Yes

Yes

Yes

Yes

No

No

No

No

26)

27)

28)

29)

who obtains or attempts to obtain benefits from DHHR by means of a willfully false
statement or misrepresentation or by impersonation or any other fraudulent device
can be charged with fraud. Punishment upon a conviction may be a fine up to $5,000
and/or a jail sentence of 5 years in a state correction facility. For the SNAP
Program Only - federal penalties may include a maximum fine of $250,000 and a jalil
sentence of up to 20 years. For the LIEAP Program Only - failure to repay such
benefits may result in loss of future LIEAP benefits.

| understand by accepting Medicaid under any category, | agree to give back to the
State any and all money that is received by anyone listed on this application from an
insurance company for repayment of medical and/or hospital bills for which the
Medicaid Program has or will make payment. In addition, | agree that all medical
payments or medical support paid or owed due to a court order for me or anyone
listed on this application must be sent to the State to repay past or current medical
expenses paid by the State. This includes insurance settlements resulting from an
accident. | further agree to notify the DHHR office if | or anyone listed on this
application is involved in any accident. | understand that this assignment of funds
continues as long as | or anyone listed on this application received Medicaid.

| understand it is an eligibility requirement that | must cooperate with DHHR and with
any provider of medical services in pursuing any resource available to meet the
medical expenses of any Medicaid recipient. | agree to assign to the DHHR benefits
available to any Medicaid recipient from any third-party source as a result of injury,
accident, or illness. | understand that the amount payable to DHHR will never
exceed the amount of the Medicaid liability. | authorize payment of any such third-
party resources directly to DHHR. If the liable third-party makes payment directly to
me, | agree to refund to DHHR an amount up to, but not exceeding, the amount of
Medicaid liability. | understand that this repayment must be made even if my
eligibility for Medicaid has stopped prior to my receiving such monies. | further
authorize the release of any medical information or any information regarding
medical insurance to DHHR and also authorize the release of any medical insurance
information to medical provider(s) for billing purposes and the release of medical
payment information to attorneys and/or insurance companies for the resolution of
third-party claims.

| understand that certain adult Medicaid recipients (identified on this application as
having a chronic substance use disorder; serious and complex medical condition; or
a physical, behavioral, intellectual, or developmental disorder for which assistance is
needed) will have the option to choose the benefit that best fits their health
needs. West Virginia Medicaid will provide additional information about selecting a
benefit package with their eligibility notice at https://www.WVMMIS.com or by calling
1-888-483-0797.

I certify that all statements on this form have been read by me or read to me and
that | understand them. | certify that all the information | have given is true and
correct and | accept these responsibilities.

Applicant’s Signature Date Signed

Co-Applicant’s Signature Date Signed

Representative Completing Application Form Date Signed
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