
FA-805 (5-94) ARIZONA DEPARTMENT OF ECONOMIC SECURITY
Family Assistance Administration

APPLICATION FOR S.O.B.R.A. PREGNANT WOMEN

DIRECTIONS FOR COMPLETING APPLICATION:

You may apply for medical assistance under the S.O.B.R.A. pregnant women
program by completing this application. The date your application is received in the
doctor's office is your official application filing date.

The application may be filled out by you or anyone you choose who knows about
your circumstances and living arrangements. When completed by someone other than
yourself, you must provide a wrinen statement authorizing that person to act on your
behalf. If this is the case, please complete section 14 of this application. Complete all
of the following information about the person for whom assistance is requested.

If there is not enough space provided for your answer, complete the answer as asked
on a separate sheet of paper and attach it.

If you are a minor (under age 18) living with your parents, you must provide
verification of your parents' income.

You must sign and date the completed application on the back page. If someone else
completed it for you, they must also sign.

DES USE ONLY
SITE CODE DATE RECEIVED

WORKER 'S  NAME

PRO\IIDER USE ONLY
DOCTOR'S NAME

INTERVIEWER'S NAME

HEALTH PLAN SELECTED

AHCCCS IDENTIFICATION NO.

ESTIMATED DATE OF DELIVERY

NUMBER OF FETUS

SECTION 1 PLEASE PRINT CLEARLY
APPLfCANT'S NAME /last First. M.l.) BIRTHDATE soc.  sEc.  No.

MAIDEN NAME OTHER NAME USED HOME PHONE NO. I\,IESSAGE PHONE NO. WORK PHONE NO

HOME ADDRESS - NO., STREET - Ll Yes L-.1 No ls this a shelter? APT.  NO. S I A I E zlP

MAfLfNG ADDRESS - NO., STREET llf different from above) APT.  NO. CITY J I A I E z tP

APPLICANT'S MARITAL STATUS

SPOUSE'S NAME /Lasr, Fitst, M.l.)

APPLICANT,S RACE/ETHNIC GROUP IODtionaI)

DO YOU SPEAK SPANISH

IYes  t rNo
DO YOU INTEND TO REMAIN IN

X Y e s  [ ] N o

DO YOU SPEAK ENGLISH

t rYes Eruo
DO YOU LIVE IN ARIZONA

Y
SECTION 2

Name (Iasr, Fint, M.I.)

n American Indian Ll Asian or Pacific Islander Other
DO YOU SPEAK (ff yes, specify)

n Y e s  I N o
YOU CURRENTLY COVERED BY AHCCCS

Yes L-.1 No
List all the other and their

Este formulario estd disnonible en

Covered By
AHCCCS

! yes
! N o

i  n Y " t
I L-.1 No

n y"s
n N o
! Y.t
l N o

! Y.t
! N o

I y.s
n N o

I y.s
n N o



FA-805 (s-94) - PAGE 2

SECTION 3 T.INEARNED INCOME
If you or anyone in your home currently receive or expect to receive any of the following rypes of income, check YES and complete
item B below:
ITEM A
rlqs
L--.1 Unemploymentlnsurance
LJ Child supportialimony
u Gifts/loans/contributions from friends or relatives
X BlA/tribalassisrance

I Srudent grants/scholarships/loens
LJ Public Assistarrce (AFDC, GA, SPP, etc.)
I Supplemental Securiry Income (SSI)
tr Disability Insurance/lVorkers' Compensation

ITEM B

YESx
D
T
n
n
n
n
n

Social Security Benefits or Disability Benefits
Veterans' Benefits/Military Allowances
Vocational Rehabilitation
Job Training Partnership Act (JTPA)
Rental income
Mortgage/sales contract income
Winnings (Loaery, bingo, gambling)
Other

Nane of Person Receiving Income (weeHy, every 2 weeks,

SECTION 4 EARNED INCOME
n ypS n NO Do you or anyone in your home currently receive or expect to receive any money from working or from tips,

or

Name of Person Working

YES NNO

Name of Self-Employed Household Member

SECTION 5

this month or the next

If YES

DEPENDENT CARE EXPENSES

Ilate Received
or Expected

Monthly Self-
Employment Expenses

Nane and Phone No. of Employer

Gross Amormt of Monthly
Self-Emplolment Income

Xvns No Does anyone in your household currently pay for child care or for care of a disabled person or elderly adult in order
ins? If Y

Person Paying
For Care

N"me, Address, Phone No. ofPerson/
Center Providing Care
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I ,
Print Name

Ll declare under penalty ofperjury that I am a citizen or national of the United States.

n d9c-lare under penalry of perjury that I am an alien, who is in satisfactory immigration status. I am present in the United States
with the permission and knowledge of the Immigration and Naruratization Service (INS) and my alienregistration number is

'SIGNATURE (lt signed with a mark)

PRTVATE IIEALTH INSURANCE COVERAGE
ITEM A
nyes I NO Are you entitled to or do you have medical coverage through Medicare, Vererans Administration, Military Services,
an employer or any other insurance company? If yES, complete Item B below:

INSURANCE POLICY/GROUP I .D.  NO

YoumustprovideorapplyforaSocialSecuriryNjrrm!g1(SSN)forev
is required under the Social Security Act of 1935 (Section 1137(a)(1)) as amended Uy F.I-. 98-369 and Medicaid regulations 42
cFR 435.910.

