














































































































































































































































































































































































































 
!!! SIGNATURE REQUIRED BELOW !!! 

STEP 5 

STEP 6 

 
Read & sign this application. 
 

• I’m signing this application under penalty of perjury which means I’ve provided true answers to all the questions on this form to the best of my 
knowledge.  I know that I may be subject to penalties under state or federal law if I provide false and or untrue information. 

• I understand that I must tell the Department of Human Services or the Hawaii Health Connector if anything changes (and is different than) what I 
wrote on this application.  I can visit mybenefits.hawaii.gov or call 1-877-628-5076 to report any changes.  I understand that a change in my 
information could affect the eligibility for member(s) of my household. 

• I understand that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, sex, age, sexual orientation, 
gender identity, or disability.  I can file a complaint of discrimination by visiting www.hhs.gov/ocr/office/file. 

• I understand the Department of Human Services and the Hawaii Health Connector will obtain information to verify eligibility with electronic databases 
and databases, to include but not limited to, the Internal Revenue Services (IRS), Social Security Administration (SSA), Department of Homeland 
Security (DHS) or a consumer reporting agency.  If the information doesn’t match, we may ask you to send us proof. 

 

Renewal of coverage in future years 
To make it easier to determine my eligibility for help paying for health coverage in future years, I agree to allow the Hawaii Health Connector to use 
income data, including information from tax returns. The Hawaii Health Connector will send me a notice, let me make any changes, and I can opt out 
at any time. 
 
Yes, renew my eligibility automatically for the next 

  5 years (the maximum number of years allowed), or for a shorter number of years: 
         4 years          3 years         2 years         1 year          Don’t use information from tax returns to renew my coverage. 

 

If anyone on this application is eligible for Medicaid 
• I am assigning the Department of Human Services, my rights to payments for medical care from any third party, which may include but not limited 

to, other health insurance or legal settlement.  I am also assigning the Department of Human Services, my rights to pursue and get medical support 
from a spouse or parent.  I will cooperate in obtaining third party payments. 

• Does any child on this application have a parent living outside of the home?          Yes         No   If yes, I understand I will be asked to cooperate with 
the Department of Human Services and the agency that collects medical support from an absent parent.  If I think that cooperating to collect medical 
support will harm me or my children, I can tell Medicaid and I may not have to cooperate. 

• I agree to cooperate with the Department of Human Services, Federal Quality Control reviewers or auditors if my case is selected for a review. 
 

My right to appeal 
If I think the Department of Human Services or the Hawaii Health Connector has made a mistake, I can appeal its decision.  To appeal means to tell 
someone at the Department of Human Services or the Hawaii Health Connector that I think the action is wrong, and ask for a fair review of the action.  
I know that I can find out how to appeal by contacting someone at 1-877-628-5076.  I know that I can be represented in the process by someone other 
than myself.  My eligibility and other information will be explained to me. 
 
Sign this application.  The person who filled out Step 1 should sign this application.  If you’re an authorized representative you may sign 
here with your name, as long as you have provided the information required in Appendix C. 

 Signature  Date (mm/dd/yyyy)  
 
 
                              Mail your signed application to: 

MQD/EB-Oahu Section 
P. O. Box 3490 

Honolulu, HI 96811-3490 
 

 
MQD/EB-Lanai Unit 

P. O. Box 631374 
Lanai City, HI 96763-0737 

MQD/EB-Kapolei Unit 
P. O. Box 29920 

Honolulu, HI 96820-2320 
 

MQD/EB-Maui Section 
Millyard Plaza 

210 Imi Kala Street, Suite 101 
Wailuku, HI 96793-1274 

MQD/EB-East Hawaii Section 
1404 Kilauea Avenue 
Hilo, HI 96720-4670 

 
MQD/EB-Molokai Unit 

P. O. Box 1619 
Kaunakakai, HI 96748-1619 

MQD/EB-West Hawaii Section 
Lanihau Professional Center 

75-5591 Palani Road, Suite 3004 
Kailua-Kona, HI 96740-3633 

MQD/EB-Kauai Section 
4473 Pahee Street, Suite A 

Lihue, HI 96766-2037 

 
If you want to register to vote, you can complete the attached voter registration form or download a form from hawaii.gov/elections.

NEED HELP WITH YOUR APPLICATION? Visit mybenefits.hawaii.gov or call us at 1-877-628-5076. If you need help in a 
language other than English, call 1-877-628-5076 and tell the customer service representative the language you 
need. We’ll get you help at no cost to you. TTY/TDD users should call 1-855-585-8604. 
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