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Use this form only after you have made efforts and have still been unable to prove your household’s income. In this form,
you will attest to information about your household income and explain why you have no documents to submit to us.

When the Washington Health Benefit Exchange receives this form, we will review the information you have provided. We
will also look at your Washington Healthplanfinder application and any other information received from electronic data
sources that are available to us (which are approved by the U.S. Department of Health and Human Services). Using this
information, we will provide an exception to your eligibility verification on a case-by-case basis.

NOTE: This form cannot be used for inconsistencies related to citizenship or immigration status.
45 CFR 155.315(g).

Application ID ' Social Security Number | Today's date (mm/dd/yyyy)

First name Middle initial Last name Date of birth (mm/dd/yyyy)
Street address Apt./Ste. #

City State | Zip code ~ County

Complete the information below only if you have no other way to provide proof of your income. Failure to complete this
form may result in denial or reduction of your health insurance premium tax credit.

IMPORTANT: You must explain why you are unable to supply proof of your income. We will use this explanation to
determine if this reason qualifies you for an exemption. Please be detailed.

If your explanation does not qualify you for an exemption, you will be asked to submit additional papers to prove your
total household income.

If you need more space to provide your explanation, you can attach more pages or additional documents to this form.

Explanation
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| certify that | have no other way to document my income and that all of the above information is true and correct. |
understand that this information will be used to decide if | am eligible for the Health Insurance Premium Tax Credit. |
understand that program staff may verify information on this form. | also understand that if | provide false income
information on purpose, | may have to pay back tax credits | received and/or not get tax credits in the future. | also
certify that | have been asked by the Washington Health Benefit Exchange about all sources of income received by the
household. Before using this form, | tried my best efforts to prove my income using other documentation.

Signature Date of signature (mm/dd/yyyy)

X

Upload this completed form to your Washington Healthplanfinder account or mail to:

Washington Healthplanfinder
PO Box 946
Olympia, WA 98507



Discrimination is Against the Law

The Washington Health Benefit Exchange/Health Care Authority complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability, or sex. The Washington
Health Benefit Exchange/Health Care Authority does not exclude people or treat them differently because of their
race, color, national origin, age, disability, or sex.

The Washington Health Benefit Exchange/Health Care Authority also complies with applicable state laws and
does not discriminate on the basis of creed, gender, gender expression or identity, sexual orientation, marital
status, religion, honorably discharged veteran or military status, or the use of a trained dog guide or service
animal by a person with a disability.

The Washington Health Benefit Exchange/Health Care Authority:

o Provides free aids and services to people with disabilities so they can communicate effectively with us,
such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other
formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact 1-855-923-4633.

If you believe that the Washington Health Benefit Exchange/Health Care Authority has failed to provide these
services or discriminated in another way, you can file a grievance with:

Washington Health Benefit Exchange Legal Health Care Authority Division of Legal Services
Department
ATTN: Legal Division Equal Access/Equal ATTN: Compliance Officer

Opportunity Coordinator

PO Box 1757 PO Box 42700

Olympia, WA 98507-1757 Olympia, WA 98504-2700
1-855-859-2512 1-855-682-0787

Fax: 360-841-7653 Fax: 360-586-9551
appeals@wahbexchange.org. compliance@hca.wa.gov

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Washington
Health Benefit Exchange Legal Department/Health Care Authority Division of Legal Services is available to help
you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.
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ATTENTION: If you speak [insert language], language assistance services, free of charge, are available to you.
Call 1-855-923-4633 (TTY: 1-855-627-9604).

Spanish - ATENCION: si habla espariol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame
al 1-855-923-4633 (TTY: 1-855-627-9604).

Chinese - /& anR& M HE8E G, AT Pl B AE S IRIIRT . 530E 1-855-923-4633
(TTY: 1-855-627-9604) .

Vietnamese - CHU Y: Néu ban néi Tiéng Viét, c6 céac dich vu hd tro ngdn ngir mién phi danh cho ban. Goi sb
1-855-923-4633 (TTY: 1-855-627-9604).

Korean - 5-9: gt o] & ALG8tAI= A, o] A An|2~E F 52 o] 8§34 F 3lF 1t 1-855-923-4633
(TTY: 1-855-627-9604)H ©. 2 A 3}af FA]A] Q.

Russian - BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM S13blKe, TO BaM OOCTYMHbI 6ecnnaTHble yCnyru nepeBosa.
3BoHUTE 1-855-923-4633 (Tenetann: TTY: 1-855-627-9604).

Tagalog - PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-855-923-4633 (TTY: 1-855-627-9604).

Ukrainian - YBATIA! AkL0 B1 po3MOBRASETE YKPaIHCLKOO MOBOI, BU MOXETE 3BEPHYTUCS 40 6e3KOLWTOBHOI
cnyx6u moBHoI niaTpumkn. TenedoHynte 3a HomepoMm 1-855-923-4633 (tenetann: TTY: 1-855-627-9604).

o

Cambodian (Khmer) - {ti3 52 15 a3 sthga untws manigitrunt gwigamean wdsianyn |
i §1£0()1-855-923-4633 (TTY: 1-855-627-9604) ]

ANGESESnUGYEA
Japanese - {EEHIHE : HAGE iaémé%é.\ RO SFELE A SRS £97, 1-855-923-4633
(TTY: 1-855-627-9604) * T. BEF HAE T E 0,

Amharic - TINFO1: TG  RR ATICE MY CFCHP ACAS LCERTT 1R ALTHPT FHOETPA: OL TUNTAD: TC LD
1-855-923-4633 (21t AtasFao- TTY: 1-855-627-9604).

Oromo - XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama.
Bilbilaa 1-855-923-4633 (TTY: 1-855-627-9604).

Somali - MUHIIM AH: Haddii aad ku hadashid Af-soomaali, adeegaha caawimaada luugada, ee lacag la'aanta ah,
ayaad heli kartaa. Wac 1-855-923-4633 (TTY: 1-855-627-9604).

1-855-923-4633 &8 n Joadl | laall cll a6 45 galll sacbisal) ladd (8 Aalll SO Chaati ui€ 1)) 4k s la - Arabic
(TTY: 1-855-627-9604 :xSill 5 aall aila o8 )
Punjabi - fimirs fe€: 7 3AT UArst S8 I, 37 g f&g ATfes A 3973 8 He3 Qusey J| 1-855-923-4633

(TTY: 1-855-627-9604) '3 &S I

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-855-923-4633 (TTY: 1-855-627-9604).

Lao- U090 7} 90 " W0 MwaF9999,7900 2 Ny oect_ 80 9w,
toeu 3 00 9w L W Ll ! W2V 1-855-923-4633 (TTY: 1-855-627-9604).

French - ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-923-4633 (TTY : 1-855-627-9604).

Hindi - et &: afe 3my @Y aterd & ar 3imdeh foIw Jod #1197 eIl JaIT 3elsy &l 1-855-923-4633
(TTY: 1-855-627-9604) WX HicT Y|
Lad ()0 8 ) e (L) et (i€ e KIK i jla Ly 40 R 4 65 - Farsi (Persian)
8 el 1-855-923-4633 (TTY: 1-855-627-9604) L .28l e aal b

Romanian - ATENTIE: Daca vorbiti limba roméana, va stau la dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-855-923-4633 (TTY: 1-855-627-9604).
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