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The Privacy Act af 1974 and the Paperwork Reduction Act of 1995 require that when we ask you for inforpafion we must first P

tell you our legal nght Lo ask kar the infarmation, why we are asking for it, and how Cwill be used Must atso tell you
could happen d we do nat recerve 1t and whether your response 15 voluntary, required to obta

the law

‘W ash for the inlorration on trs fasm to carmy out the Intermal Revenue laws af th you are ehgible, section
35 of the Internal Revenue Code allows & credit for payments you made b bus i ¥alth coverage dunng the tax
year Section A5.27 lets you sutharwe yaur health coverage pravider 1o pe
payments fram the Inlertal Bevenue Serace

relating to a form or its instructiges MmyssBe retained as long as thew tontents may be matenal in the administratian of any

Internar Revenue laws

Cenerally, Fax reirns-4h 1 {tax anf Licr) are canfid I, as statedd in Code section 6103 However, Code
sacthon 6103 mv. Of requires Lhe Internat Revenue Service 1o disclase or give Lhe snfermation ta sthers as described in the
Code  For geitRiple, we may qive the infarmatian pravided to us to your health plan adrmiristratar for the purpases of the
HLTC prdgram 'We may disclose the infortmation you provide Lo contracters for tax adminsiratian purposes  We may also
disclese this information to the Department of [ustice, 16 enfore the tax laws, bath ovil and criminal, to other federal agencies;
to states, the District of Columibng, and U5 commenwealths or passessions in arder to cary qut Lherr tax laws; and to cerlain
faraign governments under tax teaties they have valh the United States.

Please heep a copy of this nofice tor your records, It may help you of we later ask you for other mformaben. K you have any
guestions abowt the miles tor fillng and giving intormation, please call the HCTC Costlomer Comact Center at 1-866-628-HCTC
[1-B&6-628-4282} TDOITTY callers, please call 1-B66-626-HCTC (1-866-626-4282)

If you have any camments cancerming the accuracy of the me estimate to complete this foim or seggestons Lo make this form
smpler, we would be happy to hear from you, You can wte to the Tax Forms Committee, Western Area Distribution Center,
Ranche Cotdova, (A P5743-0001 DO NOT send the form 1o this office,



OB N 1545- 1847

The Health Coverage Tax Credit (HCTC)
process your reglitratio

must receive this farm and the requested dacuments in order to

Before you begin:

~  Read the HCTC Program Kit to obtan definiuons and to understand the elgikility require
farnely membsers,

+ Locate the health plan inveices lor you and any qualified family mernbers and, of applicable, COBRA
alection letters,

P Benefit ¢ y Corporatlen {PBGC) Reclplents Only: If you currently receive benefits from the PBGC
a3 a survivor, a beneficiary, or an alternate payee under a qualilied domestic relations order and you are at least 55 years
old, you dre considered 1o be Lhe HCTC candidate. You should read and answer the questions on this Registration Form
framm ths point of view,

Instructions:

1. Type or print your answers kegibly in black ink ¢if your answers are net legible, the form can not be processed)

2 Enter your Social Security Number {SSN} o Taxpayer Identificatian Numbar (TIN} at the battom of
where indicated.

. Read the wnstruchons for each section to understand what bype of information to provide in that section
. Enter only valid U 5 addresses where address intormation 1§ reguired
. Enter “N{A" 10 any Tield that does not apply to you or to your quaiified fami
Sign and date this form on page 6.

Mogn o nom

1 &M or TN 2 [ratle of Binth (mmiddfyyyy)

|
3 Last Name 4 Firl Mame 5 Middle Mame [ & Suffis {Jr
7 Maling Address 8, ity o StateTertitory [ 10 Zip Code
11. Telephane Nurmber (include area cade and ierm} PR bt Farbdathrgs{mark-ariy ?
PrFrany Allgrnate O érghsh O] Spanish
{ ] | ( H O] £aghsh - Large Pant O Sparwsh—Large Prvt
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t{Ralar to fgueshan number 3 on page TE7 of tha HCTE Program Kit for moere informatien |

Author, shawn.m bumns

Subjact Cross-Cut

Data 5182005 4.02:37 PA
*0«_@3 all taxt and check boxes

Author' shawn m.burns
Subjact ©mes-Oul
Drate. 5192005 4-02:37 PM
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Part Il Complete This Part to Determine Your Eligibility

1 Are you any of the following: {Check the box next to all that apply}

Recewing a Trade Readjustment Allowance {TRA} under the Trade Adjustment Assistance (TAA) program of
would be recerving a TRA except that you have not used up your unemployrnent insurance {1} ben.

