Marketplace Special Enroliment Confirmation Process: “Insufficient Documentation Notice” for
Consumers who Qualified for an SEP Before June 18, 2016 (Loss of minimum essential coverage)

Beginning in March 2016, consumers who applied for Marketplace coverage were required to
acknowledge that they might be asked to provide documentation to verify their eligibility for a Special
Enrollment Period (SEP). The following 5 SEPs are included in the Special Enroliment Confirmation
Process:

e Loss of minimum essential coverage
e Change in primary place of living (“Permanent Move”)
e Birth

e Gaining a dependent through adoption, placement for adoption, placement in foster care, or a
child support or other court order

e Marriage

Beginning on June 18, 2016, all consumers who qualify for one of these SEPs get an eligibility
determination notice requesting that they send a document(s) to prove their SEP eligibility. Consumers
who qualified for one of these SEPs before that date (between March 1, 2016 and June 17, 2016) may
instead get an “Initial Verification Selection Notice” requesting that they send the same type of
documents.

Consumers who sent timely documents that don’t prove their SEP eligibility will get this SEP-specific
Insufficient Document Notice. It explains why their document doesn’t prove their SEP eligibility, and
repeats the requirements to send acceptable documents. It includes an updated due date 30 days from
the notice date.

The following Insufficient Documentation Notice example is for an individual or family who appears to
be eligible for an SEP because they lost or will lose minimum essential coverage, and applied for
coverage before June 18.



Heaith Insurance Marketplace DEPARTMENT OF HEALTH AND HUMAN SERVICES
465 INDUSTRIAL BOULEVARD
LONDON, KENTUCKY 40750-0001

Insert: Date

Insert: Household Contact Name
Insert: Consumer Address

IMPORTANT: Final Notice - Act by [insert new deadline] to keep your
Marketplace health coverage

Application Date: [Insert: Application date]
Application ID: [Insert: Application ID]

Dear [Insert Household Contact Name]:

You’re getting this notice because you or others in your household still need to send one or
more document copies to prove your eligibility for the Special Enrollment Period that was used
to enroll in coverage through the Health Insurance Marketplace. On your application, you
reported that the following individual(s) lost or will lose health coverage 60 days before or after
you applied:

[Insert name of person #1 who triggered SEP]

[Insert name of person #2 (if any) who triggered SEP]

We received your document copy, but couldn’t use it because:
e [It's missing the date the individual(s) listed above lost or will lose qualifying health

coverage, like a job-based plan, individual health plan bought outside the Marketplace,
student health plan, a parent’s plan, Medicaid, Medicare, or TRICARE.]

e [It's missing the name of the employer, agency, organization or health plan that
provided coverage to the individual(s) listed above until they lost their qualifying health
coverage, like a job-based plan, individual health plan bought outside the Marketplace,
student health plan, a parent’s plan, Medicaid, Medicare, or TRICARE.]



e [It’s missing the name(s) of the individual(s) listed above who lost or will lose qualifying
health coverage, like a job-based plan, individual health plan bought outside the
Marketplace, student health plan, a parent’s plan, Medicaid, Medicare, or TRICARE. If
this individual lost coverage they had through someone else, like a spouse or parent,
make sure the document(s) includes the name of the individual who lost coverage. If the
document doesn’t include the name of the individual who lost coverage, you must also
submit a document(s) that shows their relationship to (and the name of) the spouse,
parent, or other individual they had coverage through.]

e [It’s unreadable or damaged].

IMPORTANT: If you don’t submit an acceptable document copy by [bold insert due date], you
may lose your Marketplace coverage.
What should | do next?

1. Look at the list of examples of acceptable documents below that can be used to
verify your eligibility for your Special Enrollment Period. Send us a copy (not the
original) of a document(s).

