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AFFORDABLE CARE ACT APPLICATION

PREMIUN ESTIMATE $
SUBSIDY ESTIMATE $

NAME

INSURANCE COMPANY

KEraRR )

Certified @ -

PLAN NAME

SPOUSE NAME

EMAIL ADDRESS SPOUSE D.0.B SEX
PHONE NUMBER ( ) SPOUSE S.S.N
ADDRESS SPOUSE INCOME $

SPOUSE EMPLOYER NAME

SPOUSE EMPLOYER NUMBER ( )
DATE OF BIRTH SEX SPOUSE IMMIGRATION STATUS
SOCIAL SECURITY SPOUSE ALIEN #
FILING STATUS: single_ married SPOUSE NATURALIZATION CERTF.
INCOME $ SPOUSE GREEN CARD #
EMPLOYER NAME

HOUSEHOLD INCOME $

EMPLOYER NUMBER ( )
IMMIGRATION STATUS NOTES:
ALIEN #
NATURALIZACION CERTF. #
GREEN CARD #
DEPENDENTS
NAME SEX NAME SEX
D.0.B S.S.N D.0.B S.S.N
NAME NAME
D.0.B S.S.N D.0.B S.S.N
SEX____ INCOME A# SEX____ INCOME A#
EMPLOYER NAME EMPLOYER NAME
EMPLOYER NUMBER ( ) EMPLOYER NUMBER ( )
PAYMENTS  NAME ON ACCOUNT BANK NAME
ACCOUNT NUMBER ROUTING NUMBER
PAYMENT C. CARD INFO TYPE EXP SEC. CODE
ACCOUNT ADDRESS ~ SAME DIFFERENT
APPLICANT SIGNATURE DATE

-
-
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