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DHS-3876 Updates

DHS-3876 Question 6 DHS-3876 Question 6 DHS-3876 Attachment B
Person 2



DHS-3876 Updates — Question 6

3876 June 2026

6. Is everyone applying a U.S. citizen or U.S. national?

() Yes (_INo-fill in the information

Person 1

NAME

What is this person's current immigration status? (Choosa a status from List 1 or List 2 on Attachment B and write it here. If status is not listed, writa it in.)

Did this person gain lawful permanent resident status as an Iragi or Afghan Spedial Immigrant or an Amerasian Immigrant?
“iYes (_ )No { )Person does not have lawful permanent resident status

a. IMMIGRATION DOCUMENT TYPE b. ALIEN ID NUMEBER C. CARD NUMBER

d. Did this person enter the United States before August 22,19967 ( 1Yes ( 'No

e. Has this person lived in the United States for five years or more withany () Yes ()No | f- DATE OF ENTRY (MM/DDAYYYY)
of the statuses on Attachment B - List1?

g. Does this person have an |-864 sponsor? ()Yes _/No

h.1s this person, or the person's spouse or parent, a veteran or active-duty member of the military? ()Yes ( INo

i. Does this person want help paying for a medical emergency? (_iYes () No

j. Is this person getting services from the Center for Victims of Torture? ( )Yes ( JNo

k. Did this person have a different immigration status before the current status (for example, refugee or asylee)?
[_IYes—fillin the following ¢_/No

What is this person's previous immigration status? (Choose a status from List 1 or List 2 on Attachment B and writa it here. If previous status is not listed,
write it in,)

ORIGINAL DATE OF ENTRY pam/oovev

11/5/2026

-y

wd

3876 November 2026

6. Is everyone applying a U.S. citizen or U.S. national?

()Yes (I No—fill in the information

Person 1

NAME

What is this person's current immigration status? (Choose a status from Attachment B and write it here. If status is not listed, write in your own.)

a. Immigration documenttype | b. Alien ID number ¢. Card number d. Date of entry (MM/DD/YYYY)

e. Does this person want help paying for a medical emergency? ( )Yes ( JNo

f. s this person getting services from the Center for Victims of Torture? ( )Yes { No

Answer question g-l if this person is a Lawful Permanent Resident (LPR/Green Card holder), including conditional
permanent resident. If not - go to question 7.

g. Has this person been an LPR for five years or more? (_Yes {_/No
Date LPR status granted (MM/DD/YYYY):

h. Did this person gain LPR status as an Iraqi or Afghan Special Immigrant or an Amerasian Immigrant? () Yes ( JNo

i. Did this person have a different status before they were an LPR (for example, refugee or asyleg)?
( Yes — what status: (Choose a status from Attachment B or write in your own)

. 'No

If this person was previously a COFA migrant, a battered noncitizen or paroled for one year or more

Date previous status granted (MM/DD/YYYY):

j. Did this person enter the United States before August 22,1996? ( )Yes ([ INo

k. Is this person, or the person's spouse or parent, a veteran or active-duty member of the military? ) Yes (_No

. Does this person have an |-864 sponsor? (_1Yes (_/No




November

3876 November 2026

Update includes:

* Order of questions

e Expanded specific
guestions

11/5/2026

6. Is everyone applying a U.S. citizen or U.S. national?
(_Yes () No-fill in the information

Person 1

NAME

What is this person's current immigration status? (Choose a status from Attachment B and write it here. If status is not listed, write in your own.)

r

a. Immigration document type | b. Alien ID number c. Card number d. Date of entry (MM/DD/YYYY)

e. Does this person want help paying for a medical emergency? ( )Yes ( No

f. Is this person getting services from the Center for Victims of Torture? ( )Yes ( INo

Answer question g-1if this person is a Lawful Permanent Resident (LPR/Green Card holder), including conditional
permanent resident. If not - go to question 7.

g. Has this person been an LPR for five years or more? ( )Yes (_INo
Date LPR status granted (MM/DDYYYY): _

h. Did this person gain LPR status as an Iragi or Afghan Special Immigrant or an Amerasian Immigrant? ( Yes ( 'No

g~ —

(i. Did this person have a different status before they were an LPR (for example, refugee or asylee)? )
! Yes — what status: (Choose a status from Attachment B or write in your own)
. INo

Ifthis person was previously a COFA migrant, a battered noncitizen or paroled for one year or more
Date previous status granted (MM/DD/YYYY): _ )

A,

J. Did this person enter the United 5tates before August 22, 19967 ( 'Yes { JNo

k. Is this person, or the person's spouse or parent, a veteran or active-duty member of the military? (' Yes ( INo

|. Does this person have an |-864 sponsor? | Yes ( /No




Question 6, person 2

Person 2

NAME

What is this person’s current immigration status? (Choose a status from Attachment B and write it here. If status is not listed, write in your own.)

3876 November 2026

Update includes:
* Matched to Question 6
for applicant

a. Immigration document type | b. Alien ID number ¢. Card number d. Date of entry (MM/DD/YYYY)

e. Does this person want help paying for a medical emergency? ( iYes ( /No

f. s this person getting services from the Center for Victims of Torture? ( )Yes ( /No

Answer question g-lif this person is a Lawful Permanent Resident (LPR/Green Card holder), including conditional
permanent resident. If not - go to question 7.

g. Has this person been an LPR for five years or more? ( )Yes ( /No
Date LPR status granted (mMm/DD/YYYY):

h. Did this person gain LPR status as an Iraqi or Afghan Special Immigrant or an Amerasian Immigrant?  Yes ( /No

. Did this person have a different status before they were an LPR (for example, refugee or asylee)?
() Yes - what status: (Choose a status from Attachment B or write in your own)
(_No

If this person was previously a COFA migrant, a battered noncitizen or paroled for one year or more
Date previous status granted (MM/DD/YYYY):

j. Did this person enter the United States before August 22, 19967 ( )Yes ( No

k. s this person, or the person's spouse or parent, a veteran or active-duty member of the military? ()Yes ( /No

I. Does this person have an I-864 sponsor? (/Yes (/No




DHS-3876 Updates Atachment

— Attac h ment B RKE Instructions for completing this application

Social Security number
Choose a reason fior not applying for a Social Security number (55N) and place your letter choice in the proper guestion.

3876 November 2026 Reasons for not applying for an SSN:

A. Not eligible for an 55N C. No 55N because of religious objections  E. Other

¥
5 1L SRR AT S " L] ] LR LR AL

Immigration Status
Choose an option to answer questions about immigration status.

» Lawful Permanent Resident, including conditional » Victim of severa trafficking
permanent resident (LPR/Green Card holder) « Batterad noncitizan
. + Cuban or Haitian entrant + American Indian born in Canada
U pd ate includes: » (itizen of Marshall Islands, Micronesia, or Palau » Conditional entrant, befora April 1980
e One list rather than two (Compact of Free Association (COFA) migrant) + Temporary nonimmigrant (examples: visitor,
L. + Refugee student, worker and U visas)
containing all statuses * hlae . Deferred Action for Childhood Arrvals (DACA)

« Paroled for one year or more
« Withholding of Removal or Deportation
Race {optional)
If you choose to answer the quastion about race, choose a race o races from this list and place your letter choice in
the proper question.
A. White E Chinese | Vietnamasa M. Samaoan
B. Black or African American F. Filipino ). Other Asian N. Other Pacific lslander
C. American Indian or Alaska Native G. Japanese K. Native Hawaiian 0. Other (pleasa write in the race)
D. Asian Indian H. Korean L Guamanian or Chamaorro

11/5/2026 7



DHS-6696 Immigration data Updates

DHS-6696 Step 2 - DHS-6696 Step 2- DHS-6696 Page 25

person 1 Question 31 persons 2-4 Question 15 Other Immigration Status



DHS-6696 Updates — Step 2, Person 1 Q31

June 2026

STEP 2: PERSON 1 (Continue with yourself)

[ Lawful permanent resident or conditional
permanent resident* (green card holder)

[] Refugee

[] Asylee

[ ] Asylum applicant (see page 25)

[] Paroled for at least one year®

[ Paroled for less than one year

[] Parolee from Ukraine entry before 9-30-24

[ ] Parolee from Afghanistan entry before 9-30-23

] Temporary nonimmigrant (ex. visitor, student,
worker and U visas)

[ ] Temporary Protected Status

D Deferred Action for Childhood Arrivals (DACA)

a. A-number or ID number:

c. Immigration document type:

()No () Yes - What status?