Please send one or more of these document copies to prove Someone Lost or

Will Lose Qualifying Health Coverage

e Letter or other document from an employer stating that the employer dropped
or will drop coverage or benefits for the employee or employee’s spouse or
dependent family member, including the date coverage ended or will end.

e Letter or other document from an employer stating that the employer stopped
or will stop contributing to the cost of coverage.

e letter or other document from an employer stating that the employer changed
or will change coverage or benefits for the employee, or for the employee’s
spouse or dependent family member, so it’s no longer considered qualifying
health coverage.

e Letter showing an employer’s offer of COBRA coverage, or stating when the
employee’s COBRA coverage ended or will end.

e Letter from health insurance company showing a coverage termination date,
including a COBRA coverage termination date.

e Proof that you had qualifying health coverage within the last 60 days, like a pay
stub showing deductions for health insurance.

e Letter from school stating when student health coverage ended or will end.

e Letter or notice from Medicaid or the Children’s Health Insurance Program




(CHIP) stating when Medicaid or CHIP coverage ended or will end.

e Letter or notice from a government program, like TRICARE, Peace Corps,
AmeriCorps, or Medicare, stating when that coverage ended or will end.

e Dated copy of military discharge papers or Certificate of Release including the
date that coverage ended or will end, if you’re losing coverage because you're
no longer active duty military.

e Divorce or annulment papers that include the date of ending responsibility for
providing health coverage.

e Death certificate or public notice of death that includes proof of the date that
you lost or will lose coverage due to the death of a spouse or other family
member.

e Dated and signed copy of written verification from an agent or dated letter from
the issuer, if you are or were enrolled in a non-calendar year plan that’s ending.

e Copy of pay stubs of both current and previous hours if a reduction in work
hours caused you to lose coverage.

e Letter of explanation about the coverage you had, why and when you lost or will
lose it, and the reason you can’t provide any other documents proving you’re
eligible for a Special Enrollment Period. The Marketplace will take your letter
into consideration.

2. Mail a copy of the document(s) by [bold insert due date] or you may lose your
Marketplace health coverage. Include a copy of the front page of this letter and
your full name and “Application ID [bold insert Application ID]” on the top of each
page. Don’t send original documents. Mail your copies to

Health Insurance Marketplace
Attn: Coverage Processing
465 Industrial Blvd.
London, KY 40750-0001

Important information to remember
e Your Marketplace health coverage will remain in effect while we review your

document(s). You may use your coverage during this time.

e You’ll get a notice in the mail letting you know the results of your review. This notice
won’t be available in your Marketplace account on HealthCare.gov, even if you opted to
receive Marketplace notices electronically.



For more help
e Visit HealthCare.gov, or call the Marketplace Call Center at 1-800-318-2596. TTY users
should call 1-855-889-4325. You can also make an appointment with an assister who can
help you. Information is available at LocalHelp.HealthCare.gov.

e Get language assistance services. If you need language assistance in a language other
than English, you have the right to get help and information in your language at no cost.
Information about how to access these language assistance services is included with this
notice, as a separate page. You can also call the Marketplace Call Center to get
information on these services.

e Call the Marketplace Call Center to request a reasonable accommodation if you have a
disability. These accommodations are available and provided at no cost to you.

Sincerely,

Health Insurance Marketplace
Department of Health and Human Services

465 Industrial Boulevard
London, Kentucky 40750-0001

Privacy Disclosure: The Health Insurance Marketplace protects the privacy and security of the personally identifiable information
(PII) that you have provided (see Healthcare.gov/privacy/). This notice was generated by the Marketplace based on 45 CFR
155.230 and 45 CFR part 155, subpart D. The Pll used to create this notice was collected from information you provided to the
Health Insurance Marketplace. The Marketplace may have used data from other federal or state agencies or a consumer
reporting agency to determine eligibility for the individuals on your application. If you have questions about this data, contact
the Marketplace at 1-800-318-2596 (TTY: 1-855-889-4325).

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1207.

Nondiscrimination: The Health Insurance Marketplace doesn’t exclude, deny benefits to, or otherwise discriminate against any
person on the basis of race, color, national origin, disability, sex, or age. If you think you’ve been discriminated against or
treated unfairly for any of these reasons, you can file a complaint with the Department of Health and Human Services, Office for
Civil Rights by calling 1-800-368-1019 (TTY: 1-800-537-7697), visiting hhs.gov/ocr/civilrights/complaints, or writing to the Office
for Civil Rights/ U.S. Department of Health and Human Services/200 Independence Avenue, SW/ Room 509F, HHH Building/
Washington, D.C. 20201.