Receiving a persion benefit from the Pension Benefit Guaranty Corporati and are at least 55 years of

Receving benefits under the Alternative Trade Adju
If you only checked the ATAA bo

sstance (ATAA) program
t-sall-the-HCTC-Customer- Contact-Center

Did you check any of the boxe.
No. Stop,
Yes, Go to question 2,

£ 0ol eloualg te-reaisberforteaovan e CTeat at s Lme
2. Are you curmently any of the following, {Check the box nest to any that apply)

Enralled i a health plan mamtained ky an employer or former employer that pays at least 50% of the cost of
coverage (This includes any amount contnbuted an a pre-lax basis }

Entithedd 1o Medicare Part A of enrolled in Medicar Part B

Enrclled in Medicaid or the State Children's Health Insurance Prograen (SCHIF}
Enrolled in the Federal Ermplayees Health Benedits Pragram (FEHEP}
Entitled ta health coverage through the U $. military health systern
at pays at least 50% of the cost

Mo Go to questian

ot eligible to reqister for the advance it at thus time.

Yes. Stop;

e

3. Can you be claimed as a dependent on som 5e's federal tax return this year?

Mw, Go lo guestion 4

Yes. Stop; iQible o regrster for the advance Lax credit at this time.
4, Are you imprisgned under federal, state or local authority? *
No, Go to guestion 5,
es. Stopy; not gligihle i geceter for Pha 2 Aan-crodit-atthus tyma
—

5 Are yougovered by a gualified heallh ptan?
e

See Step 210 the HETT ProgranTfi-for-4

dafl

ition nf 3 gualified health ptan.

Mo, Stop, gou are not eligrble to register for the advance tax credit at this tmie
Yes, Qo Lo question 6.

&, 15 your qualified health plan sponsored by your spolse’s employer?
Mo, Go ta question 7,

Yes. If the health plan 15 COBRA contmuation coverage. go o question 7, Otherwise, stop, You are not eligible
tor the advance payment optian, If the employer pays for less than 50% of the cost of coverage, you may
be able to claim the credit when you file your federal tax return,

MOTE Heabh Coeraya Page 3 or 19

—eumur e e re 132 Cradit

Page: 4

Author shawn m.burne
Subject Cross-Oul
Date' SAS/2005 4 0237 PM

+

Author shawn.m bums
Subject Insarsd Taxt
e 51872005 4-D2.37 M
ﬁaw::& use this foirn ta register Contact the HCTS Customer Contact Centar

Author shawn.m._burns
Subyect: Cross-Out
mn 51872005 4 02 37 PM

Authar: shawn.m_bums
Subyect insered Taxt
+ SHS2005 40237 PM
ﬂaoo nal sand Ihis reglstralion farm ¥

Author shawn.m.bums
Subjact Crogs-Dut
Dala’ 5972005 40237 PM

F

Author: shawn.m.bums
Subymct insartsd Taxt
e 5152005 402 37 FM
&Uo nol send His registralion form Y

Author: shawn.m.burmns
Submet Cross-Out
Date SAS2005 4.02,37 PM
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. SAS2005 402,37 PM
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Author shawn m bums
Subject, Cross-0ul
Data' 519/2005 4:02:37 P
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Author' shawn.m_burns
Sublect Insarded Taxt
. SMS2005 4 02:37 PM
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Author, shawn.m bums
Subject: Insared Taxt

P EMERON5 4 0237 PM
&H_.i___ yau be
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Comments from page 4 continued on next page



Part H; Complete This Part to Determine Your Eligibility

1 Are you any of the following: {Check the box rext to all that apply)

Recewing a Trade Readjustment Allowance (TRA) under the Trade Adjustrnent Assistance {TAA) program of
would be recerving a TRA except that you have not used up your unemployment snsurance (UI) bengfits
Recaming a pension benefit from the Pension Benefit Guaranty Corporation (PBCC) and are at least §5 years otd

Receming benefits under the Altemative Trade Adjustrment Assistance (ATAA) v:oma:._
If yau only checked the ATAA box, you must-call-the HCTC-C Center-hef

Fiting-cut-thisTorm;,

Dld you check any of the boxes above?

Mo Stop; pou are not ehgible to register for the advance credit at thes bime.
Yes. Lo to guestion 2.
& Are you currently any of the following' {Check the box next to any that apply}

Enrciled in a health plan maintained by an employer or former employer that pays at least 30% of the cost of

coverage (This includes any amount contmbuted on a pre-tax basis.)