()No () Yes

31. Do you have an immigration status listed here? (Health care coverage may still be available if you do not have an immigration status.)
() No-gotoquestion 32. () Yes - check the box for your current status and answer the following questions.

| ] Deferred Action excluding DACA

[] Cuban or Haitian Entrant

[ ] withholding of removal or deportation

[ ] Victim of severe trafficking

[] Battered noncitizen*

] American Indian born in Canada

[] Citizen of Marshall Islands, Micronesia or Palau (Compact of
Free Association (COFA) migrant)

[ ] Conditional entrant before 1981

[] Granted Employment Authorization Document (work
permit) excluding DACA

[ ] Other (Choose from page 25)

| b. Date of entry (MM/DDAYYYY):

Document no. Expiration date:

*Answer questions d-f if your current status is a lawful permanent resident, conditional permanent resident, paroled for at
least one year, or battered noncitizen. Ifnot, go to Question 32.

d. Did you enter the United States before August 22, 19967 { “INo () Yes
e. Have you had your current status for five years or more? () No () Yes

f. Are you, or is your spouse or parent, a veteran or active-duty member of the military? (' No () Yes

Answer question g-i only if you are a lawful permanent resident or conditional permanent resident. if not, go to Question 32.
g. Have you previously had a different status? (example: refugee or asylee)

h. Did you gain lawful permanent resident status as an Iraqi or Afghan Special Immigrant or an Amerasian Immigrant?

i. Do you have an |-864 sponsor? ([} No () Yes — sponsor's name: |

11/5/2026

November 2026
(Continue with yourself)

31. Do you have an immigration status listed here? (Health care coverage may still be available if you do not have an immigration status.)
() No -goto question 32. () Yes — check the box for your current status and answer the following questions.
[] Lawful Permanent Resident, including conditional [] Temporary Protected Status
permanent resident (LPR/Green Card holder) [ Deferred Action for Childhood Arrivals (DACA)
["] Cuban or Haitian entrant [ Deferred Action (excluding DACA)

[] Citizen of Marshall Islands, Micronesia or Palau [] withholding of Removal or Deportation
(Compact of Free Association (COFA) migrant) [] Victim of severe trafficking

['] Refugee [] Battered noncitizen
[] Asylee ' . ] American Indian born in Canada
[] Asylum applicant (age 14 or older with a work [ ] Conditional entrant, before April 1980

permit)

[] Asylum applicant (under age 14)

[ ] Paroled for one year or more

[] Paroled for less than one year

[ ] Temporary nonimmigrant (visitor, student, worker
and U visas)

[] Granted an employment work authorization document
(work permit) excluding DACA

[] Other (Choose from page 25):

a. A-number or ID number: b. Date of entry (MM/DD/YYYY):

c. Immigration document type: Document no. Expiration date:

Answer questions d-i only if you are a Lawful Permanent Resident (LPR/Green Card holder), including conditional permanent
resident. Ifnot, go to Question 32.
d. Have you been an LPR for five years or more? () No () Yes
. Did you gain LPR status as an Iragi or Afghan Special Immigrant or an Amerasian Immigrant?
()No () Yes
f. Did you have a different status before you were an LPR? (example: refugee or asylee)
() No () Yes — What status?

Ifyou were previously a COFA migrant, a battered noncitizen or paroled for one year or more:
Date previous status granted (MM/DD/YYYY):

g. Did you enter the United States before August 22, 19967 (1 No () Yes
h. Are you, or is your spouse or parent, a veteran or active-duty member of the military? (I No () Yes

i. Do you have an |-864 sponsor? () No () Yes - sponsor's name: |




DHS-6696 Application
November 2026

Additional and clearer
choices including other
choices on page 25 list

If LPR is yes — more
detailed questions for
eligibility

11/5/2026

STEP p 131515 /R I (Continue with yourself)

31. Do you have an immigration status listed here? (Health care coverage may still be available if you do not have an immigration status.)
(") No - goto question 32. () Yes — check the box for your current status and answer the following questions.
[ Temporary Protected Status

[] Lawful Permanent Resident, including conditional

permanent resident (LPR/Green Card holder) [] Deferred Action for Childhood Arrivals (DACA)
|| Cuban or Haitian entrant [ ] Defarred Action (excluding DACA)
[_] Citizen of Marshall Islands, Micronesia or Palau [ ] Withhelding of Removal or Deportation
(Compact of Free Association (COFA) migrant) [ ] Victim of severe trafficking
[ | Refugee [ ] Battered noncitizen
L] Asylee ' . [ American Indian born in Canada
[ ] Asylum applicant (age 14 or older with a work [ ] Conditional entrant, before April 1980
permit) . [] Granted an employment work authorization document
[ ] Asylum applicant (under age 14) (work permit) excluding DACA
[ ] Paroled for one year or mare ["] Other (Choose from page 25): 4‘

[ Paroled for less than one year
[ ] Temporary nonimmigrant {visitor, student, worker

and U visas)
a. A-number or ID number: b. Date of entry (MM/DD/YYYY):
¢. Immigration document type: Document no. Expiration date:

Answer questions d-i only if you are a Lawful Permanent Resident (LPR/Green Card holder), including conditional permanent
resident. Ifnot, go to Question 32,

d. Have you been an LPR for five years or more? () No (| Yes

e. Did you gain LPR status as an Iragi or Afghan Special Immigrant or an Amerasian Immigrant?
() No () Yes

f. Did you have a different status before you were an LPR? (example: refugee or asylee)
() No () Yes — What status?

If you were previously a COFA migrant, a battered noncitizen or paroled for one year or more:

Date previous status granted (MM/DD/YYYY):

g. Did you enter the United States before August 22, 19967 () No () Yes

h. Are you, or is your spouse or parent, a veteran or active-duty member of the military? () No () Yes

i. Do you have an 1-864 sponsor? (1 No () Yes — sponsor's name:

10




Step 2: Person 2
STEP p 2304 TPl (Continue with PERSON 2)

12. Ethnicity and Race for PERSON 2: You do not have to answer these questions to get health care. We use this information to
identify groups of people who have health concerns and try to find ways to improve their care.

D H S- 6 6 9 6 15. Does PERSOM 2 have an immigration status listed here? (Health care coverage may still be available without an immigration status.)
() No - go to question 16. (! Yes — check the box for PERSOMN 2's current status and answer the following questions.

[[] Lawful Permanent Resident, including conditicnal  [] Temporary Protected Status

N ove m b e r 2 0 2 6 permanent resident (LPR/Green Card holder) [[] Deferred Action for Childhood Arrivals (DACA)

[] Cuban or Haitian entrant [] Deferred Action (excluding DACA)
[] Citizen of Marshall Islands, Micronesia or Palau [[] withholding of Removal or Deportation
{Compact of Free Association (COFA) migrant) [] Victim of severe trafficking
* Matches person 1 section [ Refugee [] Battered noncitizen
[ Asylee [] American Indian born in Canada
] Asg.rlu_rn applicant (age 14 or older with a work [[] Conditional entrant, before April 1980
permmit) _ _ [] Granted an employment work authorization document
[[] Asylum applicant (under age 14) iwork permit) excluding DACA
[ Parcled for one year or more [] Other (Chaose from page 25: |

[] Paroled for l2ss than one year
[[] Temporary nonimmigrant (visitor, student, worker

and U visas)
a. A-number or ID numl:-er:_ _ b. Date of entry (MMWDDATYY):
. Immigration document type: Drocument nao. Expiration date:

Answer questions d-i only if PERSOM 2 is a Lawful Permanent Resident (LPR/Grean Card holder), including conditional
permanent resident. If not, go to Question 16.

d.Has PERSCN 2 been an LPR for five years or more? () No () Yes

. Did PERSOM 2 gain LPR status as an Iragi or Afghan Special Immigrant or an Amerasian Immigrant?