This Notice has Important Information. This notice has important information about your application or coverage through

the Health Insurance Marketplace. Look for key dates in this notice. You may need to take action by certain deadlines to

keep your health coverage or help with costs. You have the right to get this information and help in your language at no

cost. Call 1-800-318-2596 and wait through the opening. When an agent answers, state the language you need and you'll

be connected with an interpreter.
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Francais (French) Cet avis contient des informations importantes concernant votre demande ou votre couverture a
travers le Marché d'assurance maladie. Recherchez les dates clés dans le présent avis. Vous pourrez avoir besoin de prendre
des mesures avant certaines dates limites afin de garder votre couverture santé ou de vous aider avec les co(its. Vous avez
le droit d'obtenir ces informations et de I'aide dans votre langue sans frais. Appelez le 1-800-318-2596 et appuyez sur « 0
» a deux reprises attendre a travers I'ouverture. Quendre I‘agent répond indiquez la langue dont vous avez besoin et vous
serez mis en relation avec un interprete.

Kreyol (French Creole) Avi sa a gen enfomasyon enpotan sou aplikasyon w lan oswa pwoteksyon atrave Health Insurance
Marketplace la. Gade pou datkle nan avi sa a. Ou ka bezwen pran aksyon pa yon seten dat limit pou ou kenbe asirans sante
ou oswa ed ak depans yo. Ou gen dwa pou ou jwenn enfomasyon sa a aked nan lang ou sanpa sa pa koute ou anyen. Rele
1-800-318-2596 epi rete tann ouveti an. Lé yon ajan reponn, di lang ou bezwen an epi ou pral konekte ak yon entepreét.

Deutsch (German) Diese Benachrichtigung enthalt wichtige Informationen zu lhrem Antrag oder Versicherung durch den
Health Insurance Marketplace. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie miissen moglicherweise
bis zu bestimmten Stichtagen handeln, um Ihre Krankenversicherung aufrechtzuerhalten oder Hilfe mit Kosten zu
erhalten. Sie haben das Recht, diese Informationen und Hilfe in lhrer Sprache kostenlos zu erhalten. Rufen Sie 1-800-318-
2596 an und warten Sie die Ansage ab. Wenn sich ein Mitarbeiter meldet, wahlen Sie die Sprache aus, die Sie benétigen
und Sie werden mit einem Dolmetscher verbunden.
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Italiano (Italian) Questo avviso contiene importanti informazioni. Questo avviso contiene importanti informazioni riguardo la sua
richiesta o copertura assicurativa tramite I’Health Insurance Marketplace. Controlli le date piu importanti di questo avviso. Potrebbe
avere la necessita di compiere alcune azioni al fine di conservare la sua copertura medica o per ridurne i costi. Ha il diritto di ricevere
queste informazioni ed assistenza nella sua lingua senza costi aggiuntivi. Chiami all’1-800-318-2596 e resti in attesa del primo
operatore disponibile. Quando un nostro operatore rispondera, comunichi la lingua di cui ha bisogno e sara collegato/a con un
interprete.
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PolskKi (Polish) To ogtoszenie zawiera wazne informacje odnosnie Paristwa wniosku o ubezpieczenie lub polisy zdrowotnej
zakupionej przez Rynek Ubezpieczent Zdrowotnych. Prosimy zwréci¢ uwage na kluczowe daty zawarte w tym ogtoszeniu aby
przy podejmowaniu ewentualnych decyzji dotyczgcych odnowienia polisy lub pomocy zwigzanej z kosztami, nie przekroczy¢
termindw. Macie Panstwo prawo do bezptatnej informacji we wtasnym jezyku. W tym celu prosimy o telefon pod numer 1
800 318 2596, nastepnie prosze poczekac na zgtoszenie sie operatora i wypowiedzenie preferowanego jezyka a rozmowa
zostanie przetgczona do ttumacza.

