Open Enrollment runs
from 11/01-12/15 for a
1/1/21 start date.
Please return form by
11/30/2020. Forms are
worked in the order they
are received.

2021 Covered California Renewal Form

Name: ______________________________________________

Date: _________________________

Address: ______________________________________________________________________________________
Email: ___________________________________________________

Phone:_______________________

Your renewal rates and plan options will be sent to you via email. Appointments are not required as apps are done electronically.

SECTION 1: TAX HOUSEHOLD MEMBERS
A. List the names, dates of birth and social security numbers of all tax household members. Please also check
mark all that apply to them. (Only those who are listed on your taxes. Use additional paper if needed.)
Name _________________________________________________
Needs Covered California?
Has other insurance?

US citizen?

Pregnant?

Offered other insurance?

Employer offers insurance?

Member of a federally recognized tribe?

Name __________________________________________________
Needs Covered California?
Has other insurance?

US citizen?

Pregnant?

Offered other insurance?

Member of a federally recognized tribe?

Has other insurance?

US citizen?

Pregnant?

Offered other insurance?

Needs Covered California?
Has other insurance?

US citizen?

Member of a federally recognized tribe?

Offered other insurance?

Pregnant?

Eligible for Medicare?
Served in the military?

Eligible for Medicare?
Served in the military?

DOB ______________ SS ________________

Employer offers insurance?

Name __________________________________________________

SS ________________

DOB ______________ SS ________________

Employer offers insurance?

Name __________________________________________________
Needs Covered California?

DOB _____________

Eligible for Medicare?
Served in the military?

DOB ______________ SS ________________

Employer offers insurance?

Member of a federally recognized tribe?

Eligible for Medicare?
Served in the military?

B. Is anyone in your tax household expected to file taxes for this current year? If so, who and what filing status?
Name: ____________________

Status: __________________

Name: _______________

Status: ________________

Name: ____________________

Status: __________________

Name: _______________

Status: ________________

SECTION 2: TAX HOUSEHOLD INCOME
A. What do you expect your total tax household income to be for the upcoming tax year? _______________________

(see reverse side)

B. Please indicate how much each member of the tax household is expecting to bring in and the sources.
Name: _______________________

Source: ________________________________

Estimated yearly amount: ____________

Name: _______________________

Source: ________________________________

Estimated yearly amount: ____________

Name: _______________________

Source: ________________________________

Estimated yearly amount: ____________

Name: _______________________

Source: ________________________________

Estimated yearly amount: ____________

C. Are there any deductions or other taxable income you need to report? If so, please list the information below.
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

SECTION 3: OTHER
I understand I am responsible for reporting changes within 30 days. I agree and certify under the penalty of perjury that I
have read the reporting requirements. Do you agree to report any changes to the information in your Covered California
application directly to Covered California or to our office?
Yes
No
Do you give Covered California consent to verify your information for 5 years? This allows Covered California to easily
renew your plan each year so that you will not experience a gap in coverage.
Yes
No
Please read this information below about your application and sign your full name below.
-

You can apply for free or low cost health care through Medi-Cal at any time of the year. To enroll in a
health plan through Covered California outside of Open Enrollment, you must have a qualifying life
event that creates a Special Enrollment period. Please make sure your application is true and correct.
If you provide false information, your coverage may be cancelled. The U.S. Department of Health
and Human Services may also fine you for providing false information.

-

You may be fined up to $25,000 if you negligently or with intentional disregard for the rules provide
false information in your application. You may be fined up $250,000 if you knowingly lie on your
application.

-

Covered California may request that you provide documents to show you qualify for coverage.

I certify (or declare) under the penalty of perjury under the laws of the State of California that the
foregoing is true and correct.
-

I have understood all the questions on this application and provided true and correct answers to such
questions to best of my knowledge. Where I do not have personal knowledge of an answer, I have
made every reasonable attempt to verify (or confirm) the information with someone who has personal
knowledge of the answer.

-

I know that if I am not truthful there may be civil/and or criminal penalty for perjury. I know that all
information disclosed on this application will be used to determine eligibility of every person applying
for health insurance on this application. This information will be kept private as required by federal and
California Law.

-

I understand that if I have received federal advanced premium tax credits for health coverage through
Covered California during the previous benefit year, I must have filed or will file a federal tax return for
that benefit year.

__________________________________________________________________________________

____________________

Covered California Account Holder Signature

Date

Please return form by 11/30/2020 via: Email- jennifer@lawilliamsinsurance.com Mail- 2295 Hilltop Drive, Suite 5, Redding, CA 96002
Fax- 530-222-8231 Website- www.lawilliamsinsurance.com