Mo ) Yes
. f. Did PERSON 2 have a differant status befora they were an LPRT (example: refugee or asyles)
* Matches person 1 section No () Yes - What status?

If PERSONZ was previously @ COFA migrant, a battered noncitizen or paroled for one year or more:
Date previous status granted (MM/DDYYYY):

q. Did PERSON 2 enter the United States before August 22, 19957 (1 Mo () Yes

h. Is PERSOMN 2, or is the spouse or parent of PERSON 2, a vetaran or active-duty member of the military? () Mo () Yas

i. Does PERSON 2 have an 1-864 sponsor? () No (_) Yas — sponsor’s nams:

11/5/2026 11



Immigration Status Page 25

DHS-6696
November 2026

e List updated

11/5/2026

IMMIGRATION STATUS - “OTHER" OPTION

If anyone applying for coverage has an immigration status that is listed here, choose the *Other” box at Question 31 for Person 1
or Question 15 for Persons 2-4. Write the status from this list in the space provided for that question. If anyone applying for
coverage does not have a status listad at Question 31 (Person 1) or Quastion 15 (Persons 2-4) or listed hera, answer “No® to

Question 31 {Parson 1) or Quastion 15 (Persons 2-4). Health care coverage may still be available if you do not have an immigration
status.

« Applicant for:
» Lawful Permanant Resident
«Withholding of Removal or Deportation (age 14 years or older with a work permit)
»Withholding of Removal or Deportation (under age 14)

» Parolee from Ukraine {entry before 9-30-24)

« Parolee from Afghanistan (entry before 9-30-23)

» Special Immigrant Juvenile petition - pending or approved

» Deferred Enforced Departure

» Convention Against Torture withholding of removal or deportation

» Temporary Resident status

- Family Unity beneficiary

» Administrativa order staying removal issued by the Department of Homeland Sacurity

PROJECTED ANNUAL INCOME HELP

Projected annual income is the total income a person expects to have for the entire year, from January through December. A
parson's projected annual income includes all types of income the person would list on a federal 1040 tax return, plus nontaxable
Social Security benafits, tax exampt interest and foreign income. Indude all of the income you received from January 1 through
this month and from next month through December 31 of this year. If you stopped working at a job, you can find the year-to-date
(YTD) income on your last paycheck or review your bank accounts and statements. Include any taxable lump sum incomes you
received during the year. Cartain expenses are subtracted from the total income for the year. (See Adjustments to Income at
Question 41 {Person 1) or Quastion 25 (Person 2-4) for types of expenses to subtract.)

12




DHS-6696 Annual Updates

QR Codes Step 2: Person 1, Step 2: Person 2,
guestions 35,37 & 42 guestions 19, 21 & 26



DHS-6696 Cover page 2

DHS-6696 June 2026 DHS-6696 November 2026

) ) o i . _ ) What happens Submit your complete, signed application using the instructions in Step 8
What happens Submit your complete, signed application using the instructions in Step 8 next? onpage 4.
next? on page 24. We will review your application and notify you in writing of the results,
We will review your application and notify you in writing of the results.
Get help with this - Online: www.mn.gov/dhs/health-cara
. . . , application « Free help from a navigator: Visit https./mn.gov/dhs/navigators. Call the

Get hel P, with this ) GHIIHQ'MMMM °p DHS Cnnptact Canter Ei 651-478-8348 (833-880-1001 outside the Twin
application + Help from a navigator: You can get free help from a navigator. Visit Cities) for help finding a navigator in your area. A navigator can help you

https://mn.oov/dhs/navigators or call the DHS Contact Center at with:

651-478-8348 (833-880-1001 outside the Twin Cities) for help finding a « Filling out your application in person or over the phone.

navigator in your area. A navigator can help you with: « Understanding what programs you might qualify for.

- Filling out your application in person or over the phone. » Knowing what information ar proof you nead to apply.

- Understanding what programs you might qualify for.
- Knowing what information or proof you need to apply.

- General questions about this paper application: Call the DHS Contact r
Center at 651-478-8348 (833-880-1001 outside the Twin Cities) Apply Online

« General questions about this paper application:
+ Call the DHS Contact Center at 651-478-8348 (833-880-1001 outside the
Twin Cities).

Get free help from a navigator ‘

For accessible formats of this information or
assistance with additional equal access to human K J
services, email us at DHS.info@state.mn.us, call

B00-657-3739, or use your preferred relay service.

ADAT (3-24)

For accessible formats of this information or
assistance with additional equal access to human
services, email us at DHS info@state.mn.us, call
800-657-3739, or use your preferred relay service.

Advisory ove

11/5/2026 14



DHS-6696 Step 2: Person 1 Questions 35 & 37

June 2026
(Continue with yourself)

Recent Job Changes

32_In the past six months, did you do any of these things? (Check all that apply)
[[] Change jobs [] Stopwerking  [] Start working fewer hours or have a salary cut

Optonal: If you changed jobs or stopped working in the last & menths, providing the name and Employer Identification Number
(EIN of your former employer may help speed up the application process.

EMPLOYER MAME(S) EIN
Current Job and Income Information (Check all that apply)
[] Employed [] Self-employed [[] Seasonally employed [ | Notemployed
Start with question 34. Answer question 38, Answer question 39, Go to question 40.
Current Job 1
34 EMPLOYER NAME AND ADDRESS: Write the name of the employear that appears an your EMPLOYER IDENTIFICATION NUMBER [EIM)

paycheck or pays you in cash.

35. TAXABLE WAGES AND TIPS: List the amount before taxes are deducted. Do not include amounts deducted from wages by
the employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions”).
Choose one frequency and fill in the dollar amount. If work hours and wages vary, write the total wages expected for the
next 12 months using the "Yearly” frequency. Include wages and tips paid by cash, personal check or other methods of

payment.
a. Amount: 5_ | b. Average hours worked each week:_
c.Frequency: (_Hourly ()Weekly ()Every twoweeks (i Twice amenth (JMonthly () Yearly

November 2026

ST 2: PERSON (Continue with yourself)

Recent Job Changes

33. In the past six months, did you do any of these things? (Check all that apply)
[] Changejobs [ | Stopworking [ | Start working fewer hours or have a salary cut

Optional: If you changed jobs or stopped working in the last & months, providing the name and Employer ldentification Number
(EIM) of your former employer may help speed up the application process.

EMPLOYER NAME(S)

EIN
Current Job and Income Information (Check all that apply)
[] Employed [ ] self-employed [ ] Seasonally employed [ | Motemployed
Start with question 34. Answer question 38. Answer question 39. Go to question 40.

Current Job 1

34. EMPLOYER NAME AND ADDRESS: Write the name of the employer that appears on | EMPLOYER IDENTIFICATION NUMEER (EIN)
your paycheck or pays you in cash.

35 TAXABLE WAGES AND TIPS: If work hours and wages vary, write the total wages expected for the next 12 months using the
"Yearly" frequency. Include wages and tips paid by cash, personal check or other methods of payment.

a. How often are you paid? (_)Weekly (_)Every two weeks () Twice a month () Monthly () Yearly

b. How much are you paid? List the dollar amount before taxes are deducted. Subtract amounts deducted from wages by the
employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions™).

Amount: 5 | per _{hour. week, year, etc)

C. AVfImge hours worked each pay period:

Current Job 2

(If you have more jobs and need more space, attach another sheet of paper and include that information.)

Current Job 2

(If you have more jobs and need more space, attach another sheet of paper and include that information.)

36. EMPLOYER NAME AND ADDRESS: Write the name of the employear that appears an your EMPLOYER IDENTIFICATION NUMBER [EIM)
paychack or pays you in cash.

36. EMPLOYER NAME AND ADDRESS: Write the name of the employer that appears on | EMPLOYER IDENTIFICATION NUMEER (EIN)
your paycheck or pays you in cash.