Entriled to Medicare Part A ar enrolled in Medicare Part B

Enralled in Medicaid or the State Children's Health fnsurance Program (SCHIP)

Envolled m the Federal Ermployees Health Benefits Program (FEHEF)

Entithed to health coverage through the LS, rilitary heaith systern (TRICARE/CHAMPUS)

Enralled in a health plan mantained by your spouse’s employer or fomer employer
of caverage (This includes any amounit contnbuted on a pre-tax bags.}

t pays at least 50% of the cost

Died you check any of the boxes above?
MNa Go to question 3.

- Yes. Stop, gou are nat eligible to reqister for the advance tax eradit at thisfime

"

Can you be claimed as a dependent on someone else’s federal tax return thiy'year?
Mo, Go 1o question 4.
ey, Stop: you are not eligible to register for the advance tax credit At this time

a

Are you impnsoned under federal, state or local authority?
No. Lo to question 5.
Yes. Slop, pou are not ehgible to register for the advance tax fredit at this time

-

Are you govered by 2 qualified health plan?

See Step 210 the HCTC Program Kit for the definitian of a quahfied health plan,
No. Stop; you are not ebgible ta register for the advanct tax credit at this time

Yes o lo question &

I

Is your qualified health plan sponsored by your spouse’s @mployer?
Mo, Go (o question 7.

Yes If the health plan is COBRA continuation coverage, gao ta question 7 Otheraise, stop You are not ehgible
for the advance payment option. If the employer pays for less than 50% of the cost of coverage, you may
be able to claim the credil when you file v._ocq federal tax return,

HETED Heath Coverage Page 3 ot 10

- a-unnen e, vgE Crade

Subject nearted Taxl
e, 5192005 4.02.37 P
Chy not send this registration form

Author, shawn.m.bums
Sublect Commant on Taxt
e 5192005 4.02:37 PM
underine or bold to emphasize




Page: 5

& Juthor shawn.m.bums

Plan you have, Subyscl Nots
Dale: 519/2005 402:37 PM
SRR Continuation coverage where the employer/former employer pays less than 50% of the cast of coverage . Qrder,
(Ttus includes your or your spouse’s COBRA coverage.) 1 COBRA
2 Nongroup
HCTC state-quakfied health plan 3 Siale-qualifsd
Indiviehsat Go-1r-which- you-were-er at-least-3-days-prior-lo-sepacation-from-the _a_v.ﬁrmm..ﬂwan}
s FRA ohgHl;-ATAb-chiy Authar- shawn m.bums

Subpecl; Cross-Out
Dats SM 32005 4-02:37 PM

+

Claiming the Credit for Quallfied Family Members
See Step 1in the HCTC Program Kit for the defimlion of a gualified family member before answenng question 8.

Author shawn m.bums

Subject tnzartad Taxl

SMB2005 4.02:37 PM

regroup (iIndmidual) coverage that began at least 30 days prior to saparabion from the employment that made you TAA, ATAA ar
BGE aligible

8. Do you have any gualifaed family members for whom you wish to claim the advance tax credit?

He, Skip queshions 9-17 ang go (o Part Il on page §.

Yes Go to question 9.

9, Answer this guestion for each family memiber for whom you wish to claim the credit A g-thisg - ® Author shewn m,bums
far-lb-of-these-famy- bors, follow £ (nstRict Bolow: Subjact, Cross-Out
armariese amby memers, Ehe Instustans: ? Data: 519/2005 40237 PM

+

I3 the family member,

Enroiled in a health plan maintained by the family member's employer or former emplayer that pays at teast Author, shawn,m.bums
50% of the cost of coversge (This includes any arnount contribuled on a pre-lax basis) Sub|sct Insartad Taxl
B: 5192005 4.02:37 PM
+  Entrtled to Medicare Part A gr enrolled in Medicare Part B Contirue B3 nstructed below

.« Enrolfed in Medicard or the Stale Children's Health nsurance Program G%/’
Author shawn m burns

Enrolted in the Federal Employees Heaith Benefits Program {FEHBP) Subyset [nssrtad Taxl

. Entitted to health coverage thraugh the LLS, military health system (TRICAREFCHARMPLS) “mﬂ.mw_ﬁw“.wﬂﬂ _”.z,.q_o__m d or receving the benefi

If you answered ves to any part of question 9 for any family member, that family member does not meet the defini-
tion of a qualiied family member and you will not be able to claim the advance tax credit for them at this ime.

