

2024 Health Insurance Application 


Referred By: _____________________________________ Date: _____________________________


Please list all family members applying for coverage:

Primary: _____________________________ DOB:___/_____/_____ SS#___________________ Smoker: Y   N 

Spouse/DP: __________________________  DOB:___/_____/_____ SS#___________________ Smoker: Y   N 

Dependent: __________________________ DOB:___/____/______  SS#___________________ Smoker: Y   N 

Dependent: __________________________ DOB:___/____/______  SS#___________________ Smoker: Y   N 

Dependent: __________________________ DOB:___/____/______  SS#___________________  Smoker: Y   N 

Please list family members not applying for coverage:

Spouse/DP:__ ________________________  DOB:___/_____/_____ SS#___________________ Smoker: Y   N 

Dependent: __________________________ DOB:___/____/______  SS#___________________ Smoker: Y   N 

Dependent: __________________________ DOB:___/____/______  SS#___________________  Smoker: Y   N 
· (Add additional dependents on back. If child lives at different address please list on back.) 
· (List relationships for biological and step dependents, on back.) 
· (if not a US Citizen, list type and card # on back) 
· (Is any dependent on Medicaid or has been denied Medicaid in the last 6 month? If so, list on back) 

Physical Address: ________________________________________________________________________
Mailing Address:_________________________________________________________________________
City & State: _________________________ County_____________________________________________ 
Phone #1(______)_____________________Phone #2___________________________________________
Email: ___________________________________________________________________

Does your spouse’s employer offer health insurance? Y N If Yes, list premium contribution for a single plan_________________________________________________________________ 
If married will you file taxes jointly in 2024?: Y N 
Will you claim dependents in 2024? Y N                 Name_____________________________ 
Is anyone pregnant? Y N If Yes                                  Name_____________________________ 
Is anyone in the household disabled? Y N If Yes,   Name_________________ Type:_______  
List any dependent who is not a full-time student:_________________________________

2024 Anticipated Gross Income: 
Primary Source: __________________________________ How much?: _________________ 
Spouse/DP Source: _____________________________  How much?: _________________
Dependent:______________________________________How much?:__________________
Dependent:______________________________________How much?:__________________

Additional Anticipated 2024 Gross Income:

Who?:___________________________Source:__________How much?:_________________
 (This includes social security, pension, investment, retirement, alimony, self-employment, rental or royalty or other income)

ID Verification for DHHS: 

1) Do you have an open mortgage and if so with what bank? ______________________________________________________________
2) Do you have a home equity line of credit open and if so with what bank? 
______________________________________________________________
3) Name a previous or current employer(s).
 _____________________________________________________________
4) Where did you graduate from high school? 
_____________________________________________________________
5) Name the last street you lived on. 
_____________________________________________________________
6) Name the city you previously lived. 
______________________________________________________________
7) List the name of the bank of your most recent/last auto loan. 
______________________________________________________________

*Is anybody incarcerated or has anybody recently been released? If yes, list who and / or release date and institution:___________________________________________ 

Please be sure to report any changes address, email, phone, family status changes or change in employment.

I hereby give Access Health Insurance, LLC permission to create an account for me to access the marketplace for enrollment purposes. 

Signed:____________________________________________________________

Date:_____________________ 

Disclaimer: Access Health Insurance Marketplace, LLC is committed to protecting the confidentiality and security of information we collect with this worksheet. We use this information solely as is reasonably necessary to process your application for health insurance and/or premium subsidies, which may require Access Health Insurance, LLC to communicate on your behalf with insurance companies and other health care providers. We do not give out, exchange, barter, rent, sell, lend, or disseminate any information about individuals or employers who apply for or actually receive our services that is considered patient confidential or is restricted by law. For more information on insurance marketplace privacy, please visit https://www.healthcare.gov/individual-privacy-act-statement/

  
For Internal Use Only

Application ID#______________________________Plan ID___________________________

Confirmation ID#____________________________UserName________________________

Effective Date_________________Premium Amount $____________

Notes______________________________________________________________________

___________________________________________________________________________


Protected Health Information Release Form


I hereby authorize the disclosure of protected health information about me and/or my family as described below: 

1) The following specific person or class of persons or facility is authorized to make the requested use or disclosure. 

2) The following person or class of persons may receive disclosure of protected health information about me and/or my family: 

Access Health Insurance, LLC and its representatives

3) The specific information that should be disclosed is: As requested 

4) I understand that the information used or disclosed may be subject to re-disclosure by 
Diane Denoncourt or by the facility receiving it (i.e. hospitals, doctors, medical facility). In such cases, information will remain protected by federal privacy regulations governing the disclosure of protected health information by Access Health Insurance. 

5) I may revoke this authorization by notifying Access Health Insurance, LLC in writing of my desire to revoke it. However, I understand that any action already taken in reliance on this authorization cannot be reversed, and my revocation will not affect those actions. I understand that the medical provider to whom this authorization is furnished may not condition its treatment of me on whether or not I sign the authorization. 

6) This authorization expires upon occurrence of the following event that relates to me and/or my family or to the purpose of the intended use or disclosure of information about me and/or my family: termination of relationship with Access Health Insurance, LLC. 

_____________________________________________________________________________ 
Signature of Individual or Guardian                                                                Date of Signature 
_____________________________
Printed Name of the above signed 


Employer Name: _______________________________________________________________ 



Revised 09/11/2023


Notes:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
