Adapting to the New World
of Insurance




What does Your Health Idaho do?

» Manages/Services:
> Enrollment
- Effective date of coverage
- Consumer and Broker YHI accounts
> Email Links with APTC & CSR eligibility
- Account Activation Emails

- Attaching updates processed from DHW to YHI
accounts

- 834 file sent to carriers for enrollment,
disenrollment, and/or changes to: APTC or Cost
Share, Insured members, contact info., etc.




DHW'’s Role

» DHW determines eligibility for APTC, Cost Share,
and Medicaid

» DHW also manages/updates reported changes:
- Address Change
> Tax Filing Status
> Correcting SSN/DOB/Name
> Income changes
> Tribal change

- Adding/removing dependents (marriage, divorce,
adoption, new born, dependent turns 26, turning 65,
death, etc.)

Loss/gain of coverage (employer/government).

o




Processing Times

Emailed tickets sent to
- 3 business day
turn around time.

Changes/ Life Events reported to DHW - 7
calendar days (including updated file sent to YHI)

Idalink Applications - 7 calendar days (including
email link sent to consumer, if email provided.)

**Case by Case scenario** Some consumers will
need to supply supporting documentation when
reporting changes and/or applying for APTC



mailto:support@yourhealthidaho.org

“Please Enter a Call Back #”

» Emails vs. phone call
o support@yourhealthidaho.org

» 1 consumer per email

» Pll needs to be sent securely. Simply ask for a
secure message in the body.

» When can you work directly with a specialist?

» All new requests must go to
support@yourhealthidaho.org



mailto:support@yourhealthidaho.org
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Template for Emails to YHI

support@yourhealthidan.org

Sﬂ john. doe @amail. com

Subject: John Doe - Update to be linked to YHI account

YHI ~
Consumer First and Last Name: John Doe
Ticket Description: Consumer received email message from YHI to login to account to link new APTC to existing

account. Message prompts to disenroll and then reenroll. Need manual override fo retain existing effective date of
January 14,

Please send me a secure message for DOB or SN fo access account for consumer.
John Doe has been cc'd on this email.

Please do not hesitate to confact me should you have any questions or if | can be of any further assistance.

Thank you,

Agent Name




Escalations

» Escalation: No response/resolution within
stated turnaround times or there is urgent
medical necessity.

» To request an escalation with YHI:
List Escalation in the subject line to:

» To request an escalation with DHW:
Email:

» Tom Shores - Agent Rep. and YHI Board
Member:



mailto:support@yourhealthidaho.org
mailto:DHWEscalation@dhw.idaho.gov
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Li’ﬁjﬂﬁ'&"; Authorized Representative —

You can name someone as an authorized representative.

You may give a trusted person, such a5 a friend, partner, or third party caseworker permission to talk about this application with us, see
your information, and act for you on all matters related to this application, induding getting information about your application and signing
your application on your behall. This person is called an “authorized representative.”

If you ever need to change your suthorized representative, contact the Department to complete & new Authorized Representative Form.

If you're & legally appointed representative for somecne on this application, submit proaf with the application.

Your Information

First Name Middle Name Last MName Date of Birth
Social Sacurity Numbser Cese Number (il known )

Address ity State Zip Code County
DCayhime Phene

Tell us who you want to name as your authorized representative

First Name

Middle Name

Last Name

Address Apartment or suite number

City Zip Code County

Fhane Phone type (cheose ane) Email
[]Home []woerk []cCell
Organization Narme (if third party caseworker or Agenly/Broker) CGrgenization 1D {if applicable)

By gigning, you allow this person to Sign your application, get official information about this application, and act for you on all future matbers
with the Department/or Your Haalth Idaho.

Signature of Applicant

Submit Form |

YHI Authorized Rap



our Health

IDAHO Change Report/Correction Form - Health Caverage Information
Submit this form only when there is a change to an existing Health Care Assistance case. To ensure the Dozs & 242 in i househald ieceive Geverrnenl-spansorad e eper Daoance?[Jies [ wa TF g, mnews - thi c.rss o br ca.
family or individual receives the correct benefit amount, please report all changes. =
Typc af INSUrANES J.imporer, CP:  wpg je the ingurance with?

Did the family ask you to report this change? [ Yes [] No Date change occurred of will occur: Mrdicen, Uk, Ti-Snre, mheb

Use this form to report a change to 1. Complete all fields

an existing Health Coverage 2. Agent or Broker sign, date, and provide contact information
Assistance case 3, Subrrill the fonm via the Submit butten below

Agent or Broker Responsibility By checking
Damnunr_ Under penalty of perjury, I swear or affirm the information 1 have
provided |s brue and complets.

