


[bookmark: _GoBack]ACA Application No.___________________                                        Date: ____________________________
Effective Date: ________________________                                        Referred For: ______________________
DATA INFORMATION TO FILL APPLICATION FOR HEALTH CARE REFORM  

Primary Proposed Insured’s Name: 
First Name: ___________________Middle Name: ________________Last Name: ______________________
DOB: _____/______/_______ SSN: _______-______-_______   Place of Birth: _________________________
Address: ___________________________________City/State: ___________________Zip Code: __________
Cell Number: ________-__________-__________     Home Phone: ________-________-_________   
Email Address______________________________________________________________________________
Members into Income Tax: Principal: ____ Spouse: _____Dependents ____ Total: ________
Age: ______ Gender: M or F    Marital status: Single __Married __Widowed __Divorced __ Smoker: Y / N
Employer Name: ________________________________   Employer Phone No.______________________ 
Job Duties: ______________________   Monthly Income$ ___________ Annual Income: $_____________ 
Born in USA:  YES___   NO ___ U.S. Citizen: YES ___NO __ Permanent Resident YES ___NO ____ Citizenship Certificate No. __________________ USCIS A-Number ______________________________

Household Annual Income: $_____________   Primary Insured Signature: _____________________________

First Payment Method:
Bank Routing No.: ________________________________           Bank Name: ___________________
Bank Account No.: ________________________________ or   Visa ____ MasterCard ___ Debit ____ 
Card No. ___________________________________Expiration: ____________ CVC______________
Owner’s Name(s): ____________________________________________________________________
Bank Account Owner Full Address: ______________________________________________________
Monthly Payments Option: Automatic Found Transfer (EFT): YES or NO Paper Option: YES or NO 	
Primary Insured Authorization Signature: ______________________________			
Company: _________________________ 
Plan Name: ________________________        Requested Coverage for: Name: _______________________
Total Premium:     $___________ 						 Name: _______________________	
Subsidy Proved:    $___________						 Name: _______________________
Final Premium:     $___________    					 Name: _______________________
FAMILY MEMBERS
SPOUSE:
First Name: ___________________Middle Name: ________________Last Name: ______________________
DOB: _____/______/_______ SSN: _______-______-_______   Place of Birth: _________________________
Cell Number: ________-__________-__________Email Address: ____________________________________
Age: ______ Gender: M or F    Smoker: Y / N
Employer Name: ________________________________   Employer Phone No.______________________ 
Job Duties: ______________________   Monthly Income$ ___________ Annual Income: $_____________ 
Born in USA:  YES___   NO ___ U.S. Citizen: YES ___NO __ Permanent Resident YES ____NO ____ Citizenship Certificate No. __________________ USCIS A-Number ______________________________
Requested Coverage:  YES___   NO ___  

DEPENDENTS INFORMATION       
1. First Name: ___________________Middle Name: __________Last Name: ______________________
DOB: _____/______/_______ SSN: _______-______-_______   Place of Birth: _________________________
Relationship: ______________________Age: ______ Gender: M or F    Smoker: Y / N
Cell Number: ________-__________-__________Email Address: ____________________________________
Employer Name: ________________________________   Employer Phone No.______________________ 
Job Duties: ______________________   Monthly Income$ ___________ Annual Income: $_____________ 
Born in USA:  YES___   NO ___ U.S. Citizen: YES ___NO __ Permanent Resident YES ___NO ____ Citizenship Certificate No. __________________ USCIS A-Number ______________________________  	
Requested Coverage:  YES___   NO ___  
2. First Name: ___________________Middle Name: __________Last Name: ______________________
DOB: _____/______/_______ SSN: _______-______-_______   Place of Birth: _________________________
Relationship: ____________________Age: ______ Gender: M or F    Smoker: Y / N
Cell Number: ________-__________-__________Email Address: ____________________________________
Employer Name: ________________________________   Employer Phone No._________________________ 
Job Duties: ______________________   Monthly Income$ ___________ Annual Income: $_____________ 
Born in USA:  YES___   NO ___ U.S. Citizen: YES ___NO __ Permanent Resident YES ___NO ____ Citizenship Certificate No. __________________ USCIS A-Number ______________________________
Requested Coverage:  YES___   NO ___  

DEPENDENTS INFORMATION       
3. First Name: ___________________Middle Name: __________Last Name: ______________________
DOB: _____/______/_______ SSN: _______-______-_______   Place of Birth: _________________________
Relationship: ______________________Age: ______ Gender: M or F    Smoker: Y / N
Cell Number: ________-__________-__________Email Address: ____________________________________
Employer Name: ________________________________   Employer Phone No.______________________ 
Job Duties: ______________________   Monthly Income$ ___________ Annual Income: $_____________ 
Born in USA:  YES___   NO ___ U.S. Citizen: YES ___NO __ Permanent Resident YES ___NO ____ Citizenship Certificate No. __________________ USCIS A-Number ______________________________  	
Requested Coverage:  YES___   NO ___  

4. First Name: ___________________Middle Name: __________Last Name: ______________________
DOB: _____/______/_______ SSN: _______-______-_______   Place of Birth: _________________________
Relationship: ____________________Age: ______ Gender: M or F    Smoker: Y / N
Cell Number: ________-__________-__________Email Address: ____________________________________
Employer Name: ________________________________   Employer Phone No._________________________ 
Job Duties: ______________________   Monthly Income$ ___________ Annual Income: $_____________ 
Born in USA:  YES___   NO ___ U.S. Citizen: YES ___NO __ Permanent Resident YES ___NO ____ Citizenship Certificate No. __________________ USCIS A-Number ______________________________
Requested Coverage:  YES___   NO ___  
5. First Name: ___________________Middle Name: __________Last Name: ______________________
DOB: _____/______/_______ SSN: _______-______-_______   Place of Birth: _________________________
Relationship: ______________________Age: ______ Gender: M or F    Smoker: Y / N
Cell Number: ________-__________-__________Email Address: ____________________________________
Employer Name: ________________________________   Employer Phone No.______________________ 
Job Duties: ______________________   Monthly Income$ ___________ Annual Income: $_____________ 
Born in USA:  YES___   NO ___ U.S. Citizen: YES ___NO __ Permanent Resident YES ___NO ____ Citizenship Certificate No. __________________ USCIS A-Number ______________________________  	
Requested Coverage:  YES___   NO ___  
