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Racial and ethnic information about the people who live with you. Start with yourself.

Name Race (check all that apply) Ethnicity

Yourself o African American o Native Alaskan/American Indian o Hispanic  

 o Asian o Native Hawaiian/Pacific Islander o Non-Hispanic

 o Caucasian o Asian (Indian subcontinent)

Person 2 o African American o Native Alaskan/American Indian o Hispanic

 o Asian o Native Hawaiian/Pacific Islander o Non-Hispanic

 o Caucasian o Asian (Indian subcontinent)

Person 3 o African American o Native Alaskan/American Indian o Hispanic

 o Asian o Native Hawaiian/Pacific Islander o Non-Hispanic

 o Caucasian o Asian (Indian subcontinent)

Person 4 o African American o Native Alaskan/American Indian o Hispanic

 o Asian o Native Hawaiian/Pacific Islander o Non-Hispanic

 o Caucasian o Asian (Indian subcontinent)

Person 5 o African American o Native Alaskan/American Indian o Hispanic

 o Asian o Native Hawaiian/Pacific Islander o Non-Hispanic

 o Caucasian o Asian (Indian subcontinent)

Person 6 o African American o Native Alaskan/American Indian o Hispanic

 o Asian o Native Hawaiian/Pacific Islander o Non-Hispanic

 o Caucasian o Asian (Indian subcontinent)

Person 7 o African American o Native Alaskan/American Indian o Hispanic

 o Asian o Native Hawaiian/Pacific Islander o Non-Hispanic

 o Caucasian o Asian (Indian subcontinent)

PLEASE SIGN ON THE NEXT PAGE.

Racial and Ethnic Information

  Remember
 to attach proof of income!

  (see page 3 for details)3

Did your children have health insurance in the past six months?     o yes    o no 

 If yes, please tell us if they lost their health insurance because:

 o my job stopped providing health insurance

 o my job raised the cost of health insurance

 o the health insurance was too expensive

 o my children no longer got health insurance through a child-support order

 o I no longer have a job

 o other reason: _____________________________________________________________________________________

What school district do you live in?  _______________________________________________________________________
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 Signature of Applicant

or person applying for applicant(s): _______________________________ Date: ___________∞
Remember to sign above and to include your income documentation.

VII. You have certain Rights and Responsibilities. They are:
CHIP:
• I have read and fully understand this application. The information that I have given is true and correct.

• I understand that there may be penalties for knowingly giving false information.

•  I understand that if some or all of my children do not qualify for CHIP, they may qualify for Medical Assistance. If this is the case, I will allow CHIP 
to give my name and the information on this application to the Department of Public Welfare.

•  I understand that I can request an impartial review of an eligibility determination if I do not agree with a CHIP eligibility decision made on 
this application.

•  I agree to help in the review of the CHIP program. I understand this may include interviews, and a review of my child’s health records and 
application form.

adultBasic:
• I have read and fully understand this application. The information that I have given is true and correct.

• I understand that there may be penalties for knowingly giving false information.

•  I understand that if I or my spouse do not qualify for adultBasic, we may qualify for Medical Assistance. I will allow adultBasic to give my name and the 
information on this application to the Department of Public Welfare for the purpose of determining Medical Assistance eligibility.

• I understand that I must report changes in my annual income that would affect my eligibility for this program.

•  I understand that there may be waiting lists and if I am placed on a waiting list that I can purchase health care coverage at the Insurance Department’s 
premium rate.

•  I understand that I can request an impartial review of an eligibility determination if I do not agree with an adultBasic coverage eligibility decision made 
on this application.

• I understand that I must make a monthly premium payment in order to have my health care coverage continue.

•  I agree to help in the review of the adultBasic coverage program. I understand this may include interviews, and a review of my health records and 
application form.

MEDICAL ASSISTANCE:
• I understand that the information on this form will be kept confidential.

•  I authorize the release of personal, financial, and medical information for the purpose of determining eligibility and for review of the CHIP and 
Medical Assistance programs.

• I understand that I must report all changes in my household or financial situation to the County Assistance Office within one week.

• I understand I will receive a written notice explaining benefits.

• I understand that I can request a hearing if I do not agree with a decision made on this application.

• I understand that my situation is subject to verification from employers, financial sources and other third parties.

•  I understand that Medical Assistance applicants must provide their Social Security Number. This number may be used to check the information on 
this application. 

•  I understand that I do not have to provide a Social Security Number for anyone who is not applying for Medical Assistance. If I do provide their Social 
Security Number, it may be used to check information on this application.

•  I understand that I have a right to a certificate of creditable coverage to verify my medical coverage. Federal law limits when health coverage may be 
denied or limited for a pre-existing condition. If I enroll in a group health plan that has a pre-existing condition, I can get credit for the time I 
received Medical Assistance.

•  I understand that if some or all of the individuals applying do not qualify for Medical Assistance, that they may be eligible for CHIP or adultBasic. If this 
is the case, then I will allow the Department of Public Welfare to give my name and information on this application to the Insurance Department or the 
CHIP contractor or the adultBasic contractor. I understand my rights and responsibilities under CHIP and adultBasic.