Ty|@ of INGUrANGa {Emalayor

Whe was the Insurance
py

this box, [ undzrstand the reported affect the benefit Hae £ry312 In the household 26k Loge nmne 2533153782 1 2mploye” Ineura-ze’  [¥es [JRa  Fyes, answar the . etinns halw.

Primary Person Information Medlcare, W, TrkGare, cic withi
First Name Middle Hame Last Name | Date of Birth
Social Secunty Number |E|f!1.lng Caze Number
Family Address/Contact Information Informatian to be Corractad
Fﬂm”" Mdu m Stnbe m Cacla Coul!ty Bl K r{IJI!!iNCI[I!w helow = s e - oomees oefasat oo on ke il
S o G

[] Home [ wWork [] Cell [] Message

Ts any of the above information a change? [ ves [INo

Household Tax Information

Using the codes below, indicate the tax-filing status of each individusl in the housshold.

PTF - Primary Tax Filer DIH - Claimed s & Dependent by someone in the home  WF - Won't file taxes Signature {must be completed)
MFJ - Merried, filing jeirtly  DOH - Claimed &2 a Dapendant by somesne outside the home

the b ez arnount.
Date of Last 4 of Filing  For Dependents, who will

pama Birth  SMI® onlzecurity MERHONSHR  optus  be the Primary Tax Fller?

Lncer peng by 2 peguy, [ 28l 20 05000 272 1700 nation 1 1ave “eps ted 15 e and Torm » s, D undermond TUaT ca s el Tho e aftact

Sigraturc of zpplcz t/authanzed rep zseatzave)agznkiL -l

“hane Jetz

Pril P -y ” Eave Fon

Is any of the above information a change? [Jyes [ na If yes, why?

Household Income

Person with income Type of Income Employer How Often Paid?  Total Monthly Amount
§
§
§
§
Provide us with the household's Adjusted Gross I $

Is any of the above information a change? [ Yes (I Mo I yes, why?

Subimit Farm |

T v =aps b rewnlorn

VHI Changs: Rapoh.Camectian Form Page 102

[H
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AHO Add-a-Person Form —

Submit this form to add a person to an existing Health Coverage Assistance case, such as someone who
recently moved into the househeld or a baby recently born.

Did the family ask you to report this change? [] Yes [] No Date change oceurred or will secur:

Use this form to add a person to an 1. complete all fieids
existing Health Coverage Assistance 2. agent or Broker sign, date, snd provide contact infermation
case 3, Submit the farm via the Submit buttan below

Agent or Broker Responsibility By checking this box, 1 understand the reported changes affect the benefit

amount. Under penalty of perjury, [ swesr or affirm the information I have
provided is true and complete.

Primary Person Information

Firat HEme TiddlE Hame ==t Hame Dalke of BIrth

Social Security Number |&Iﬂin¢ Case Number

Family Address/Contact Information

Farnily Address City State Zip Code County

Daytime Phone Phone type (choose one)

O Home [J work [0 Cell [ Message

For the new person, tell us:

First Name Middle Nama Last Name Saocial Security Number
Date of Birth Former Name RacefEthnie Grigin Gender 0.5, Citizen?  |Casabillty?

[Jves [No |[J¥es [No
Imrigration Document Type

Document 1D Number ‘

Household Tax Information
Using the codes below, indicate the tax-filing status of each individual in the househald.

PTF - Primery Tax Filer DIH - Cleimed as & Dependent by someone in the home WF - Won't file taxes
MF] - Married, filing jointly DOH - Claimed as & Dependent by someone outside the home

Last 4 of Relationship Filing Status For Dependents, who will be

L Date of Birth  Gender oo o) carurity the Primary Tax Filer?

Tell us about vehicles, resaurges, and property owned by anyone in the home
Mertear YeRhicles - el us aboul = 1w 2z, ncludi g Cars, Liucle, mb.:-c-,-cles, lr3 5, Boa s, sravnobilas, 37 Juwer - eir2ational
wahlz 5 oL Rausshald ow -5

Year, makc, and madel

gurrent value Frimary use fa1 this vehicls | choakc on)

Radourcad - Te Lz 3zl all rest
mitual funds, 4017 K5, 1KAS, fris

a5 pia Fluaers L v, indudng Lzah o -hand, checking =ri zaviige acss. .z, sletks, Zonis,
e 175, vrre selires, huna finds, gir.