37. TAXABLE WAGES AND TIPS: List the amount before taxes are deducted. Do not include amounts deducted from wages by
the employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions”).
Choaose one frequency and fill in the dollar amount If work hours and wages vary, write the total wages expected for the next
12 months using the “Yearly” frequency. Include wages and tips paid by cash, personal check or other methods of payment.

a. Amount: § ~ b. Average hours worked each week:

c.Frequency: () Hourly ()Weekly ()Every two weeks (i Twice amonth (C)Maonthly () Yearly

11/5/2026

37. TAXABLE WAGES AND TIPS: If work hours and wages vary, write the total wages expected for the next 12 months using the
"Yearly" frequency. Include wages and tips paid by cash, personal check or other methods of payment.

a. How often are you paid? -\__"Weekly "__,-Every two weeks () Twice a month () Monthly () Yearly

b. How much are you paid? List the dollar amount before taxes are deducted. Subtract amounts deducted from wages by the

employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions”).

Amount: § per | (hour, week, year, etc)

c. Average hours worked each pay period:

e EFI T FRARE AU R AR AT N LA CE FTVRA TR DA SIR LT FECE AL ST IR ST e A




DHS-6696 Step 2: Question 35 and 37

STEP 2: PERSON 1 {Continue with yourself)

Recent Job Changes
13 In the past six months, did you do any of these things? [Check all that apply)

N ove m b e r 202 6 [l Change jobs || Stopworking || Start working fewer hours or have a salary cut

Optional: If you changed jobs or stopped working in the last & months, providing the name and Employer ldentification Number

(EIN) of your former employer may help speed up the application process.
EMPLOYER MAME{S)

EIM

Current Job and Income Information (Check all that apply)

[] Employed [] self-employed [ ] Seasonally employed [ | Notemployed
Start with question 34. Answer question 38. Answer guestion 39.

Current Job 1

Go to question 40.

34. EMPLOYER MAME AND ADDRESS: Write the name of the employer that appears on | EMPLOYER IDENTIFICATION NUMEER [EIM)
your paycheck or pays you in cash.

35 TAXABLE WAGES AND TIPS: If work hours and wages vary, write the total wages expected for the next 12 months using the
i ReWO rd ed a n d "Yearly” frequency. Include wages and tips paid by cash, personal check or other methods of payment.

. a. How often are you paid? '_'lWeekIy l'_'Eu-erytwoweeks () Twice a month ) Monthly (! Yearly
expanded question for

b. How much are you paid? List the dollar amount before taxes are deducted. Subtract amounts deducted from wages by the
| . employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions™).

C a rlty Amount: § per (hour, week, year, etc))

C. Avs]:rage hours worked each pay period:

Current Job 2

(If you hawve more jobs and need more space, attach another sheet of paper and include that information.)

36. EMPLOYER NAME AND ADDRESS: Write the name of the employer that appears on | EMPLOYER IDENTIFICATION NUMEER (EIN)
your paycheck or pays you in cash.

e Reworded and

37. TAXABLE WAGES AND TIPS: If work hours and wages vary, write the total wages expected for the next 12 months using the
ex pa n d e d "Yearly” frequency. Include wages and tips paid by cash, personal check or other methods of payment.

a. How often are you paid? () Weekly () Every two weeks () Twice a month ) Monthly () Yearly
q uestion fo r b. How much are you paid? List the dollar amount before taxes are deducted. Subtract amounts deducted from wages by the
employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions”™).
clarity

Amount: 5§ per (hour, week, year, etc.)

. Average hours worked each pay period:

11/5/2026
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DHS-6696 Step 2: Question 42

November 2026

e PAl updated to
remove 2026
reference

11/5/2026

1R K (Continue with yourself

40 OTHER INCOME: Check all that apply. List the amount before taxes and deductions. if you do not receive any other type of
Income, leave this question Diank,

41, ADJUSTMENTS TO INCOME: Check all that apply. List the amount you expect to pay overthe next 12 months,

Ifyou pay for certain things that can be subtracted from gross income on a federal income tax ratun, telling s about
them could lower the cost of your heath coverage. Note: Do not list an expense already included in your self-emplayment

incame or ass (question 380,

42 PROJECTED ANNUAL INCOME: Do you expect your total annual income to be the same as the income you listed on this
application?
|| Yes - My totalincome expacted for the year will be the same as the income | listed on this application.
(") Na - My total income expacted for the year willbe: §

Add up all of the income you received from January 1 until now, and all of the income you xpect to receive through
Decembar 31,

Se2 page 25 for more information about how to calculate your projected annual income.




Step 2: Person 2 Questions 19 & 21

November 2026

* Same updates to
Person 2, 3 and 4
guestions 19 & 21

11/5/2026

STEP p X130 P I (Continue with PERSON 2)

Recent Job Changes

| 17. In the past six months, did PERSON 2 do any of these things? (Chack all that apply)
Current Job 1

16 EMPLOYER MAME AND ADDRESS: Write the name of the employer that appaars on PERSON 1's EMPLOYER IDENTIFICATION NUMBER (EIN;
paycheck or pays PERSOM 2 in cash.

19 TAXABLE WAGES ANDTIPS: If work hours and wages vary, write the total wages expected for the next 12 months using the
"Yearly” frequency. Include wages and tips paid by cash, personal check or other methods of payment.

a. How often are you paid? ()Weekly ) Everytwoweeks () Twiceamonth () Monthly () Yearly

b, How much are you paid? List the dollar amount before taxes are deducted. Subtract amounts deducted from wages by the
employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions”).

Amount: 5 per (hour, week, year, etc)

C. Average hours worked each pay period:

Current Job 2
{If PFERSOMN 2 has more jobs and needs maore space, attach another sheat of paper and include that information.)

20. EMPLOYER MAME AND ADDRESS: Write the name of the employer that appears on PERSON 2's EMPLOYER IDENTIFICATION MUMBER (EIM)
paycheckor pays PERSOM 2 in cash.

21. TAXABLE WAGES ANDTIPS: If work hours and wages vary, write the total wages expected for the next 12 months using the
"Yearly” frequency. Include wages and tips paid by cash, personal check or other methods of payment.

a. How often are you paid? ()Weekly () Every two weeks () Twice amonth () Monthly () Yearly

b, How much are you paid? List the dollar amount before taxes are deducted. Subtract amounts deducted from wages by the
employer for childcare, health insurance or retirement plans that are not taxable (sometimes called "pre-tax deductions”).

Amount:5 per (hour, week, year, etc)

C. Average hours worked each pay period:

18



DHS-6696 Updated Consent

Additional Agreements for Medical Assistance (WA) and MinnesotaCare:

+| consent to the Department of Employment and Economic Development and the Department of Children Youth and
Families sharing private data about me, and about anyone on this application | am allowed to speak for, with the
Department of Human Services for use in determining and verifying Medical Assistance and MinnesotaCare eligibilty.

+ [fanyone on this application s eligible for MA or MinnesotaCare, | consent to the release of medical records as described
Novem be r 2026 inthe Consent for Sharing of Medical Information section of the Notice of Rights and Responsibiltie.

+ [fanyone on this application is eligible for MA, | give the MA agency our ights to pursue and get any money from other

. health insurance, legal settlements, or other third partes.
* Signature page has a new consent o .
+ [fanyone on this application is eligible for MA, | have read and understand that the state may claim repayment for the cost

of medical care, or the cost of the premiums paid for care, from my estate or my spouse's estate.
* | consent to the Department of Employment + Ifanyone on this application is eligible for MA or MinnesotaCare, | understand that my information, and information

and Economic Develo pment an d the about me shared from third parties, will be shared for fraud prevention investigations as stated in the Notice of Privacy

. - Practices and the Notice of Rights and Responsibiliies
Department of Children Youth and Families +If1am a parent or caretaker that is eligible for MA, [ know | may be asked to cooperate with the child support agency that

sharing private data about me, and about collects medical support from  parent outside of the home. I hink that cooperating to collct mecical support will harm

anyone on this a pp lication | am allowed to me or my children, | can tell the agency, and | may not have to cooperate. | give the MA agency the rights to medical support
i paid for my children.

speak for, with the Department of Human

Services for use in determinin g an dve rifyi ng Remember to retum with this application any appendixes you completed.