If you answered na to ALL parls of question 9 for any farmily members, go to questien 10 for thase lamily members
10 Are all of your qualified family members covered by qualifred health plans?
Seg Step 2 w1 the HUTC Program Kil for the definitian of a qualified health plan

Mo, Stop; i a family member 15 not covered by a qualified health plan, that tamily member does not rmeet the
dehention of a gualified tamily member and you will not be able to claim the advance tax credit far them at
this ume  Go ko Part HE on page 5

Yes, o [o question 11,

11 Are all of your qualified famuly members covered on your health plan pollcy?

No Complete Part 11l on page 5 to provide information about your qualified health plan. Read the
instructions at the bottam of page 5 on how 1o report family members who have their own qualified
heatth plan policy.

" Yes, Complete Part E on page 5 ta provide information about your qualified health plan. Read the instructions
at the botlom of page 5 on how to report family members who are on your health plan poticy,

HCTC ﬂmsm:_wbkzﬁ 3@1&5 mmz:_z
mca s w36 Credit




Page: 6

Author Tracy M.Dalaney
Subyect, Inseded Text

ﬁm. SAS2005 4:02:37 PM

Part lIl: Complete This Part to Provide Information About Your Qualified Health Plan

1. G hi | i .
amplete this section and the worksheet on page 6 to provide information about your qualified health plan Atthor Tracy M Deransy

Subject Insaded Taxt
ﬁ. SM8r2005 4:02:37 PM

1 Member D, L Croyp 10

Author Tracy M.Oelaney
Subject Ingeted Taxt
&n. Sr1S72006 4 02:37 PM

4 Policy Holder's Mame {Last, First, Suftix)

6. Total Mumber of People Both Crualifed and
Mar-Qualified ur Thiz Health Plan Policy

Author Tracy M.Dadansy

Subject Note

Date. SMS2005 4-02:37 PM

-.." Above I your qualfied health plan 1s COBRA . Insen ™ You must complela al least one af fields in arder for your HCTC

F Farm to ba pi

Author ghawn.m bums
Subject, Ingened Taxt
&h. SHEF2005 4'02:37 PM

and COBRA

Author, Tracy M.Delanay

Subject' Note

Dala 51572005 4-D2:37 PM

_Insert Mew Box Below, Start Date for COBRA Coverage

Ice Author Tracy M.Dedan ey
Subject Nota
Dagte, 51192005 4.02;37 PM
vu\.e_._..we_.n HKew Box Balow' End Data far COBRA Caverags
Add a hatf dvder (like in #7 above) with a chack box and tide "Mark  lifetme benefit*

The HCTC gragram: will use these documents 1o venfy the heatth pl
HCTC-ehgible premium amount and Lo calculate your monthly paymen

Any bealth plan invoice sent must list as a separate line items any pi

+  Non-qualified famuly members on the heatth plan policy

+  Exceptions en the health plan policy
See Stap 4,n the HCTC Program Kit for the definilion of exceptions,

Author shawn.m_burns
Bubyect Croas-Oul
Date, 5M972005 4-02:37 PM

¥

K the invoice does not meet the two critena abave, you must provide a letter fram the health pla
Iists the amaunts paid for nen-qualibed family memiers and for exceptians as separate line iterns fro
medical expenses/premiums on the policy

Author shawn.m bums
Subject, Ingered Taxt
592005 4'02:37 PM
&n.p_wo mncluda a copy of your curanl invoice from your health plan

Author ghawn.m.bums
Subject, Ingerted Taxt
P SMG2005 40237 FM
ﬁ?ﬁ youl slgred and relurnad 1o your o COBRA - This lettar shouid slate Ihal you are aleching 1o conbnug
coverage through your prior emptoyer,

Complete the worksheet on page 6 and sign and date the form. In addition:

w» If you do not have any famnily members who are eligible for the credit, tum to page 10 for details on how to
subumit your completed Ragistration Form,

s If you have qualified family mermbers for whom you wish to claim the advance credit and they are on your health e "
U r shawn.m.oums
plan policy, complele Part IV on page 7. Subjact Cross-Out

w4 I you have qualified farnily members for whom you with to claim the acvance credit and they have their own Date: 592005 4-02:37 PM
quakfied heakth plan policy, complete Part V on page 8.

In.ﬂn . N ’ Comments from page 6 continued on next page

= drae ot e o TaK Credt




ﬂmf-;.:mmm This Part to Provide infarmation About Your Qualified Health Plan

1. Complete this section and the workshaet on page & 1o provide infarmation about your qualified health plan

Member ID, 2 Croup 0y 3 Palicy 1D,

4 Folicy Halder's Name (Last, First, Syffix)

5 Paicy Hakders 55M or dz\\\

& Tala Humber ol Peaple Both Quallied and
Non-Gualified o This Hedlth Plan Policy

7 MNumber of Hon-Chu =d People
; o This Health Plaet Policy
i

T

- Exceptions on the-tEaldrpian policy
See Step 4 rithe C Pragram Kit for the definiban of excepbans,

If the invoice does not meet the twao criterla above, you must pfovide a letter from the health plan administrator that
lists the amaunts paid for non-qualfied farmly members and for exceptions as separate [ine items from the major

medical expenses/premiums on the policy.