Avcuunt numiser Current walue

Mame uf finuncial institution

M me/ owner of rewource Rusourne bypue

Property -T<l .2 aboul all olher praseray Sne c2ing wur "Ees Smned oy ampde Deivg 7 your hame.

Mame,/owner of proparty Froperty type

Praperty Addr

Frimary use for this property
{chooze ane)

If the new person is a child under 1& with a parent not currently living in the home,
complete the following
Fh-ruslodial Fare-T Inorration:

F st Mamra Middla Hamz Lot hatia Zd7e of Dith Eaclal feou iy Humbes

Haalth Coverage Information

Household Income

Daes anys 12 WHE 3 apF ¥ -2 "o hetith coverage want ha p 23%(73 ter mes Tal Tosts from the et 3 menths?
HNo. Yea Zarnplete @usstions a2 b,

A 1F yon, tal s ehn®

b I0 ves, Lell us
pain amily i f

the Lz lazl 3 menlhe e -22d 2ssislancs. and Lhe ¢ cse hooset o income (hels @ aaes) -ece ved by
=f thasa rna-ths:

Person with income Type of Income Employer How Often Paid?  Total Monthly Amount
§
§
§
§
|Pmﬂeuwmmmnwlﬂjum Gross Income. § |

Tell us about expenses for everyone in the home, including the new person
Include information for the following expense types, if applicable: rent, mortgage, insurance, property texes, child care, and medical costs.

EXpense type Amount

Name of person with expenss How often paid?

[ [4a [ [aa

¥HI Add-a-Farsan Fagalaf

Mol (nze; AnGunt (3 M U [4anie) AL el (3 Pz 23 1ne) AnzurL (3

Lzt this parssr ~ave | Fulicy Hurnb: - [MSUIEF o8 BT pany Marrs :I‘thl_s [ersz1ls 7 as
uther hzalth ins_ranze? pruvide zhz dac dete:
Oes e

Fov Aty dus?

Signature (must be comalatad)

Lnder pa=a 75 aF pajure, [ swear o aftie 1 the Informatlon © hava rasartes 5 mrue £ -4 o —plske, D underssac
the Lo arnoLnt,

T a0t ter ohoogEs At

Sigrabure o 3sphzant!actronzed ropreszntzs vefagzntiLlroker Prane Cate

Prink Fenm || Savo e

Lubitnrt Frarine |

HLREE R R Fus a2




\Eﬁﬁg Agent/Broker Communication Form

Use this form enly when there is important information to provide to the Idaho Department of Health and
Welfare on a case.

NOTE: DO NOT use this form to report information from a Change Report/Correction or Add-a-Person form.

!Jse this !:orm to communicate 1. Complsbe a8 faids
information to IDHW that CANNOT 2. Agant e Broker sign, dats, and provids contact Information

be reported on a Change Report/ 3_ Submik the form via the Submik butbsn below
Correction or Add-a-Person form.

Agent or Broker Responsibility By checking this box, I understand the reported changes may affect the
benafit amount. Under penalty of perjury, 1 swear or afirm the infarmation I
have provided is true and complete.

Primary Person Information
First Hame Middie Name Last Name Date of Birth

Social Security Number |E.eue|ng Caze Number

Family Address/Contact Information
Farmily Address City State Zip Code Caunty

Daytime Phone Phone type (choose one)
O Home [ Work [J Cell [J Message

Communication to IDHW

Usa the space bebow to provide case information to IDHW.
NOTE: Do not use this form to report a change or add & parson to an existing cass,

Signature [must be completed)

Under penalty of perjury, I swear or affirm the information I have reported is true and complete. I understand that reported changes affect
the beneflt amount.

Signature of applicantauthorized representative/fgent/ Broker

TH ARSI CARMUIGEIon Fem




www.yourhealthidaho.org/our-partners/partner-tools/

C' & httpsy//www.yourhealthidaho.org/our-partners/partner-tools/ W @
i Apps | Secure Customer Lo.. * Idahe Health Insura... Google | SelectHealth [ WebPortal P Pandoranternet Ra... Free Photos * Blue Cross of Idaho &8 CapEd [ Agency Central &) FAX [ IOIX Rate Calculator

Your Health Search YourHealthidaho.org » Find Help Near You » View 2015 Plans

o o @ . Call 1-855-YH-Idaho (1-855-944-3246) | About Us | Informacién en Espafiol

How To Enroll  Enroliment Resources News & Events Our Partners Board & Operations

