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Como asegurarse de que su ) CCPU
documentacion QHP sea aceptable

* Nombre del proveedor: Debemos asociar el documento con
el proveedor que busca beneficios

 Fecha de vigencia del plan de salud calificado: Esto afecta
la posible fecha de inicio del beneficio del Fondo de
Reembolso de CCPU

Prueba de CObertura  El nombre/tipo de QHP: Este programa tiene un conjunto

e~ especifico de planes que son elegibles y tenemos que
"Que S€ requiere para ser confirmar que el proveedor esté inscrito en uno.

aceptado? . . .
* Prima: Necesitamos ver la prima que se paga para los planes

elegibles para el reembolso de la prima.

— Nota: Para los planes CCA, también debemos ver el APTC
aplicado para calcular la prima del proveedor elegible
para reembolso si esta en un plan familiar.



Como asegurarse de que su o
documentacion QHP sea aceptable

Prueba de cobertura

Aceptable

El proveedor ha confirmado que tiene un
plan de salud Silver HMO de Covered
California, fecha de vigencia del 5/1/2023,
nombre y monto de la prima.

Confirmation

CCPU

HEALTH CARE FUND

You have completed checkout with Covered California. You will be enrolled once you pay your premium bill to the plan(s) you chose.

Congratulations!

Health Plans

Expected Start Date: 05/01/2023

Jane Doe

e ® °
)z KAISER Kaiser
S 2 PERMANENTE.  Sitver 70 HMO Monthly Premium (monthly cost)

It is important to pay now to complete your enroliment to begin coverage on 05/01/2023
Please use the "Pay Now" button to submit your first payment.

Total Monthly Premium Cost

Monthly CA Premium Credit

Your Total Monthly Premium Payments

$527.35

Pay Now

$527.35
-$1.00

$526.35



Como asegurarse de que su

documentacion QHP sea aceptable

Prueba de cobertura

Inaceptable

Este documento verifica que el proveedor
tuvo cobertura a partir del 1/1/2023 con
Covered California, pero no nos indica su
prima ni su tipo de plan (debe ser un HMO
plata). No podemos considerarlos elegibles y
requeririamos informacion/documentacion

adicional.
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Como asegurarse de que su ) CCPU
documentacion QHP sea aceptable

<) CCPU

HEALTH CARE FUND
Benefits Confirmation Statement
Generated: July 11th 2023
Your Information:

Name Home Phone Cell Gender
Jase Dos 833-714-6028 F
E-mall ployee Number ploy Level Hire Date
By et 241 RFT 1997/06/27
JaneDoe@noemail.invalid
Class Division Location Department Code
NON_EXEC CA ORPORATE 1053.7300
Address

123 Main Street
Childcare, CA 00000

Your Family:

Prueba de cobertura
Aceptable e

Acknowledgment: Coverage: g:'",'
Generic - Acknowledgment | Understand $0.00
- Start Date 01/01/2023
* El proveedor ha proporcionado un Busic mpoyee e & A060: p— e
Symega - Basic Employee Life & AD&D (N) Enrolled $0.00
documento de prueba de cobertura que L - sz
. Long Term Disability: Status: Prsowd
muestra su nombre, el tipo de plan en el T — —
) Legal Notice: Coverage:
gue se encuentra (patrocinado por el — o
tart Date /.
empleador), la fecha de vigencia de su i il Aty e o
’ ?u\crl\)c - Aetna Arbitration Agreement L?%:ezoza $0.00
. tart Date /:
p I a n y s u p rl m a m e n S u a I L[] Employee Assistance Program: Coverage: CY:;‘:
Symetra - Employee Assistance Program Enrolied $0.00
.!mpioyu Assistance Program: Coverage: g:::
Start Date 06/01/2023
Medical: Coverage: e
AETNA - HMO Core Employee + Spouse $140.00
Start Date 01/01/2023
01/01/2023
T Voluntary Employee Lite and AD&D: Status: o
Symetra - Voluntary Employee Life and AD&D (N) Enrolled $6.90
Start Date 06/01/2023
Coverage Amount $20,000.00



Como asegurarse de que su

documentacion QHP sea aceptable

Prueba de cobertura
Aceptable

* El proveedor ha confirmado que tiene un
plan de salud de medi-cal, sabemos que
esta activo el 1/1/2023 debido a su fecha
de renovacion y su nombre figura como
miembro activo y cubierto de Medi-cal.

{ Back to Case 0123456
Health Coverage (Medi-Cal)
Case Information

ase Number 0123456

County
Tulare
Renewal Due Date

08/31/2023

Program Members

Name Status
Jill Active
Doe (25)

Name Status
John Active
Doe (33)

Name Status
Jane Active

Doe (54)

& benefitscal.caom

<) CCPU

HEALTH CARE FUND



Como asegurarse de que su

documentacion QHP sea aceptable C GEEY
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. M M as voe W e L
BN omm e wanvmone Eamings Statement m
5F FIRE CAEOIT UNIOW Pard Ragerng BL082023
07 CALWORMM ST Porod Encing 04212023
SAN FRANCISCO.  CA 9118 Pury n-.____&_?vmn
p— ———