Complete the worksheet on page 6 and sign and date the form. In additlon:

@ If you do not have any family members whao are eligible for the credit, wm ta page 10 for details on how o

submit your completed Registration Form.

o If you have qualified family members for whom you wish to clalm the advance credit and they are on your health

pran pelicy, complete Part IV on page 7.

@ If you have qualified Rarmily members for whom you wish to daim the advance credit and they have their own

qualified heakth plan policy, complete Part W on page 8.

Inuﬂun Healtk Cinwraga Page St 10

e demsor e T3¢ Credit

+

Author, shawn m bums
Subject Inseried Taxl

s 5MG2005 40237 PM
&:o:.ﬁ-n:n findivadiealy

Author, shawn.m.bums
Sublact Cross-Out
Date 5192005 4 02137 PW

¥

Autnor shawn m bums

Subject Inseried Taxl

ﬁm. SMH2005 4.02:37 P
]

Autnor shawn m burns
Subjact, Inserted Texl
& 5182005 4:02:37 PM
& If you da not have e decumants flstad abave as proaf of nsurancea, rfer lo Step 3 in the Program Kit

Aubhor shewn,m gums

Subject, Commenl on Text
w5 G2005 4:02:37 PM

_N”r::.&o_n_ stalsment

Aulthor, shawn.m bums
Subject Cross-Cut
Date: 5192005 4 02:37 PM

F

Author Bhawn m burms

Subjecl Inserted Taxi

&w. 51972005 4:02.37 PM
2

Authar: shawh. m.bums
Subjeol- Comment on Text

0" SM19/2005 40237 PM
mwr.._:nn_.__:n




Esth the P R

¥ P

bty for You and AR Qualified Famiy Members o0 Your Health Pfan Policy

1. Usethic dech, L ide the MCTC ot e O alinibl T

5-vverrkat toprovid i YO g P i P

and-your-estimated-enonthlby- u»ximm..%:m_i&, for-this-health-plan-pokey,

Mease-npte—The-actual ameunts will-be caleulated using the-health-plan-invaice. you-p

1 Enter the total monthly prermium paid for the health planpolice © . . _.o0 L L.

2 Enter the total manthly prermium _um_n for :o:ra:m!_nn family
rnernbers on yaur palicy. . -

3, Enter the total of menthly premiurns paid for sxcepbons an
this policy (for example, vision and dental eoverage} ..o 0 oo L

4 Enter the amount of your monthly premium thal you pay using
funds from an Archer M54 {Medical Savings Account), . . . N I ]

5 Add hnes 2, 3 and 4. Enter the result here This is the estimated
total monthly inellgikble premum amount, . ... ... .- PP ) I 1

6 Subtract ine 5 from line t and enter the result bere. This s the
estimated monthty HCTC-eligible premuum amownl, o0 oo 00 e (6} 8

7. Multiply line 6 by 35% ( 35) and enter the result here, ... . .. ... . s ]

wrauihorize Lo acoess and update your HCTC account

i e Fou choose 1o discuss your HCTC account welly the HCTC
B ox il the “Thrd 32«. Dmm.osnn area below You will need 1o enter the designee’s name, phone
__i,.. :c:._rn.u Lhe deslgnes chooses as his o her periotad idenbhcation sumber (PIN). The PIN will be used te

Lo you want to allew ancther person Lo discuss your HCTC accaunt v ram?
» Moo
i Ye: Camplete the lallowing

Cresignee’s Full Mame {lype ar print legibly} Telephana Mumber (include ares code}  Personal ldentificalimlumber (PING

[T |

are rug, Ceeredt e coenplece | underaaned M a ke and vl alenilanl gns L feers ean result = iy drdqualification e parle gating w L skance
T 148 program By Sqring. | alsd wgree 0 e the RS £ thert my Siibility el and papnent inlomiamn wih ty health plan sdmirestror
Full Name (type or print leglbly)  Date Slgned

Signature {sIgn in black Ink}

4

HET'S  Heslth Coveraga

Page & of 10 IFMITIN
= 4 i tees e Tax Cregt

,.l.f.tl.f.