Medical Assistance and Minnesota Care Sign this application

e | | gl b| I |ty SIGNATURE DATE (MW/DAYYYY)

11/5/2026 19



Appendix D (DHS-6696I)
Work or Community Engagement

Work or community
engagement information

Appendix D



Work or Community Engagement Requirements

/J

Effective New Applications MAXIS Renewals METS Renewals
1/1/2027 beginning beginning 3/2027 beginning 4/2027

1/1/2027

11/5/2026 21



Appendix D Updates

APPENDIX Work or Community E APPENDIX D _JUTI Community Engagement APPENDIXD K : APPENDIX D Work or Community Engagement (Continued)

Work or Community Engagement Activities

Complete this appendix if you or a family member are adults betw 8. Current member of a household that gets |

i i i i Yes Yes
The following are activities a person can do to meet work or community engagement requirements. For each adult, select Yes o e I
parant or caretaker of children under age 19 living with them, and, o o P s wtey What's changing? Supplemental Nutrition Assistance © No-wereyou last month? No-wersyou last month?
people to include, make copies of this form and attach them. Due to Federal law changes, startin Pregkram [SNAP) alm;laresubléﬂm SNAP = Nis ,JNE;
2 + R wark requirements? E C
Starting January 1, 2027, adults without children must work or da ¢ ADULT1 ADULT2 equkements 10 get Mecial Ay
get Medical Assistance, unless they are American Indians or Alaska Earned $580 or more last month? O)Yes (I No O Yes O Ho What should | do? T e _
exception. Scan this code or check this webpage to leam more abg e I hi i if § 7. Currently in a drug or alcchol treatment ) Yes Yes
N i Seasonally employed with average manthi C 7 Z ( omplete this appendix if you or a ilitati 7 5 - 2 - 7
engagement requirements and the exemptions: hitps-¢/mn.gov/di o= Q?fssagwy: e by )Yes (INe IYes (INo of Gardtaiiar o€ il ndor 5l and rehabilitation program [ ‘_N:lgswsta you last month? Mo - were you last manth:
Applicant Informati e < them. Bre
pplicant Information Worked 80 hours or more last month? T Yes () No-total hours? TiYes (0) No- total hours?
: = : - - E ST = = =
(We will use this to make sure the information on this form is applie Weeeohd ot east e Giew sloal or O Yes () No—total hours? R . We're here to help 8. Currentlyin jail or prison? (O ¥es CINo Yes (Mo
SeeTR. - #m eucation pregem leer momhd To learn more about the work re 9. Released from jail or prison within the (O ¥es (iNo Tives (Mo
Ef:;ir;i::n\t«gt program forB0hours | () Ves () No- total hours? DiYes () No- total hours? - Visit the wabp past four manths?
DATE OF BIATH (MM/DDAYYY) MMNsure ID I you have one) f 10. Received care in a hospital, nursing ) Yes CiNo l¥es (J'No
Volunteered or did community service for T)Yes (T3 No-total hours? TiYes (71 No-total hours? facility, psychiatric hospital, facility for
80 hours or more last month? — - people with intellectual disabilities, an
: oulpa;ien( setting or got similar care last
Work or Community Engagement Exemptions month
i _y 929 P *Medical Frailty
The following are exemptions to the work or community engagam 3 ~ . o _ - -
exception. People may qualify for the medical frailty exemption if they meet one of the following: 11. Youer yuurdepeqdenttmuelad away Oves (DINo TiYes (OMo
ADUL « Have a current certification of disability through the State Medical Review Team [SMRT) or Social Security Administration Work or Community Enga g":" "°"'(’h‘?°’“’““""3' to get medical care
ErEE— (SSA). The following are exemptions to the B
First: . g -] = AT g exemption.
 p—— | Have a substance use d_lsnrder {5UD) or completed in-patient or out-patient SUD treatment within the past five years. SUD is a Work or Community Engagement Activities
Middle: behavioral health condition characterized by uncontrolled use of one or more substances (for example: alcohol, narcotics or i e .
P — | opiates, and methamphetaming) daspite harmful consaquences and impairment. The Fol:omnghareammlesaperson can do to meet work or community engagement requiremants. For each adult, select Yes
+ Have an impairing mental disorder. An individual with an impairing mental disorder is someone whe has a significant mental or No for each activity.
1. American Indian or Alaska Native? T)Yes {INo illness that is either continuous or reoccurring. ADULT 1 ADULT 2
2. Family caregiver of a disabled individual D Yes N . Have_ a pnyswc_al, intellectual, or developmental condmo_n that mal_:es it hard to do b.aSIC daily activities on your own (like e PR R eI B Bk T
this month or last month? bathing, getting dressed, moving around, personal hygiene, or using the bathroom). 5580 or more last month?
3. Veteran with 2 disability rated as total? OYes QMo + Have a serious or complex medical condition. A serious or complex medical condition is an illness, impairment, injury, or - - -
— — - = - physical or mental condition that significantly impacts an individual's health. Having one or more conditions increases the Seasanally empl“‘a‘_i with an average C
4, Living with a serious, complex, or chronic | () Yes () No tisk of harm if you lose healthcare coverage. household manthly income before taxes of

medical condition, or getting regular

T R | 580 for the next 12 months?
= 3 4 1. American Indian or Alaska Native? iR fochenet 12 oy
therapy or treatment (ie., medically frail*j? -
Warked 80 hours or more last month? (0 Yes () No- total hours? ) No- total hours?
5. Met work requirements for the OiYes (DiNo 2. Currently a family caregiver of a chi = = > = &
Minnesota Family Investment Program underage 14 or a disabled individu Was enrel\_ed atleast half-time in school or (O Yes () No- total credit g I No- total credit
(MFIF) this month or last month? an education program last month? haours? hours?
&. Member of a household that gets T ¥es (JNo I | | Participated in an employmentand training | (7} Yes (T} No- total hours? (i ¥es (T No- total hours?
Supplemental Nutrition Assistance - - 3. Currently a veteran with a total disz program to help you get a job for 80 hours
Program (SNAF) and was subject to SNAP or more last month?
work requirements last month? Valuntesred or did community service for (O ves () No- total hours? TJ¥es () No-total hours?
7. Ina drug or alcohol treatment and O Yes Oho | | 80 hours or more last manth?
rehabilitation program this month or last 4. Currently living with a serious, com =
month? chronic medical condition, or getti Medical Frailty
B Carrently mJall o prison? =TT regular therapy or treatment (See People may qualify for the medical frailty exemption if they meet one of the following:
. n = = Frailty")? - Have a current certification of disability through the State Medical Review Team (SMRT) or Social Security Administration
9. Released from jail or prison within the D¥es OMo 558)
past three months? il
— = T ——— | + Have a substance use disorder (SUD) or completed in-patient or out-patient SUD treatment within the past five years. SUD is
10. Getting care in a hospital, nursing CiYes (DINe = ﬁ‘;’;ﬁt’:ﬁ:ﬁﬁ“:ﬂi‘:&‘"\’:’;g‘ a behavigral health condition characterized by uncontrolled use of one or more substances (for example: alcohol. narcotics or
facility, psychiatric hospital, facility for e g e L4 opiates, and methamphetamine) despite harmful conseguances and impairment.
people with intellectual disabilities, or aran MLIEN RS filinass that s cith 3
dting s s care st siorthT « Have a significant mental illness that is either continuous or reoccurring.
= = « Have a physical, intellactual, or developmental condition that makes it hard to do basic daily activities on your own (like
n T""EI";? "‘I”a’”'?"“ T'W”;""“““" ityta | {JYes (JNo bathing, getting drassed, moving arsund, persanal hygiene, or using the bathroom)
ﬁ:pz:jg'nci |$x;::& el e T T et T s R e SR - Have a serious or complex medical cendition. A serious or complex medical condition is an illness, impairment, injury, or
? it hitps://mn gov/dhs/apply or call the ontact Center 3 { -1001 outside the Twin % = i e k 2 s
9 Gtias) Tall it oy ] kv Lty il e Evoyhohs We cars pmovils s Tl s o Bkt physical or mental condition or combination of conditions, that significantly impacts your health and your ability to work.

