GEORGIA DEPARTMENT OF COMMUNITY HEALTH

HIPP UNIT – 5660 New Northside Drive #750 Atlanta, GA 30328 Tel:(770) 980-9777   Fax (770) 937-0180

APPLICATION FOR HEALTH INSURANCE PREMIUM PAYMENT (HIPP Program)
	Head Of Household:
	
	Referral Source:
	

	Address:
	
	Address:
	

	City:                       
	State
	City:                       State:
	

	Zip:                       
	Tel. #                                  
	Zip:                       Telephone #:
	                                            


1.  Complete the following information regarding your health insurance policy.  

Policy holder’s name:                                         

Insurance Co. name: 






Policy number:                                                   

Insurance Co. address: 





   

Group number: 





City/State/Zip: 








Policy holder’s SSN: 




Telephone #:     ​








1
2.  What is the annual  Maximum Out of Pocket Expense for the:
Individual?___________   Family?
            _


3.  Is the annual deductible included in the out of pocket expense? 
YES

             NO


4.  If no, what is the annual deductible:

 

Individual?___________   Family?_____________

5. 
Is this policy an HMO or PPO?




YES

             NO

6.  Complete the following information regarding the employer offering this policy.

Employer name:                               
        


Employer address:





Employer telephone:





City/State/Zip:







7.  List all Medicaid eligible persons covered under this policy.

	NAME
	SSN
	BIRTHDATE
	MEDICAID ID #
	RELATIONSHIP TO 
	MALE/

	
	
	
	
	POLICYHOLDER
	FEMALE

	1.
	
	/     /
	
	
	

	2.
	
	/     /
	
	
	

	3.
	
	/     /
	
	
	

	4.
	
	/     /
	
	
	

	5.
	
	/     /
	
	
	


8. Are any of these persons pregnant?
      Yes______

NO______
If yes:


Name         

Expected 
Date of Delivery

Name

  

Expected Date of Delivery

o


 _________

__________________/_____/_____           _______________

____________/_____/_____
9.  Have any of the persons in #7 above been diagnosed with a medical condition? If yes, please list all medical conditions or diagnosis. 


Name                  




Condition
YES ___________________________


    _______




NO _____ 
        ________________________________


____




10. If known, how much are the premiums for this policy?   $


      

Paid: 
Weekly ____ Biweekly  ____ Semimonthly     ____ Monthly    ____ Quarterly    ____ Other____

11.  If known, check the services covered under this policy?

____ Hospital     ____ Physician    ____ Dental    ____ Drug    ____ Home Health    ____ Long Term Care

12.  Complete the following information if COBRA benefits might be available from a former employer:

Have you received COBRA forms?    YES ____  NO____ Date COBRA forms received  _____/_____/_____

Last Date of Employment  _____/_____/_____

13. Can we contact your employer and/or insurance carrier to verify this information?    YES_______    NO_________ 

14.  Was applicant or any dependent injured at work or in an accident in the last 12 months?  YES
   NO
 If yes,
Attorney Name, if applicable:



Ins. Company, if applicable:
15. Please sign and date this application (TO BE SIGNED BY POLICYHOLDER ONLY).

Signature of applicant





Date
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