Urder peralties of porpry, | dechare thal 8o uMomatian fureirsted o s fomm wil regurd 16 mpself and to any guablied farniy mamber(s), and any sibehenms 194, /

Page: 7

Author shawrm.bums
Subject, Cross-Out
Date SA9/2005 4-02 37 PM

+

Auther, shawn m bums
Subjact' Insariad Taxt

SA8R005 402 37 PM
Lize this worksheel Lo esthmale your aligible monthly premiem ameunt and monthly paymant responsibity for ths health pan
poley. Tha aztual amounts will ba cateulatad by Ihe HCTC Program using the heaith plan nvoiee you provede

Aulhgr, shawn.m bums
Subject' Cross-Oul
Data' 5A872005 40237 PM

+

Author' shawn.m burns
Sublect Inserad Taxt
&w 5M19/2005 4:02:37 PM

2. Rafer ko the Step 1 and 2 in the HCTC Program Kit for more information about 4 and ions

Ified family

Author shawn.m burns
Subject Insenad Taxt
B 192005 4:02:37 PM
& . an HBA (Health Savings Accounl), or both

Aulhur shawn. m_burns

Subjact, Note

Dats 5M19/2005 40237 PM

Move signature box io 1S Ipcation, or abeve the TRD bex

Author, shewn.m burns
Subject Crozs-Out
Date: 518/2005 4:02:37 PM

*

Author shawn.m burns

Subjact Insered Text

&w. 5M9/2005 4 0237 PM
-]

Aulhor, shawn.m bums
Subject Cross-0ut
Data 5M18/2005 4 0237 PM

+

Author, shawn.m bums

Subject' Insered Taxt

ﬁw 5HER2005 4 D2 37 PM
=]

Author' shawn.m_bums
Huleet Cross-Out
Date: 5119/200%5 4.02.37 PM

+

Comments from page 7 continued on next page



Author: shawn m bums

Subyect: Insarted Teaxl

&o. SM9/2005 40237 FM
-3

1 Lo thi ok k dele- Hho HETC H IMH -n-\l-ﬁ- - e, It -\ B g v
. e this o the HETC pregrar-an of your H Frenthlypromiven-amount
d v d hi P A
ard-your meonthly-pay B y-For-this .?&1?%@:@»

Please noter. The-actual-amounts wilk-be-calowlated using- the-hoalth- plap veice you-provide,

1. Enter the total monthly premium paid for the health planpolioy. .. . ..o o0 o [RF I ]

2 Enter ithe total monthly premium _u_m_a for non-qualified F_._._._w

members on your pohoy 2 8
3 Enter the total of maomthly premiums paid for exceptions on

this policy {for example, wision and dental coverage) . .. .. . . . . T S I 1 -
4 Enter the amount of your monthly premaum that you pay using

funds fream an Archer M3A (Medical Savings Accounty | PR [T

5. Addfines 2, 3 and 4, Erter the result here, This i3 the estimated
tolal menthly lneliglble premum amount . ... .0 0 0 L 0 L0 L L0 %)

6. Subtract ne $ from line 1 and enter the result here, This is the
estimated monthly HCTC-eligible premium ameunt. . . . . .. .0 . . L. L . {8}

7 Multiply line & by 3596 { 35} and enter the result here. .

. Add ines 5 and 7. This 15 an esumate of your botal manttity
payment responsbility for this palicy.

Athird party designee s sameane you wodld ke 1o authonze 1o access and update your HCTG actount

I you want to aflow a Inend, family memiper, or any ther persen you choose todiscuss you' HOTC account with the HCTC
prAgram, check the “¥es® box n the “Third Party Designee” area below. You will need 1o eiter the designes's name, ghone
numkber, and any hive nombers the sesignee ¢hooses as s or her persondl dentif:cation gumber (PIM; The PIN will be uied to
dentify the designee f they contact the HETC pragram

Do you want Lo allgw anather parson Lo discuss your HCTC aggount with the HCTC Em»ma_.:u
| No.
| Yes Complete the follpwing

Designee’s Fultk hame (Lype or priut iegibly) i Telephane Number (nclude srea cocde)  Personal ddentilication Number [PIN)

. | _ | [ ]

Under panaties ol pequry, | declare that the sdnrmatian fymished o this lgmm wstn regard tn myael and te any qualified family memdsen s), and any a:tachmenty bk
A Lrus, canect, ard compleie | understand thae a knowanig ard wiltfully Gase satement o0 thisdnrm cie eeggh in mey diujualifa. stedn rom paricpanng inthe aduance
tax: credit pragram By ugrang | aha ageee to dlime the I8 to there my Sogibady S and paymesd adnmation sith my heth pran sdmmitratar

Slgnatyre (xign In black ink) Full Name (type or print legibly) _ Date Signed
v |

Heatth Coverage Fage & of 10 SEMSTIN
—'I.—»nl—ln.. Tax Cradx *




Part < no.._..q._o»m This Part to Provide Information About Qualified Fa
an a Separate Qualified Policy

1. Complete this sechion and the waorksheet on pa rovide nformation about qualified family mernbers with

Z Photocopy this page befare filling st out of you have more famify members than the space below allows.