NEED HELP? Visit https://mn. dhs/a or call the Dt ¥
@ Cities). Tell us if you need help in  language other than Eng NEED HELP? Visit https:

Cities). Tell us if you need

11/5/2026 22



Appendix D (DHS-66961) Exemptions first page

Work or Community Engagement Exemptions

The following are exemptions to the work or community engagement requirements. For each adulk, select Yes or No for each
exemption.
November 2026 ADULT ADULT2
First: First:
Middle: Middle:
Last: Suffix: Last: Suffix:
Date of birth: Date of birth:
MNsure 1D {if you have one): MNsure 1D {if you have one):
1. American Indian or Alaska Native? ) Yes (JNo (Yes (No
2. Currently a family caregiver of a child () Yes ) Yes
under age 14 or a disabled individual? {_) No-were you last month? {_) No-were you last month?
() Yes () Yes
. . {_JNo () No
e Question 2 change: Family , — .
3. Currently a veteran with a total disability? | () Yes () Yes
. . S No— 7 ) No- 7
caregiver for a child under I_.I‘\:It\}’eswereyou last month? I_.hllgeswereyou last month?
. )No ()Ne
age 14 or a disabled §
. .. 4. Currently living with a serious, complex, or ) Yes ) Yes
18] d VI d ua I ? chronic medical condition, or getting () No-wereyou last month? () No-were you last month?
. reqular therapy or treatment (See Medical [_)Yes () Yes
* Questions 2 — 7 ask for Fraity")? Oho Ot
current answer and an
5. Currently meeting work requirements for | (7) Yes () Yes
answer for /ast mon th . the Minnesota Family Investment & _No-were you last month? @ _No—were you last month?
Program (MFIP)? () Yes () Yes
(_/No (_INo

11/5/2026 23



Appendix D (DHS-66961) Exemptions second page

November 2026

Questions 2 — 7 ask for current

answer and an answer for last month.

Question 9 change: Released from
Jail or Prison within the past four
months.

Question 10 change: Received care in
a hospital, nursing facility, psychiatric
hospital, facility for people with
intellectual disabilities, an outpatient
setting or got similar care last month

11/5/2026

6. Current member of a household that gets
Supplemental Mutrition Assistance

() Yes
 No-were you last month?

[} Yes
1 No-were you last month?

Program (SNAP) and are subject to SNAP () Yes () Yes
work requirements? [_/No (L No
7. Currently in a drug or alcohol treatment ) Yes ) Yes
and rehabilitation program? {_) No-were you last month? (L) No-were you last month?
() Yes ) Yes
[_No (_)No
8. Currently in jail or prison? )Yes (O)No ) Yes (JNo
9. Released from jail or prison within the IYes (INo “1Yes ()No
past four months?
10. Received care in a hospital, nursing ‘Yes () No ‘Yes I No
facility, psychiatric hospital, facility for
people with intellectual disabilities, an
outpatient setting or got similar care last
month?
11. You or your dependent traveled away | () Yes () No () Yes (O)No

from your community to get medical care
last month?

24




Lookback Period Example for Last 4 months.

e Current e Lookback
month period

[

past 3 months from this date

11/5/2026 25



Medical Frailty definition changes on Appendix D

November 2026
» Update to 37 and 5% bullets.

*Medical Frailty

People may qualify for the medical frailty exemption if they meet one of the following:

« Have a current certification of disability through the State Medical Review Team (SMRT) or Social Security Administration
(SSA).

» Have a substance use disorder (SUD) or completed in-patient or out-patient SUD treatment within the past five years. SUD is
a behavioral health condition characterized by uncontrolled use of one or more substances (for example: alcohol, narcotics or
opiates, and methamphetamine) despite harmful consequences and impairment.

« Have a significant mental iliness that is either continuous or reoccurring.

« Have a physical, intellectual, or developmental condition that makes it hard to do basic daily activities on your own (like
bathing, getting dressed, moving around, personal hygiene, or using the bathroom).

- Have a serious or complex medical condition. A serious or complex medical condition is an illness, impairment, injury, or
physical or mental condition or combination of conditions, that significantly impacts your health and your ability to work.

11/5/2026 26



DHS-8262 METS Blank Renewal Form Updates

e

DEPARTMENT OF LR =
June D RO SERY Ces Lot November FY)) DEPARTMENT OF A0
Minnesota Health Care Programs Renewal for

i = Minnesota Health Care Programs Renewal for
2 02 6 Families, Children and Adults e 2 02 6 Families, Children and Adults

1a. Name, addresz and contact information

la. Name, add and contact inf ti

Case Number:

This person should be the contact person for the renewal.
FRET NAVE

i SETIE This person should be the contact person for the renewal.
' FIRST NAME M LAST NANE
PHONE NUMBER. where we zn call yous OTHER PHONE NUMBER where we can call you: N s CER T RURGE I
Ol O Home () Work Ccell O Home () Work HE bt kol il
O O Home (O Work Ol O Home (O Work
STREET ADDRESS Ty STATE | ZIF COUE COUNTY = = = = = =
STREET ADDRESS oY STATE |ZIF CODE COUNTY
MAILTNG ADDRESS (if diferant] oy STATE | ZIF CODE COUNTY —
WAILING ADDRESS (I diferent] T STATE | ZIF CODE COUNTY
1b. Contacti b il or fext il
. Contacting you by email or text message 7 =
9y ¥ 9 1b. Contacting you by email or text message L
Canwe send you updates and reminders about your case in the future? By checking “ves” here, you consent to
receive electronic notifications. DHS and MNsure are not responsible for any charges for electronic notifications. Ttis

Canwe send you updates and reminders about your case in the future? By checking “ves” here, you consent to
receive electronic notifications. DHS and MNsure are not responsible for any charges for electronic notifications. Itis
your responsibility to check with vour individual carrier, as standard messaging and data rates may apply.

vour responsibility to check with vour individual carrier, as standard messaging and data rates may apply.

May we contact you via email? ('Yes— provide your email address () No

May we contact you via email? () Yes — provide your email address () No
EMAIL ADDAESS =
‘ EMAIL ADDRESS ‘
i 7 (IYes—provi (&) = =
':E?:j:;ad youvia text message? (Yes — pravide your phone number ©) No ‘ May we contact you via text message? (_)Yes— provide your phone number () No

PHONE NUMEER. ‘

2. list all household members including those not renewing

Yourself o o e o L e aocies 2. list all household members including those not renewing
+ Your spouse « Anyone you indt?de on ;rom retumn, even -,fﬂut » Yourself » Your unmarried partner, if you have children together
* Your children under 19 that live with you person does not live with you : :ﬁ;ﬁg; under 06 19 that ive with s Anvorr:edx mt::i\; m mtjax retum, even if that
+Your spouse’s children under 19 that live » Anyone else under 19 that you take care of and that LUNOH. a0 ] e s o en
with you lives with you * Your spouse’s children under age 19 that live = Anyone else under age 19 that you take care
that with you lives with you
Muarital status Relationship to you = = &
(Married, Legally (Examplec: Salf, Spouss, Marital status Relafionship fo you
| Di Child, Stepchild, not (Married, L_ega“}‘I (g‘aiulgz;;‘lﬂiépoﬁ,
First nome ] Last name Date of birth Hever Married, Widowed) related) -~ . - Date of birfh Wﬁhrﬁe;:lm, . ) 3

Page 1af12

If you need more space, make copies of this page or write the question number and answer on o separate piece of paper.

Fage 1o 12 I won nerd more snoce. make conies of this none or write the auestion number and answer an 0 senarnte niece of naner.
T ————————————— e ————————————————

11/5/2026 27



Blank Renewal Form

p a g e 6 11. Does anyone have adjustments to income?

) ¥es —fill in the information ' No

If vou pay for certain things that can be subtracted from gross income on a federal income tax return, telling us
about tham could lower the cost of yvour health coverage. For more information about these adjustments, see the
instructions for Schedule 1 of the IRS 1040 federal tax return.