• I certify that all information on this application is true under penalty of perjury.

• I certify to the best of my knowledge that I understand my rights and responsibilities.

•  I certify that the person(s) that I am applying for are US citizens or aliens in satisfactory immigration status. 
(I understand this certification does not apply to an alien who is applying for Medical Assistance Emergency Health Care benefits.)

I know I must sign this in order to be eligible for CHIP, adultBasic, or Medical Assistance under law.
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CHIP and adultBasic Eligibility Guidelines

Family Size and Income Requirements
(After earned income and dependent care deductions)

Renewal

Once a year, on the anniversary of your children’s or your enrollment, the Caring Foundation will review your children’s or 
your eligibility. This process is called renewal. Each year, three months before your family’s renewal date, letters will be sent 
requesting verification of income and other family information. Failure to comply with the renewal process will result in 
cancellation of your children’s or your coverage.

___________

y name and the 

igibility decision made 

f this 
tment or the 

FREE CHIP

Family size Ages 0 through 1 Ages 1 through 5 Ages 6 through 18

1 $18,889 - $20,420 $13,580 - $20,420 $10,210 - $20,420

2 $25,327 - $27,380 $18,208 - $27,380 $13,690 - $27,380

3 $31,765 - $34,340 $22,837 - $34,340 $17,170 - $34,340

4 $38,203 - $41,300 $27,465 - $41,300 $20,650 - $41,300

5 $44,641 - $48,260 $32,093 - $48,260 $24,130 - $48,260

6 $51,079 - $55,220 $36,722 - $55,220 $27,610 - $55,220

7 $57,517 - $62,180 $41,350 - $62,180 $31,090 - $62,180

8 $63,955 - $69,140 $45,979 - $69,140 $34,570 - $69,140

Low Cost CHIP At Cost CHIP

Family size Ages 0 through 18
$35.00 

per child per month

Ages 0 through 18
$56.21 

per child per month

Ages 0 through 18
$64.24 

per child per month

Ages 0 through 18
$160.60 

per child per month

1 $20,421 - $25,525 $25,526 - $28,078 $28,079 - $30,630 over $30,630

2 $27,381 - $34,225 $34,226 - $37,648 $37,649 - $41,070 over $41,070

3 $34,341 - $42,925 $42,926 - $47,218 $47,219 - $51,510 over $51,510

4 $41,301 - $51,625 $51,626 - $56,788 $56,789 - $61,950 over $61,950

5 $48,261 - $60,325 $60,326 - $66,358 $66,359 - $72,390 over $72,390

6 $55,221 - $69,025 $69,026 - $75,928 $75,929 - $82,830 over $82,830

7 $62,181 - $77,725 $77,726 - $85,498 $85,499 - $93,270 over $93,270

8 $69,141 - $86,425 $86,426 - $95,068 $95,069 - $103,710 over $103,710

NOTE: CHIP applicants:

  If your family income falls below the minimum income in the appropriate box above, your child may be eligible for Medical Assistance.

If your child appears eligible for Medical Assistance, the Caring Foundation will forward your child’s application to the County Assistance Office.

Adult Health Insurance
adultBasic

Family size Ages 19 through 64 
$33.50 

per person per month

1 $20,420*

2 $27,380*

3 $34,340*

4 $41,300*

5 $48,260*

6 $55,220*

7 $62,180*

8 $69,140*

NOTE:  adultBasic applicants:

  *This is the maximum income allowed for adultBasic. Any applicant 

who appears to meet Medical Assistance guidelines will be referred to 

the local County Assistance Office for a determination of eligibility as 

Medical Assistance covers more services.
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CHIP Benefits and Eligibility Guidelines

Covered Benefits

• Prescription drugs  • Emergency care

• Doctor office visits  • Diagnostic tests

• Pediatric preventive care • Hospitalization

• Immunizations • Surgery 

• Dental (cosmetic/orthodontia not included)  • Substance abuse treatment

• Vision exams and eyeglasses • Mental health care

• Hearing exams and hearing aids • Durable medical equipment

• Chemotherapy and radiation therapy  • Maternity and newborn care

Copays are required for some services for Low Cost and At Cost CHIP members only.

Service Free CHIP Low Cost CHIP At Cost CHIP

Primary Care Physician (PCP) visit $0 $5* $15

Specialist visit $0 $10 $25

Emergency care visit (waived if admitted) $0 $25 $50

Prescription drugs
$0

$6 generic

$9 brand name

$10 generic

$18 brand name

*Except for well-child visits

Who is eligible for CHIP?

 A child must meet the following requirements to be enrolled in CHIP:

  •  Must be under age 19;

  •  Must be a resident of Pennsylvania;

  •  Must be a U.S. citizen, permanent/resident alien or refugee;

  •  Must not be covered by any other health insurance plan, self-insured plan, or self-funded plan;

  •  For Low Cost or At Cost CHIP only: Must be uninsured for six months prior to the date of enrollment in 
CHIP, except if uninsured as a direct result of a parent no longer working; if transferring from another 
public insurance program; or if the child is under age 2; and

  •  Must not be eligible for or covered by Medical Assistance or Medicare.
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 Who is eligible for adultBasic?