Your SSN will also be used in computer mslshing available through the Sute Income and Eligibility Verification System (IEVS) to
obtain wage, income and other information from:

a. the Internal Revenue Service, the Social Security Administration, the Arizona Depanment of Economic Security (DES);

b. other states administering AFDC, Medicaid, Unemploymeal Insuranss, Food Stamps, Programs under Titles I, X, X1y, XVI
of the Social Security Act and other State Wage lnformation Collection Agencies.

Your SSN is also used to prevent double payments to an AHCCCS Health Plan, to determine benefits available under other
progr:rms, and to make mass benefit changes more easily.

The DES will use the information available from this computer matching to verify income, eligibiliry and alien status. When rhe
information you give is questionable, the DES will verify the i:rformation by contaciing other sources.

PROVIDING OTIIER ATION

a. It is your responsibiliry to provide the DES' Family Assistance Administration (FAA) with the needed information to correctlv
determine eligibiliry.

b. It is your responsibiliry to notify the local DES offrce within 10 days by phone, lener or in person whenever:
o a household member, whether or not related to you or your family, dies or moves in or out of your home.
. you have any change in dependent care expenses paid by you or a member of your household.
o &ere are any changes in your income, expenses, address, marital status, medical insurance coverage or other circumstances

which could affect your eligibiliry for AHCCCS Medical Benefits.

It is your responsibility to provide the Arizona and federal reviewers with the needed information to complete a quality control
review and determine your eligibility for medical assistance. If you provide incorrect information or refuse of fail to cooperare, your
benefits may be denied or stopped.

SECTION TO RIGIITS

1. You have the right to be rreated fairly and equally
disability or political beliefs.

2. You have the right to a hearing if you are dissatisfied with any action taken by the DES or the AHCCCS Administrarion. your
hearing will be conducted by a DES hearing officer who will listen to your case. If you wish to ask for a hearing, your requesr
must be in writing and postmarked no later than a) 20 days from the date of the Notice of Action if the adversi action-is a
denial, or b) 10 days following the postmarked effective date for other adverse actions. If your request for a hearing is
postmarked no later than the proposed date that AHCCCS Medical Benefits are to be discontinued, you haue the right to li"u.
your AHCCCS Medical Benefits continue unchanged until a hearing decision is rendered.
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SECTION 1T ASSIGNMENT OF RIGHTS TO BENEFTTS FROM PRTVATE HEALTH INSURANCE
As a condition of AHCCCS eligibility, I understand that by signing below I hereby assign to AHCCCS all rights to medical supporr,
third parry payments, contracrual rights for payments of medical expenses or payment by third parry insurance coverage to which
I am entitled, to the extent of the cost of care paid under AHCCCS. I agree to, and will cooperate in, identifying and providing
information to assist the DES/AHCCCS in pursuing all avenues of recovery assigned herein.

D yEs I No Do you to allow
ADOPTION AGENCY INVOLVED

PROPOSED ADOPTIVE PARENTS' ADDRESS

child to be If YES. identitu:
PROPOSED ADOPTIVE PARENTS' NAME

SECTION 12 PENALTY WARNING
The information provided on this form will be verified by federal, state and local officials. If anything is inaccurate,
denied AHCCCS Medical Benefits. If you and/or your representative knowingly provide false informarion, you
representative will be subject to criminal prosecution.

l. you must not knowingly witirhold, or give false information with the intent to receive or conrinue ro receive AHcccs
Medical Benefits to which you are not entitled.

2. You will be required to pay back to AHCCCS any benefits you receive as a result of withholding or giving false information,
and you will be subject to criminal prosecution.

3. It is fraud for any person to knowingly wittrhold information, or give false information with the intent to receive or continue to
receive medical assistance benefits to which he/she is not eligible. Any person found guilty of fraud may be subject to fines,
imprisonment or other penalties as provided for bv applicable state and federal laws.

sEcrIoN 13 STATEMENT OF TRUTr{ AND AUTHORTZATION FOR RELEASE QE rr{FORMATTON
I swear or affirm under penalty ofp
and all other items that pertain to my possible eligibiliry for AHCCCS Medical Benefits are true and correct to the best of my
knowledge. I have read and understand the penalty warning.

I authorize the DES to investigate and contact any sources necessary to establish medical eligibility and the accuracy of hnancial
information which pertains to AHCCCS Medical Benefits eligibility. I authorize the DES to investigate and contact any souces
necessary to confirm the accuracy of the information which pertains to eligibiliry. i also authorize the DES or AHCCCS to advise
my health care provider whether or not I have been approved for AHCCCS Medical Services and the effective date of AHCCCS

S SIGNATURE

you may be
and/or your

TURE (lf signed with a maft)

If you are
YOUR SIGNATURE

SECTION 14

for another
DAYTIME

REOUEST FOR ASSISTANCE IN COMPLETING APPLICATION

RELATIONSHIP TO APPLICANT

I hereby authorize to complete this application for medical benefits on my behalf
based on information
APPLICANT'S SIGNATURE

SECTION 15 OTIIER BENEFITS FOR WHICH YOU OR OTIIER MEMBERS OF YOUR

f " ,
below. You may be eligible for help in paying your medical bills for the prior three months. A separate determination regarding
payment will be made by the AHCCCS Administration.
MONTH/YEAR MONTH/ry

If you wish to apply for additional benefits for yourself or other persons in your home, check each type of benefit below ibr which
you wish to apply. A DES worker will contact you to make an appointment for an interview so you or a member of your household
may apply for these additional benefits.

L-l Food Stamps
L-l Medical benefits for my children
Ll Medical benefits for my husband
X eiO to Families with Dependent Children (AFDC)