Include:
» Educator expenses (up to $300) « Self-employed health insurance deduction
» Certain business expenses of resenvists, performing = Penalty on early withdrawal of savings
artists, and fee-basis government officials = Alimony paid, if your divorce or separation
November 2026 » Health Savings Account Deduction agreement is dated before Jan. 1, 2019
» Moving expenses for active-duty military members » IRA deduction
« Deductible part of self-employment tax = Student loan interest

» Self-employed SEP, SIMPLE and qualified plans

Mame Type of odjustment Yearly amount

12. Do you expect your projected annval income for 2027 to be the same as the income you
listed on this form?

Projected annual income is the total income that a person expects to have for the entire yvear, from January
through December.

(_1%es —The total income expected for 2027 will be the same as the income listed on this form for each person
in the household. Continue to question 13.

() Mo — The total income expected for 2027 will be different than the income listad on this form for one or
more people in the household. For each person who expects a different total income:

1. Enter all income expected im Box A. Include all the income vou would list on a tax return, plus

° AS ks .I:O r 2 O 2 7 PA | gnmbgsiﬁi:ltie;uﬂjg-eneﬁm, tax exempt interest and foreign income. See questions 7-10 for

. 2. Enter 3l expectad adjustments to income in Box B. See guestion 11 for types of adjustments.
a tte Sta t | O n 3. Subtract the amount in box B from box A. (A-B). Enter the result in box C.
A_Expecied income B Adjustments to . Projected annuwal
Hame For 2027 Income for 2027 income for 2027
= = =
% % 5
5 5 5
3 3 3

Fagecal 12 |f you need more space,. make copies of this page or write the guesfion number and answer on a separate piece of paper. I

11/5/2026
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Blank Renewal Form pages 9-10

11/5/2026

Case Number:

Whiat change will the employer make for the new plan year (if known)?
[ Employer will not offer health coverage for spouse or dependents
[C1Employer will start offering health coverage to employees' spouse or dependents or change the premium for

the lowest-cost plan available for family coverage that meets the minimum value standard. (Premjum should
reflect discounts for not using tobacco and tobacco cessation pmgN B

How much would the employee have to pay in premiums for this plan? O ve m e r

How often? Dweekly CEverytwoweeks O Twiceamonth O Monthly O Quarterly O Yearly

Date of change:

15. Work or Community Engagement

Complete these questions for all people who meet all the following conditions:
= Between age 19 and 64

= Not a parent or caretaker of a child under age 19 living at home

= Not pregnant

= Mot a former foster care youth under age 26 who gged out of foster care at

e Quest
updat

Te)

ach adult, select Yes or Ho

or

Work or Community Engagement Exemptions

The following are exemptions to the work or community engagement requirements. Fo
far each exemption.

American Indian or Alzska Native? Ciyes [@™ =~

Currently = family caregiver of 2 child under O Yes
age 14 or 2 disabled individuzl?

O MNo—were you =i

& your last renewto m rr

U

(Currently = veteran with a total dizzhility® | yeg

I Mo—were you since
frour last renewal?

Oves ONe

Currently living with a serious, complexor | () Yes
chronic medical condition, or getting regular
therapy or trestment {See Medical Frailty*)?

Currently meeting waork requirements for O Yes
the Minnesota Family Investment Program
GE

Current member of a household that gets O Yes
Supplemental Nutrition Assistance Program
[SMAP) and are subject to SMAP waork
requirements?

Currentty in a drug or zlcohol trestment and |7 Yes
rehabilitation program?

Currently in jail or prizan? 1D Yes () No—wizre you sifll= your last renawal?

Released from jail ar prison since your last O Yeg O No
renewal ?

Received care in a hospital, nursing facility, | Yec (INo
psychiatric hospital, facility for people with

intell=ctuzl disabilities, an outpatient

en

Je
ork

026

) 15

ity
Gent

ons

Case Number:

setting or got similar care since your last
rengwal?

You or your dependent traveled awsay from C' Yeg O MNo
your community to get medical care in one
|or more months since your last renewal?

Work or Community Engagement Acfivities
The following are activities a person can do to meet work or community engagement requirements.

Had total household income beforetaxesof | Yes |0 No
3520 ar mare ina manth since your last

renewal?
Were seasonally employed with an average O Yes O No

monthiy househald income before taxes of
5580 since your last renewal?

'Worked 80 hours or more in a month since | () yes
your last renewal?

|0 Mo—total hours?

Was enrolled at least half-time in school or (7 yes
=n education program in a maonth since
yvour last renewal?

| No—total credit hours?

Participated in am employment and training O Yes
program to help you get a job for 30 hours
'ar more, in a month since your last
renewal?

I No—tatal hours?

olurteered or did community service for () Yes

B0 hours or more in a month since your last
renewal?

|0 Mo—total hours?

*Medical Frailty

People may qualify for the medical frailty exemption if they meet one of the following:

» Have a current certification of disability through the State Medical Review Team (SMRT) or Sodal Security Administration
(S5A).

+ Hawve a substance use disorder (SUD) or completed in-patient or out-patient SUD treatment within the past five years. SUDis
a behavioral health condition characterized by uncontrolled use of one or more substances (for example: alcohol, narcotics or
opiates, and methamphetamine) despite harmful consequences and impairment.

» Have a significant mental illness that is either continuous or reaccurming.

+ Have a physical, intellectual, or developmental condition that makes it hard to do basic daily activities on your own (like
bathing, getting dressed, maoving around, personal hygiene, or using the bathroom).

s Hawve a serious or complex medical condition. A serious or complex medical condition is an illness, impairment, injury, or
physical or mental condition or combination of conditions, that significantly impacts your health and vour ability to work.

1é. Answer the following questions for all household members

Is amyone in jail or prison? Cives | I ves, who? If in jail, is the person awaiting disposition of charges?
CINo Oves CiNo

Jail or prisan name and
address:

Offender ID Number:

29



Blank Renewal Form page 13

November 2026

Signature page has a
new consent

| consent to the Department of Employment
and Economic Development and the
Department of Children Youth and Families
sharing private data about me, and about
anyone on this application | am allowed to
speak for, with the Department of Human
Services for use in determining and verifying
Medical Assistance and Minnesota Care
eligibility.

11/5/2026

Case Number:

By signing here:
I reviewed the Notice of Privacy Practices and the Motice of Rights and Responsibilities (Attachment &). T know that T
must report chanages to the information listed on this renewal form.

I understand thatif I am providing information on behalf of other people in my household, I must have consent to
provide and view information about all the people that I have listed on this renewal form and agree to safeguard their
information.

I declare under the penalties of perjury that this renewal form has been examined by me and to the best of my
knowledge is a true and correct statement of every material point. Tunderstand that a person convicted of perjury
may be sentencad to imprisonment of not more than five years or to payment of a fine of not more than $10,000, or
bath. I understand that there may be other penalties for not telling the truth.

Additional Agreements for Medical Assistance and MinnesotaCare:

« I consent to the Department of Employment and Economic Development and the Department of Children
Youth and Families sharing private data about me, and about anyone on this application T am allowed to
speak for, with the Department of Human Services for use in determining and verifying Medical

Assistance and Minnesota Care eligibility.

+ If anyone on this renewal form is eligible for Medical Assistance or MinnesotaCare, I consent to the release of
my Minnesota Health Care Programs health records to the parties listed in the Consent for Sharing of Medical
Information section of the Notice of Rights and Responsibilities.

+ If anyone on this renewal form is eligible for Medical Assistance, I give the Medical Assistance agency our rights
to pursue and get amy money from other health insurance, legal settlements, or other third parties.

+ If | am a parent that is eligible for Medical Assistance, I know I may be asked to cooperate with the agency that
rollacts medical support from an absent parent. If I think that cooperating to collect medical support will harm me
or my children, I can tell the agency, and I may not have to cooperate. I give to the Medical Assistance agency the
rights to medical support paid for my children.

+ If anyone on this renewal form is eligible for Medical Assistance, [ have read and understand that the state may
claim repayment for the cost of medical care, or the cost of the premiums paid for care, from my estate or my
spouse's estate.

