Health Coverage Planning Checklist

Name: ____________________ 


Date: 
____________________

SSN:
____________________

Note: This Checklist is for use with individuals eligible for WIPA services.  Verify information with BPQY.
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General Information:

Age:______
Under 18? 
Yes
No

Over 65? 
Yes
No


Children: 
Yes
No 

How many?: ______

Martial Status:
 _____ Single   _____ Married   _____ Married not living with spouse 
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Living Situation: (Check all that apply):
_____ Self
_____ Roommates
_____ Board and Care facility

_____ With Family Members 
_____ With Parents 


Current Health Coverage and Benefits:

Do you presently have: (circle answer) health coverage from:

An employer



Yes

No

Medicaid (state-specific name)

Yes

No

Medicare




Yes

No

SSI





Yes

No

SSDI




Yes

No

Other Health Coverage


Yes

No

 
Name of Coverage: ______________________________________



Income:

Are you currently working?

Yes

No

Monthly income from work: _____________

Other monthly income:

Total: _____________
Source(s): _______________________________
SSI
    SSDI
Does your employer offer group health coverage?

Yes

No


Family coverage:

Are you covered by the health coverage of a spouse, parent or other family member? 

Yes
No

Name of program or insurance:_________________________

(Continued)

Does a family member have the option of adding you onto their health coverage?

Yes
No











If yes:
 It may be possible to add coverage to a family member during certain times of the year, or after qualifying events, such as loss of coverage, birth, marriage, etc. 
 


HIPAA
Check open enrollment periods and special enrollment periods for employer.

Ask:
 Is there a certain time of year when they can add you onto their health coverage? 
Yes
No
     When is it?   _____________

Did you recently lose health insurance, get married, have a child, or adopt a child?


Yes
No


Health Coverage from Employment

If starting or recently started a new job:

Are you going to start, or did you recently start a new job? 


Yes

No

Does your employer offer group health coverage?



Yes

No

Do you have to wait some months before you can receive this coverage?
Yes

No


How long do you have to wait?    _____________

If Yes: Pre-existing condition exclusion periods may be reduced by prior coverage.  
HIPAA
While you are working: 

Do you need to take time off of your work because of a health condition?  
Yes

No
Do you need to take time off to care for a newborn or adopted child,  or a sick family member?   Yes

No
If Yes:  FMLA guarantees up to 12 weeks of leave with out a break in your employer-sponsored insurance.

Leaving a Job:

Did you recently stop working?

If yes, ask:

Did you have health insurance on your job?

If yes:  You may be eligible for continuation coverage under COBRA

If yes: 
You may qualify to purchase individual health insurance under HIPPA. (expensive, not guaranteed) 
Other health coverage options (if uninsured): 

Have you been turned down by Private health insurance?   Yes

No

If yes: 
You may qualify for a State High Risk Pool for health coverage.
Do you have high monthly medical expenses: 

Yes

No

You may qualify for a Medically Needy Medicaid program (has a spend down or share of cost)
Other Health Coverage options to consider? 
Healthcare Needs Assessment
A.  Current Needs 

(Healthcare Service, Equipment, etc.)
B.  Expected/Future Needs: 
C.  Monthly Healthcare Costs and Notes:
D.  How well are needs being met now? 
     How well would they be met if additional or different healthcare coverage is accessed?
 
