Address)
CT

(Street Address)
CT

ZIP
O MALE

City

Gender O FEMALE

ZIP
O MALE

City

Gender O FEMALE

E-MAIL ADDRESS
(if applicable)

TELEPHONE

SOCIAL
SECURITY #

MEDICARE ID
(if applicable)
Copy of Card Required

DATE of BIRTH
Proof of Age required

/ /
month / day / year

/ /
month / day / year

RACE
Optional-check one

[0 Caucasian [ Black [ Hispanic [ Asian
O Pacific Alaska Native [ Native American

[0 Caucasian [ Black [ Hispanic [ Asian
O Pacific Alaska Native [ Native American

MARITAL STATUS
Required-check one

[d Single, Divorced, Widowed [ Married
[ Separated or spouse lives in nursing home

[d Single, Divorced, Widowed [ Married
[ Separated or spouse lives in nursing home

RESIDENCY
Proof Required

I have been a Connecticut resident for the past 6
months O YES O NO

My spouse has been a Connecticut resident for the
past 6 months [0 YES O NO

DISABILITY
Proof Required

I am currently receiving disability benefits under
SSDI (Title 1) or the SSI (Title XVI) program?

My spouse is currently receiving disability benefits
under SSDI (Title I1) or SSI (Title XVI) program?

O YES O NO O YES OO NO
INSURANCE & MEDICARE PRESCRIPTION DRUG COVERAGE INFORMATION
Please answer all of the following questions: slEL= .SPO!JSE
(if applicable)
Are you or your spouse currently on STATE MEDICAID (Title 19)? OYES ONO OYES 0ONO
Are you or your spouse currently on SPEND DOWN? OYES [ONO OYES 0ONO
Do you or your spouse receive MEDICARE PART A benefits?** OYES [ONO OYES 0ONO
Do you or your spouse receive MEDICARE PART B benefits?** OYES [ONO OYES 0ONO
Does the Department of Social Services pay for you or your spouses OYES [INO OYES [CINO

Medicare PART B premium?

**|f you or your spouse have Medicare Part A and/or Part B, you must be enrolled in a Medicare Part D Prescription

Drug Plan prior to receiving ConnPACE benefits.

Do you or your spouse have Medicare Part D Prescription Drug Plan

coverage?

OYES ONO OYES ONO

If NO, would you like ConnPACE to select a Medicare Part D
PDP for you or your spouse?

OYES ONO OYES ONO

If YES, please complete the information below and send a copy of the front and back of your PDP Card(s).

SELF SPOUSE
PDP Name: PDP Name:
PDP Policy #: PDP Policy #:
Starts: Ends: Monthly Premium: $ Starts: Ends: Monthly Premium: $

Do you or your spouse have private insurance that pays for prescriptions? If YES, please provide information and
send a copy of your insurance card(s)

Company:

SELF O YES I NO SPOUSE (if applicable) O YES 0 NO
Company:
Started: Ends: Policy #: Started: Ends:

Policy #:




INCOME INFORMATION

Please use total income from the last calendar year, unless this year’s income is lower. Please list ALL of the
annual income received for applicant and spouse (if applicable) and provide photocopies of all income sources.
For married couples, please fill in a social security amount for yourself and spouse. If your spouse does not
receive social security, enter zero.

SELF SPOUSE (if applicable)

Adjusted Gross Income (Federal Tax Return)

Social Security (minus Part B premiums), Supplemental
Security Income and/or Rail Road Retirement

Pensions, Retirement Income, Annuities, and/or Veteran’s
Benefits

Other Income (Wages, Net Rental Income, Non-Taxable, etc.)

$

$

$ $

Interest and/or Dividends $ $
$ $

$

ANNUAL TOTAL | $

LOW INCOME SUBSIDY — EXTRA HELP INFORMATION

Completing this section will help determine if you qualify for Extra Help with Medicare Part D. Please complete the statements
below. If you HAVE NOT yet applied for Extra Help, you must answer the questions below. Extra Help may still be
available to you if you have dependent relatives who rely on you or your spouse to provide at least fifty-percent of their
financial support. To determine your assets, add your savings, investments, and real estate. Do not include your primary

home, vehicles, burial plots, or personal possessions.

If you are currently receiving assistance on the Medicare Savings Program (MSP) you are automatically eligible for
the Low Income Subsidy-Extra Help with your Medicare Part D benefits. If you are not currently on MSP, please
apply for the Annual Extra Help with Medicare Part D if your income and assets are below the threshold amounts as
indicated in Section 3 of the Renewal Instructions.

Please check ONLY one box in each section. (See Section 4 of Instructions)

SINGLE MARRIED (if applicable)
ASSET For Single, Divorced, Widowed, Separated For Married Applicants combined assets
INFORMATION Applicants the individual assets exceed $12,510 exceed $25,010
(effective January 1) | MyEg (stop!) CINO (Complete A, B, C below) | CIYES (Stop!) CINO (Complete A, B, C below)
A. | have applied for O YES (go to question B) O YES (go to question B)
Extra Help: O NO (go to question C) 0 NO (go to question C)
B. If YES, My Extra O APPROVED [ DENIED O PENDING O APPROVED [ DENIED O PENDING
Help application was: Please send a copy of the SSA letter Please send a copy of the SSA letter
C. If NO, please contact | Telephone: 1-800-772-1213 Telephone: 1-800-772-1213
the Social Security Telephone (TTY): 1-800-325-0778 Telephone (TTY): 1-800-325-0778
Administration: Website: www.ssa.gov Website: www.ssa.gov

CERTIFICATION and AUTHORIZATION

I certify that the information on this form is true, accurate, and complete. | understand that if | provide false, fraudulent, or
misleading information, | face fines and penalties under State law. | authorize the Social Security Administration, banking
institutions, private insurance companies, and others to release information necessary to determine my ConnPACE eligibility. |
authorize the ConnPACE program to release information about me, if applicable, as necessary for receipt of ConnPACE
benefits and Medicare Prescription Drug Benefits and for the administration of the ConnPACE program, as permissible by
federal or state law. | further authorize any health care provider to release all medical records pertaining to prescriptions
covered by ConnPACE to assure that the services paid for by ConnPACE were appropriate. Social Security Number disclosure
is required for the ConnPACE program under authority granted in 42 U.S.C. Section 405.

APPLICANT SIGNATURE / MARK DATE

SPOUSE SIGNATURE / MARK DATE
*** After completing all sections please SIGN AND DATE THIS APPLICATION ***
AUTHORIZED REPRESENTATIVE / POWER OF ATTORNEY / CONSERVATOR CONTACT INFORMATION
If the applicant is unable to sign for themselves, please attach proof of relationship as the Authorized Representative, Power of
Attorney, or Conservator

NAME: RELATIONSHIP:
ADDRESS: CITY /STATE/ ZIP:
TELEPHONE: ( ) - FAX: ( ) - E-MAIL:
FOR OFFICE USE ONLY INCOME YEAR CLERK #
SELF SPOUSE (if applicable)
SIGNATURE TOWN CODE SIGNATURE TOWN CODE
AGE Y N AGE Y N
RES Y N PDP RES Y N PDP
INC Y N TPL INC Y N TPL
DIS Y N S DIS Y N S

December 2009
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