Portugués (Portuguese) Este aviso contém informagdes importantes sobre sua aplicagdo ou cobertura ao longo do
Mercado de Planos de Salude (Health Insurance Marketplace). Observe as datas importantes nesse aviso. Vocé podera
precisar tomar medidas, até determinados prazos, para manter sua cobertura médica ou ajuda de custo. Vocé tem o direito
de obter tais informacdes e auxilio em seu idioma, sem custo algum. Ligue para 1-800-318-2596 e espere através da
introdu¢do. Quando o agente atende, afirme o idioma que precisa e vocé sera transferido para um intérprete.

Pycckuii (Russian) B HacToAwem yBegOMAEHUN COAEPKUTCA BarkHaA MHbOpMaLMA O Ballel CTPaxoBKe Yepes pbIHOK
MeAMLMHCKOrO CTPaxoBaHWUA. Bbl Mo)KeTe HaMTM BaKHble AaTbl B JAHHOM YyBeAOMJIEHMU. BO3MOXKHO, Bam npuaetca
npeanpUHATbL HEKOTOPbIE AEUCTBUA K KOHKPETHBIM CPOKaM, C TeM, YTOObI COXPaHWUTb Bally MeAULMHCKYHO CTPaXOBKY MK
$VHAHCOBYO MOMOLLb Ha MEAMUMHCKME pacxoabl. Bbl MmeeTe NpaBo Ha NosiyyeHue 3Toh MHbopMaLMM U NOMOLLM Ha
poagHom A3bike 6ecnnaTHo. Mo3BoHWUTe No Homepy 1-800-318-2596 u npocaywaiTe BCTYNUTENbHYIO MHPOPMaLMIO 40
KOHUa. Korza OTBETUT areHT, yKaxunte HeobxoaMmblit A3bIK, U BaC COEUHAT C NEPEBOAUYNKOM.

Espafiol (Spanish) Este aviso contiene informacion importante sobre su solicitud o la cobertura que tiene a través del
Mercado de Seguros Médicos. Consulte las fechas importantes que figuran aqui. Es probable que deba tomar medidas
antes de algunas fechas clave para mantener su cobertura de salud o seguir recibiendo ayuda para pagar los costos. Usted
tiene derecho a recibir esta informacion y asistencia en su idioma en forma gratuita. Llame al 1-800-318-2596 y espere a
través de la introduccion. Cuando el agente atiende, indique el idioma que necesita y lo pondran en comunicacién con un
intérprete.

Tagalog (Tagalog) Ang paunawa na ito ay may nilalamang mahalagang impormasyon tungkol sa iyong aplikasyon o
kaseguruhan sa pamamagitan ng Health Insurance Marketplace. Tingnan ang mga mahalagang petsa sa paunawang ito.
Maaring mangailangang gumawa ka ng hakbang sa loob ng mga itinakdang petsa upang mapanatili ang iyong kaseguruhang
pangkalusugan o makatanggap ng tulong sa mga gastos. Mayroon kang karapatang makuha ang impormasyon na ito at
tulong sa iyong wika ng walang gastos. Tumawag sa 1-800-318-2596 at maghintay ng pagkakataong mabuksan ang linya.
Kapag sumagot ang isang ahente, sabihin ang kailangan mong wika at ikaw ay iuugnay sa isang tagapagsalin sa Tagalog.

Tiéng Viét (Vietnamese) Thong bdo nay cé thdng tin quan trong ban vé don nép hodc hop déng bao hiém cla chuong
trinh Thi truéng bao hiém sirc khde Marketplace. Xin xem ngay then chét trong théng bdo nay. Quy vi cé thé phai thuc hién
theo théng bdo dung trong thai han dé duy tri bao hiém strc khde hodc dugc tro trap thém vé chi phi. Quy vi cé quyén
duwoc biét thong tin nay va duoc tro gitip bang ngdn ngit ctia minh mién phi. Xin goi 1-800-318-2596 va doi nghe hét 16 mé&



dau do may ndi. Cho téi khi gdp mdt nhan vién tra |&i, xin ndi ngdn ngir cla minh 13 gi va quy vi s& dugc két ndi véi mot
thong dich vién.