 An adult must meet the following requirements to be enrolled in adultBasic:

  •  Must be between 19 and 64 years old; 

  •  Must be a resident of Pennsylvania for 90 days prior to the date of enrollment;

  •  Must be uninsured for at least 90 days prior to the date of enrollment, except if uninsured as a direct 
result of no longer working;

  •  Must be a U.S. citizen, permanent/resident alien or refugee;

  •  Must not be covered by any other health insurance plan, self-insured plan, or self-funded plan;

  •  Must not be eligible for or covered by Medical Assistance or Medicare; and

  •  Must meet the family size and income guidelines on page 13.

Health insurance for both CHIP and adultBasic is provided through Keystone Health Plan East, which is the HMO affiliated with Independence Blue Cross. 

Independence Blue Cross, Highmark Blue Shield, Keystone Health Plan East, and the Independence Blue Cross and Highmark Blue Shield Caring Foundation 

For Children are independent licensees of the Blue Cross and Blue Shield Association.

adultBasic Benefits and Eligibility Guidelines

Covered Benefits

• Doctor office visits ($5 PCP/$10 Specialist copay)

• Emergency care ($25 copay)

• Diagnostic tests

• Hospitalization
• Surgery

• Maternity and newborn care

• Chemotherapy and Radiation therapy

             Not Covered

• Prescription drugs

• Dental care

• Vision care

• Hearing care

• Substance abuse treatment

• Mental health care

• Durable Medical Equipment



If you have any questions, call: 1-800-464-5437 (TDD 215-241-2622)

www.caringfoundation.com

  e Independence Blue Cross & Highmark Blue Shield Caring Foundation For Children, in agreement with Keystone Health Plan East, independent licensees of the Blue Cross and Blue Shield Association, is an administrator 
of the Children’s Health Insurance Program (CHIP). For additional information regarding CHIP call 1-800-986-KIDS or adultBasic call 1-800-GO-BASIC.

1901 Market Street
Philadelphia, PA 19103-1480

04076  (2006-0297)  03/07
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CHIP and adultBasic Premium Changes 
 
 
 
Effective December 1, 2007, the premiums for Low Cost CHIP health 
insurance coverage are as follows. 
 
 Low Cost CHIP ($25.00, $40.00, or $50.00 per month per child) 

 
Effective February 1, 2009, the premium for At Cost CHIP health insurance 
coverage is $199.50 per month per child. 
     
 
 
 
Effective October 1, 2008, the premium for full cost adultBasic health  
insurance coverage is $313.18 per month per person.  
 
 
 
 
 
Effective April 1, 2008, the premium for adultBasic health insurance 
coverage is $35.00 per month per person. 
 

 
 
 
Please refer to reverse side for 2009 Income Guidelines for CHIP and adultBasic programs. 
 
 
 
 
  
            
             



Family 
Size Ages 0 to 1 Ages 1 thru 5 Ages 6 thru 18

1 $20,036 - $21,660 $14,404 - $21,660 $10,830 - $21,660
2 $26,955 - $29,140 $19,379 - $29,140 $14,570 - $29,140
3 $33,874 - $36,620 $24,353 - $36,620 $18,310 - $36,620
4 $40,793 - $44,100 $29,327 - $44,100 $22,050 - $44,100
5 $47,712 - $51,580 $34,301 - $51,580 $25,790 - $51,580
6 $54,631 - $59,060 $39,275 - $59,060 $29,530 - $59,060
7 $61,550 - $66,540 $44,250 - $66,540 $33,270 - $66,540
8 $68,469 - $74,020 $49,224 - $74,020 $37,010 - $74,020

At Cost CHIP
Ages 0 thru 18 Ages 0 thru 18 Ages 0 thru 18 Ages 0 thru 18

$25.00 $40.00 $50.00 $199.50
per child per month per child per month per child per month per child per month

1 $21,661 - $27,075 $27,076 - $29,783 $29,784 - $32,490 over $32,490
2 $29,141 - $36,425 $36,426 - $40,068 $40,069 - $43,710 over $43,710
3 $36,621 - $45,775 $45,776 - $50,353 $50,354 - $54,930 over $54,930
4 $44,101 - $55,125 $55,126 - $60,638 $60,639 - $66,150 over $66,150
5 $51,581 - $64,475 $64,476 - $70,923 $70,924 - $77,370 over $77,370
6 $59,061 - $73,825 $73,826 - $81,208 $81,209 - $88,590 over $88,590
7 $66,541 - $83,175 $83,176 - $91,493 $91,494 - $99,810 over $99,810
8 $74,021 - $92,525  $92,526 - $101,778 $101,779 - $111,030 over $111,030

Ages 19 thru 64
$35.00 

per person per month
1 $21,660
2 $29,140
3 $36,620
4 $44,100
5 $51,580
6 $59,060
7 $66,540
8 $74,020

Income Guidelines according to January 23, 2009 Federal Register FPL 3/09

2009 Income Guidelines for CHIP and adultBasic

Low Cost CHIP

Family 
Size

FREE CHIP

Family 
Size

adultBasic