3 You must alse include proof of insurance for each qualified health plan policy you are trying te claim when you
subrmit this form Ses page 5 for instructions an what required documents you must subrt

1 58N or T, 2 Date of Birth {mmidd VS_.E.

4 Last Mame 5, Fiest Mame 17 syt [N

4 Py Halder's Mame {Last, First, Suifix) 5 Paiicy Hatder's W8N or TIN,

& Tital Number of People Bul
Mon-Gualfed an 7|

m”go_ guali

COBRA conlinuatinn eoverage where the employer/f
HCTC state-qualified health plan
Other qualified inds

alifieed ard
3lth Plan Policy

F Humrher al Mon-Ctualified People
an This Health Flan Palicy

..........u....u....

[

ealth plan policy does this famuly member have?

employer pays less Lhan $0% of Lhe cosl of coverage — — —-%

If the famity member's gualified heafth plan 5 COBRA, you musl alse provide the following information:

1. Farmer Employer's Mame,

{ ]

w5 Cornplate the worksheet o page 9 to provide the HCTC
prerlucn amount and your estimated monthly payment responsibility fur this farmity member's health plan palky.

Pane 8 uf 10 SEN/TIN-

I n*n Huatth Coveraye

= a0 nen T2 Coadi

Page: 9

Author, Tracy,M.Delangy
Subject' Insarted Taxt
* 5MER2005 4-02° 37 P4
&m_:__oc do not have eny quakiliad farmlly members do not cemplata this saction

Author Tracy M. Delan sy
Sublact Inserad Taxt
ﬁ 5/M19/20D8 4:02:37 PM

Aulthor Tracy M.Cedaney
Subjact' Insmned Taxt
ﬁw 5/19/2005 4:02:37 PM

Author Tracy M.Delaney
Bubject Inseried Text
ﬂu. SMH2005 4-02°37 PM

Authar Tracy M.Delaney

Subjact Note

Date:. 5192005 4 02:57 PM

... BB 85 on page 6] You must completa el least one of Ihesa fields in ardar far yaur HCTC Ragistration Form to be orceseed

Autnor shawn m.burns
Subjact Nola

Date 5192005 4:02:37 PM
Re-order (sams as pg 5]
1 Cobra

2 MNongroup

A, Sialequaliiied

o

Author shawn m.burns
Sutymel: Crass-Out
Date: 5/19/2005 4 02:37 PM

*

Authar shawn m.burns
Subpecl Insarted Text
SM920035 4 02:37 PM

8 :
ﬁ:a:ﬁqu:u [indwidual)

Author shawn.m.burms
Subjach Note
Dats: 5192005 4:02:37 PM
_Inzert Former Employer and COBRA box from page & Center in ling with 1his bullst

Author shawn m purms
Subject Cmoss-Cul
Data: 5132005 4:02:37 PM

F

Author. shawn.m burms
Sublect Insartad Taxt
Drate- 192005 4:02:37 PM

Comments from page 9 continued on next page



on a Separate Qualified Policy

1. Complete this section and the worksiast on page % 1o provide infarmation about qualified famuly members with
their owen qualified health plan policy,

[nd

vro.o,noﬁv. this page before filling il out il you have more family members than the space below allows,

w

You must atsa include proof of insurance for each qualified health plan policy you are trying Lo claim when you
subrmt this form, See page 5 for instructions on what required documents you must subrmit.

TS5N o TIN

2 DBate of Buth (rmydd,yyyy} "3 Relationstup

[ Spouse OChild 5 Oiher
5 First baame 6 Middle Mame 7. Suffe )

+

Last Mame

e Bt i
Membser 10, ] 2 Croup 0y,

=

Pohicy Holder's Mame (Last, Fast Sulfiey

w

Pubicy Holder's $3M ar TiM

& Trtal Murnber of Prople Buth Qu,
Fean-Guatifred on This Health Plan Pobcoy

7 MNumber of Mon-Ch.

d People
o This Health P

Policy

ﬂmud: tiype of qualilied health plan palicy does this Family member have?

@ COBRA continuation coverage where the employer/farmer ernployer pays less than 50% of the cost of coverage
HCTC state-qualified health plan

Other qualfied wdiwdual coverage

If the farraty member’s qualified health plan s COBRA, you must alse provide the following information:

1. Former Employer's Mame 2 Farmer Emplayer's Telephane Mumber (include area code)

S

i Complele the warkshest on page 9 10 provide the HCTE program an asmate of the HCTC-sligible monthly
prernium amount and your estimated monthly payment responsibility for this family member's health plan policy.