' If anyone on this renewal form is eligible for Medical Assistance, I agree and understand that my information, |
2nd information about me shared from third parties, will be shared for fraud prevention investigations as stated in
the Notice of Privacy Practices.

+ If 1 or anyone in my household already receives Medical Assistance or MinnesotaCare, I understand that the
state may stop or change benefits because of the information I give on this form. T understand that the state may
make changes without 10 days” advance notice. However, the state will send written notice no later than the
effective date of the change.

If an enrolles is unable to sign, provide copies of legal doouments of conservatorship or power of attorney.

Sign thiz renewal form

PRINT YOUR: NAME YOUR SIGNATURE DATE

OR

PRINT YOUR MAME [AUTHORIZED REPRESENTATIVE) PHOME NUMBER.
SIGNATURE OF AUTHORIZED REPRESENTATIVE DATE
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Appendix A: New Household Member or Coverage Request
Complete this appendix for each new household member or new applicant requesting coverage who does not
currently have Minnesota Health Care Programs coverage. If there is more than one person you are applying for,
make a copy of this appendix.

HOUSEHOLD MEMBER'S NAME 1. What is the person's gender?

CimMale O Female

2. Does the person live at the same address with you?
(Ci¥es () Mo —List address

STREET ADDRESS

Iy STATE ‘ ZIP CODE

3. Answer yes or no to the following four questions.
a. Did the person move to Minnesota in the last three months? ) Yes —what date? O Mo
b. Does the person plan to make Minnesota theirhome? Cves ) No
c. Did the person enter with ajob ¢ i or to seek empl 7 (O Yes (OMNo

d. Is the person visiting Minnesota to get medical care or for personal reasons? Cves ) No

4, Does the person want to apply for health care coverage?
() ¥es — answer the following questions

(2 Mo —vyou do not nead to complete the rest of Appendix A, but be sure to indude the person on the renewal form,

5. Does the person have a Sodal Security number (S5N)7
(Cfes —What is the member's 55H?
() Mo — Has the member applied for an SSN?
CiYes
(CINo—Why not? Choose a reason: () Noncitizen whao is not eligible for an 55N
() Nonditizen who is not authorized to work
() Religious objections
er
() The person is not applying for health coverage and chooses not to answer, (Your 55N is optional if you are not
applying. Choosing to tell us your 55N may help speed up the application process.)

6. Is the person a LS. dtizen or U.S. national? ("'Yes—goto question 9 () No - go to question 7

7. Does the person want help paying for a medical emergency?

JNo

(") Yes—what was the begin and end date (if it has ended) for the medical emergency?
(MMDDAYYY) to (MM/DD YY)

November
2026

Appendix A: New Household Member or Coverage Request

Complete this appendix for each new household member or new applicant requesting coverage who does not
currently have Minnesota Health Care Programs coverage. If there is more than one person you are applying for,
make a copy of this appendix.

1. Whatis the person's sex?

HOUSEHOLD MEMBER'S NANE
OMale O Female

2. Does the person live at the same address with you?
O yes () No- List address

STREET ADDRESS ‘

STATE ‘zmcon[

3. Answer yes or no to the following four questions.

a. Did the person moveto Minnesota in the last three months? ) Yes —what date? CiNg
b. Does the person plan to make Minnesota their home? Cives O No
¢. Did the person enter with a job ¢ or to seek emphk 2 O Yes O o

4. Is the person visiting Minnesota to get medical care or for personal reasons? Cves U o

4. Does the person want to apply for health care coverage?
) Yes — answer the following questions
() Mo —you da not need to complete the rest of Appendac &, hut be sure to indude the person on the renewal form.

5. Does the person have a Sodal Security number (SSN)7
() Yes—What s the member's 55M?
() Mo —Has the member applied for an SSN?
O ¥Yes
() Mo —Why not? Choose areason: (_) Nonditizen who is not eligible for an 55N
(Z Noncitizen who is not autherized to work
(Z) religious objections
() Other

O The person is not applying for health coverage and choases not to answer, (Your 55N is optional if you are not
applying. Choosing to tell us vour 55N may help speed up the application process.)

6. Isthe person a U.S, dtizen or LS. national? OYa—gohn question ¢ Cno —qgoto question 7

7. Does the person want help paying for a medical emergency?

O No

(Z) Yes —whatwas the begin and end date (if it has ended) for the medical emergency?
MDDV o (MM/DDYYYY)

8. Does the person have an immigration status listed here? (MHealth care coverage may still be available without an
immigration status. }

Ne — go to Question 9.

“Yes — check the box for your current status and answer the following questions.

Lawful Permanent Resident, including conditional permanent resident (L PR/Green Card holder)
Cuban or Haitian entrant

Citizen of Marshall Islands, Micronesia or Palau {Compact of Free Association (COFA) migrant)
Refugee

Asylee

Asylum applicant (2ge 14 or older with a work penmit)

Asylum applicant (under age 74)

Paroled for one year or more

oooooooog

Paroled for less than one year
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Temporary nonimmigrant {ex. visitor, sfudent. worker and U visas)

Temporary Protected Status

Deferred Action for Childhood Arrivals (DACA)

Deferred Action (exdluding DACA)

Withholding of R I or Deportati

Victim of severe trafficking

Battered noncitizen

American Indian born in Canada

Granted an employment work authorization document (work permit) excluding DACA
Conditional entrant, before Aprl 1950

Applicant for Lawful Permanent Resident

Applicant for Withholding of removal or dep ion (age 14 or older with a work permit)
Applicant for Withholding of removal or dep ion (under age 14)

Parolee from Ukraine entry (before 9-30-24)

Parolee from Afghanistan entry {before 8-30-23)

Spedal Immigrant Juvenile (S1J5) petition—pending or approved

Deferred Enforced Departure

Convention Against Torture withholding of removal or deportation

Temporary Resident status

Family Unity benefidary

Administrative order staying removal issued by the Department of Homeland Security

OOO0O0OO0OO0OO0O0O0OO0OO0O0OO0OO0O0O0OO000

a. A-number or ID number: b. Date of entry (MM/DD/YYYY):

. Immigration document type: Document no.
Expiration date (MM/DD/Y¥VY):

i- Does the person have an 1-864 sponsor? () Mo ()Yes —sponsor's name:

9, Does the person want help from Medical Assistance (MA) to pay medical bills from the past three months?
(M& can start up to three months before the application date if the household member has medical bills from that time and
meets the MA requirements.)
() Yes - answer a and b, () Mo - go to question 10.
a. Which months before this month does the person want help for? (Chedk all that apply)
[Jonemonthagn  []Twomonthsage [ Three months ago

b. Is everything you told us on this renewal the same for the selected months? (For example, income and family size.)

Cives O No

10. Was the person in foster care on that person’s 18th birthday?
(2 ¥es - answer a and b (o]

a Was the person getting health care through Medical Assistance or anather state's Medicaid program? ) Yes () Mo
b. If yes, in what state?

11. Isthe person an American Indian or Alaskan Native? () Yes—answer a-c CINo
a. Is the person a member of a federally recognized tribe? Wes CiNo
b, List the Tribe name and Tribal ID number

. Does this Person live on a reservation? () Yes () No

Answer questions d-j only if the person is a Lawful Permanent Resident (LPR/green card holder) including conditional
permanent resident. Jf not. go fo Question 9.

d. Has the person been an LPR for five years or more? O No U Yes

e, Did the person gain LPR. status as an Iragi or Afghan O No O Yes
Special Immigrant, or as an Amerasian Immigrant?

f. Did the person have a different status before they ) No ) Yes—what status:
became an LPR? (example: refugee or asylee)
\If the person’s previous status was as 8 COFA migrant. 8
\battered noncitizen or paroled for one year or more, Date
previous status ted:

g. Did the person enter the United States before August 22, O o O Yes
19567

h. Is the person, or is the spouse or parent of the person, a O o O Yes
veteran or active-duty member of the military?
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Thank You!

Amy Harlin, HCEO

dhs.hc.Trainersonline-questions@state.mn.us
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