St @"‘3“&‘ 9
Prueba de cobertura Tl T

Earmings . L thin period m * Rackded from federal tazable wages
1 - 2

o 468000 1.9 46 80

B Your federsl tsatie wages His period e
Mo 468000 INH 15.667.67
s

46 80
15.597.97 $20.130 68
3.036 89
Yooy 1.478.0 g‘m‘mu o parsd Sl dae
PTO 3,042 80
.10 8

e a— g Aoxad b2
1 oome Tax 4. 67 13, 4 YOUR COMPANY PWORE MUNBER & - 41535540
* El proveedor ha proporcionado un mgﬁ;,‘.. i .,,i.,’: :‘3 Tyl
documento de talén de pago que muestra Nl S e e R
ny: omar S
su nombre, la deduccidn de su plan v BE NS e
Lot
trocinad | empleador, la fecha d =
patrocinado por el empleador, la fecha de - -
1 : z Vol feScoum 23 .47 3
vigencia de su plan (el periodo de pago es LR L il
abril; enviaron este talén porque era el s T
primer mes que pagaron por la cobertura
patrocinada por el empleador) y su R R ) R b
. 3201 CALFORNA 5T Pay cate * O4ae20n
prima mensual. e “EG
A

1\\\5 NON-NEGOTIABLE



Como asegurarse de que su ) CCPU
documentacion QHP sea aceptable

Social Security Administration
Retirement, Survivors and Disability Insurance
Important Information

Service Program Center
P.0.Box 1234

Irvine, CA 92122-0001
Date: December 1, 2023
BNC#: 12345678901254-AB

SAM SMITH
123 MAIN ST.
IRVINE, CA 92111

Prueba de cobertura
Aceptable

We are writing to you about your Social Security benefits.

What You Should Know

Your Medicare Part A (hospital insurance) starts January 2022 and Part B
(medical insurance) starts April 2023.

What We Will Pay And When

We pay Social Security benefits for Aﬁiven month in the next month. For

= EI proveEdor ha proporCionado una ca rta example, Social Security benefits for March are paid in April.

e You will receive $861.10 for April 2023 around May 10, 2023,

de seguro de jUbiIaCién que mueStra su o After that you will receive $1,026.00 on or about the second Wednesday

of each month.

nombre, sus tipos de cobertura de SciormationABgi Miaiionrs
Medicare, la fecha de vigencia de su plany Dt A R eviblediceraiars B fusdical Inerisice) L S1OL)

H I IMPORTANT: A Medicare law requires some higher income persons to pay

su prlma mensua . higher premiums. The law applies to premiums for Medicare Part B (Medical
Insurance), prescription drug coverage, and Medicare Part B
Immunosuppressive Drug coverage. The law generally affects individuals with
incomes higher than $97,000 and couples with incomes higher than $194,000.
We will contact the Internal Revenue Service to get information about your
income. If we decide that you have to pay higher premiums, we will send a
letter explaining our decision. The higher amount will be effective April 2023,
For more information, please visit www.ssa.gov on the Internet or call us
toll-free at 1-800-772-1213 (TTY 1-800-325-0778).

We deduct Medicare medical insurance (Part B) premiums 1 month in
advance.

C See Next Page



Como asegurarse de que su

documentacion QHP sea aceptable

T & HUMA

Staterment Date
Your Medicare Numbet
Last Payment Receved

Total Amount Due

Want to pay electronically?

Pay ne at Medxcare QOv

. Feta h et y with y
« Enroll in Medicare Easy Pay

Prueba de cobertura

08/28/2023
1AB2-C34-X134
$0.00 on 00/00/0000
$494.70 by 09/25/2023

4 Medicare Premium Bill

masmenss AL FOM ANDC 913
E SAM EMITH
123 MAIN STREET
IRVINE, CA 92122-0001
bl (NI
—_— — — e —— —

Summary Of Charges
(Hospital + l:::d + PatB + PantD =
Coverage Periods Insurance]  Insurance) IRMAA IRMAA
Aceptable Curvent Premium Due  10/01/2023- 13/31/2023 340 - $000 s0.00
Total Amount Due:
. Dwe in Full By: | 09/25/202)
* El proveedor ha proporcionado una factura ‘
y tarjetas de la prima de Medicare que
muestran su nombre, la fecha de vigencia E&
de su plan y su prima mensual.
MOTE: DOn'T Send leTters with your pay g aetay your payment.

P

SAM SMITH
123 MAIN STREET
IRVINE, CA 92122-0001

Alew‘m'ms
Amount Due: $494.70  Due In Full By

Medicars Number: | 1AB2-C34-X134 |

092572023

(1) send just one payment and one (OuPpon per
envelope. Virite your Medicare Number on your
cheCk Of money crder. Use tThe retum envelope

<l ucted with your b

Wt Bgren/Dtpur Mcwpted

VoaMiiterCad
UL =P E ST - 1

Exprration Date. wrvyyyy

Cred/ Dbt Cardd Biing 2% Code: | tad

Sonature |

Don't Send Cash. Make check/money order payable 10
CMS Mechcare insurance

CCPU

HEALTH CARE FUND

G

ERMANENT

Issuer:1234 Serier Advartage
Rx Bin: 00 1234 000 12

RxGrp: AB O e
Powfn Mades Second b Cuve 4 By
00 1234 000 12 10/1958
SAM SMITH

e Medjcarsh,

MEDICARE HEALTH INSURANCE

N

SAM SMITH

Wed s Rerbe Narer s #e Ve oo
1AB2-C34-X134
Pr it mLes berehe o
HOSPITAL (PART A)
MEDICAL (PART B)

e e AL L PR T

10-01-2023
10-01-2023