HETI HealthCoverage Page 8 of 10
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Page: 10

Author: shawn.m bums
Sublact Cross-Out
Date 51952005 4'02'37 PM

+*

Author' shawn.m bums

Sublect InEsrtad Taxt
B 5192005 4.02:37 £

ﬁ_ Lise this worksheet o gstimale your aligibte manthly pramulin ameunt and menthly paymant respansibelity fer lhis health plan
policy  The actual amounts wll be cakculated by the HCTC Pragram using Ihe haalth plan nvoice you provida
2_ Refar io the Stap 1 and 2 in the HCTC Pregram Kil for mora anformabon about qualified family bers and plions

1. Enter the total manthly premium paid for the health planpeley. ... . . .. . . {13 %

Author- shawn m.bums
Subjecl Inserted Text
8. 51820035 4:02:37 PM
&. HEA (Mealth Savings Account], or bath

2. Enter the total monthly prermum paid for non-qualified family
members on Lhis polcy. e e el e i

3. Enter the wotal of monthly premiums paid for exceptions on this
policy {for example, wision and destal coverage). . ... L

4, Enter the amount of the rmonthly premium for this policy that

funds from an Archer M54 (Medical Savings Accounty " .. . L. oL Lo e, M) 3

L

Add lines 2, 3 and 4 Enter the result here This is the estimated
tGeal enonthly Inefiglble premium amount, ... ... -....- e S 51 %

o

. Subtract ke 5 from line T and entet (e fesult here, This is the
esumated monthty HCTC-eligible premiumamount. .. _ . . .. ... . .. .. . ..{6} §

B

Multply ine & by 35% { 353 and enter the result here. .. . _ . . . . . . . . {7+ 3

@0

. Add ines 5 and 7 Thus is an esirmate of your total monthly payment
responsibilily for this policy. . . e oo P P -1 I 1

w35 Tum to page 10 for details on how to submit your completed Registration Form.

HETIEC Heath Cverage Page 9 of 11
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Attach to This Page:

A copy of the arrent month'’s health plan invoice(s} for vou and any qualified family members
and
If you or your qualified farnily members have COBRA, also attach
a copy of the COBRA election letter(s).

Befaors You Mail the Registration Form, Did You Remember To:

1. Complete all required sections of the Registration Form?

2. Sign and date the Registration Farm on page 67

3. Put your SSM or TIN at the bottom of each page of this Registration Farm where indicated.

4 Attach all necessary health plan verification dacuments te Lhis page for you and yourglalified famity femb

5. Keep a copy of your completed HOTC Registration Farm and any required dafurments for your personal
records?

Mail your complete HCTC Registration Farm and all required docurmeg(s in the enclosed postade paid ep

clope,
Or, mail it to:
HCTC Processing Center

F.O. Box 4700
Waterloo, 14 50701

Please note, the registration process typicallytakes 4 to 6 weeks to complete. Yoh shogid continue

100% of your health plan premium diragi#y to your health plan administrator ungl yoy'receive confi
from the HCTC that you have been registered for the advance payment option gf theHCTC.

Thank you fdér completing the HCTC Reglstration Fo!

Need Assistance?
(241l toll-free 1-866-628- 1B a6-628-4282
TDD/TTY callers, please calt 1-866-626-HCTC {1-866-626-4282)

Haaleh Coverage Page 10 ol 10 SSNSTIN
HCTE it

Page: 11

Author shawt. m.bums
Subjacl Inserted Tex!
w51 02005 4:02:37 PM
&. wcluding a copy of your COBRA slection letter {if appiicable)

Authar- shawn.m,bums
Subjeck Cross-Out
Cate: 51 92005 4-02:37 PM

3

Authar: shawh._m. burms
Sulyecl: Insarted Taxi
e SM9R2005 4.0237 PM
&Sun ug on the Wab at www.rs gov (RS Keyword- HCTC)

Authgr: shawn.m.bums
Bubysct Insered Text

o: 1872005 4:02:37 PM
ﬂﬁﬁ

Authar: shawn_m.bums
Subect Comment an Taxt
Dale SM5/200%5 4-02:37 PM

-H-m_.__.._.__. -]

Author, shawn.m.bums
Subject' Cross-Out
Dala SM8/2005 4-02:37 PW

+




Page: 12

Author. Tracy.M.Dalaney

Subject' Note

Data' 511572005 4.02:37 PM
Lipdala Rewsion Date
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