Partner Resources

Home » Our Partners . Partner Tools

Events & Open Houses

Partner Tools

Partner Tralning & Certification JSEH

Materials

Tribal Technical Work Group i

Your Health Idaho has created the following materials to help yoursme . [T
with your clients on Your Health Idaho. Feel free to download the followmg files to
Events & Open Houses
get started.
Partner Training & Certification

+ Your Health Idaho FAQ (PDF)

+ Your Health Idaho 101 (PDF)

+ Your Health Icdaho 101 (en Espafiol) (PDF) Upcoming Tribal Meetings
Your Health Idaho Application With Financial Assistance (PDF)
Your Health Idaho Application Without Financial Assistance (PDF)
Your Health Idaho Renewal (PDF)

Your Health Idaho Bilingual Card (PDF)
Your Health Idaho Tax Credit FAQ (PDF)
+ Tips for Tax Season (PDF)

Tribal Technical Work Croup

Tribal Meetings Minutes

Tribal Technical Working
Croup Tools

Department of Health and Welfare Materials B nEl s

Information about Health Coverage Assistance (PDF)

= Stay Connected

The DHW Process (PDF)

Click below to receive important news
Renartinn Channes Dast Onan Enrollment (PDF) and ubdates from Your Health ldaho.



http://www.yourhealthidaho.org/our-partners/partner-tools/
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HH Apps

[ healthandwelfare.idaho.gov/Providers/tabid/284/Default.aspx
[ Google

Promoting and protecting the health and safety of all Idahoans

IDAH

Children

P Pandora Internet Ra...

il Idaho Health Insura...

_ Secure Customer Lo.., | SelectHealth | Web Portal Free Photos @ Blue Cross of [dahoe &8 CapEd |7 Agency Central & FAX

R

Contact Us

Espafiol Idaho.gov About Us

Department of Search

Health and Welfare

Home Families Food/Cash /Assistance Health | Medical ‘ Providers About Us Contact Us

Vou are here: Providers

PROVIDERS

Information for Providers

Resources

» Adult Protective Services

» Child Protective Services

» Criminal History Background Checks
» File a Fraud Complaint

# Public record request

» PASRR Information

In this section of our website you will find information for the providers we work with as
well as information about providers including:

Medical Professionals Facilities
« Medicaid Providers « Licensing & Certification
« Healthy Connections « Facility Standards (Federal and State)
Providers + Non-Long Term Care Providers (ASC, ESRD, Home Health,
+ Prescription Drug Providers Hospice, Hospitals, OPT/SP, RHC)

+« Immunization Providers
+ EMS Licensure Forms

« Blood Pressure Toolkit
« Public Health Meaningful
Use Reporting

Insurance Agents and
Brokers
+ Information about Health
Coverage Assistance
+ The DHW Process
+« YHI Add a Person
YHI Change Report

« Electronic Health Records

Intermediate Care Facilities for Individuals with
Intellectual Disabilities

Mursing Facilities

Facility Fire Safety & Construction (Federal/State Page)
State-Only Licensed/Certified

Residential Care/Assisted Living

Certified Family Homes

Developmental Disabilities & Residential Habilitation
Agencies

Facility Fire Safety & Construction (State-Only Page)
Public Health Meaningful Use Reporting

State and County Medical Assistance

Combined Application for Assistance

irmmd Armmlicafisam Far Aemictbamen (ICmamiakl
-m\\\x\\\w



http://www.healthandwelfare.idaho.gov/providers

Special Enrollment

» You can report changes 60 days before and
after the qualifying life event EXCEPT having a
baby.

» Birth of child can be reported as soon as the
baby is born and 60 days after.

» Qualifying Life Event: Marriage, Divorce,
Having a baby, Adoption, Loss of Coverage,
etc.




WE CANNOT DO THIS WITHOUT EACH OTHER.

FEELING FRUSTRATED AND NEED TO LET OFF STEAM? EMAIL TOM SHORES.
TOM@SHORESINSURANCE.NET




Don’t Forget

» DO NOT MAKE DUPLICATE ACCOUNTS

» IDALINK APPLICATIONS TO BE COMPLETED
THROUGH CONSUMER PORTAL

» NEW CLIENT. CREATE AN ACCOUNT THROUGH
YHI

» IF A CLIENT IS NOT ELIGIBLE FOR APTC. SHOP
DIRECT.

» KEEP THOROUGH RECORDS OF COMMUNICATION.
» YHI AND DHW ARE NOT YOUR PERSONAL STAFF
» EVERYTHING IS FIXABLE IF YOU DID YOUR PART
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