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Instructions:
u	 If you didn’t get your FHIAP 

application by mail, you can 
leave this line blank. You will  
get a number when we receive 
your application.

v	Please send one of these with 
your application or call  
(888-564-9669) for other  
ways to prove where you live: 

•	 Copy of your Oregon 
Driver License

•	 Utility bill with your  
name/address

•	 Rental agreement with 
your name/address

w	 Check “divorced/legally 
separated” only if you went to 
court to be divorced or legally 
separated. “Separated” means 
you are married but live apart 
and haven’t gone to court.

x	 Employer ID#: Ask your  
employer for this number or 
look on your W-2 Form. 

y	 If you can get insurance at 
work, make sure you find the 
Group Insurance Information Form 
in the Other Forms Packet. Have 
your employer fill this out and 
return it with your application.

z	 Checking “yes” lets FHIAP share information about your case with people you list on the Consent Form, 
including an insurance agent. This form is in the Other Forms Packet.

{	 If you are legally married, put your spouse’s information here.

	 Check “yes” if you have previously been on the FHIAP Reservation List with a different Reservation Number. 

Tip: If you are not legally married, your domestic partner (boyfriend/girlfriend) may also qualify for 
FHIAP. Your partner should fill out a separate application.

u

v

w

x

{

y


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Please fill in your reservation number below.

  ________________________________

If FHIAP mailed your application, this number is on the 
letter that came with the application. If you didn’t get your 

application by mail, you can leave this line blank.

Fill in ALL blanks using dark ink. Write “none” or “NA” if you don’t have any information for a line. 
A — Applicant Information

Name (Last, first, middle initial)
Smith, Jane

County
Marion

Home or street address (attach proof of address)
1650 Lunar Dr.

City
Salem

State
OR

ZIP
97302

Mailing address (if different) City State ZIP

Home phone number (with area code)
(503) 222-9999

Other phone number (with area code)
N/A

E-mail address (if you have one)
jsmith@hotmail.com

Current marital status:  q Single        q Married        q Divorced/Legally separated 
q Widowed        q Separated (both spouses must provide proof of income and sign page four)

Employment status: 
q Full-time   q Part-time   q Unemployed   q Retired   q Self-employed   q Corporation/Partnership
If employed, employer’s name
Monty’s Farm Inc.

Employer ID # (EIN)
11-1234567

Employer’s phone number (with area code)
(503) 333-9999

Employer’s mailing address
322 Dandy Dr.

City
Salem

State
OR

ZIP
97301

Does employer offer insurance:  q Yes, for employee        q Yes, for family members
q Yes, but I don’t qualify for insurance        q No, employer doesn’t offer insurance 
If yes, please fill out the Group Insurance Information (GII) Form in the Other Forms Packet.

Hire date: 
12-03-2005

Do you want someone to be able to give or get information about your case?     q Yes     q No  
If yes, please fill out the Consent Form in the Other Forms Packet.

Spouse (Last, first, middle initial) (legally married only)
N/A

E-mail address (if you have one)

Employment status: 
q Full-time   q Part-time   q Unemployed   q Retired   q Self-employed   q Corporation/Partnership
If employed, employer’s name Employer ID # (EIN) Employer’s phone number (with area code)

Employer’s mailing address City State ZIP

Does employer offer insurance:  q Yes, for employee        q Yes, for family members
q Yes, but I don’t qualify for insurance        q No, employer doesn’t offer insurance 
If yes, please fill out the Group Insurance Information (GII) Form in the Other Forms Packet.

Hire date 

Have you been on the FHIAP Reservation List in the past under a different Reservation Number? q Yes   q No

Need Help? Get it today. The “talking” application  
wizard will help you fill out your FHIAP application.

Access the wizard now at: 
oregon.gov/OHA/OPHP/fhiapwizard.shtml

FHIAP Application FHIAP
Family Health Insurance  Assistance Program

000111111

x

x

x x

x

x

z

Sample Application 
and Instructions FHIAP

Family Health Insurance  Assistance Program
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u	Pregnant? For each person who checks “yes,” please include a doctor’s note that lists the due date. If you 
send this note, FHIAP can count the unborn child(ren) in your family size. 

v	U.S. Citizen: Federal rules require U.S. citizens to prove citizenship and identity. Please see the flyer included 
in your application packet for information on how to do this. We ask for your birth name so we can verify Ore-
gon births without having to see birth certificates. Non-citizen applicants should send copies of both sides of the 
U.S. Citizenship and Immigration Services card. Applying for FHIAP does not hurt your chances of becoming 
a U.S. citizen and FHIAP is not a “chargeable” program if you try to become a U.S. citizen. 

w	Child: Count unmarried children under the age of 23 who either live with you or who are in school. Count 
step children, legally adopted children and children placed under your guardianship. You may also count an 
adult child who is disabled and living in your home, but you must also include the income of this child.

x	Other: May include a foster child, grandchild, non-relative, or an adult age 55 and older living in your 
home. You must also include the other person’s income.

yz	Racial/Ethnic Heritage: You don’t have to fill this out. If you do, check one box for each person.  
Answering this helps us follow federal Civil Rights laws.

{	Oregon Health Plan (OHP): Be sure to tell us if anyone is on OHP. No one may be on OHP and 
FHIAP at the same time; we can help you with the forms to move from one program to the other.

	Applying for FHIAP? This is where you tell us which members of your family want FHIAP. All children 
must be covered by health insurance (or OHP). This can be the insurance you buy with the FHIAP subsidy.

Don’t forget to list your spouse unless you are legally separated.

 

 

 
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B — Family Information
Se

lf

Name (Last, first, middle initial)
Smith, Jane

U.S. Citizen?v   q Yes    q No

State born in: ____________ Birth name: ___________
Date of birth
9-1-72

Social Security Number
000-00-0000 Insured in the past 2 months?  q Yes    q No

q Male     q Female Pregnant? q Yesu    q No If yes, name of company:  _______________________
Ethnicity: q Hispanic or Latino OR  q Not Hispanic or Latino
Race: q American Indian/Alaskan Native  
q Asian  q Black or African American 
q Native Hawaiian or Other Pacific Islander  q White

Start and end dates:  ___________________________
On or eligible  
for Medicare? 
q Yes    q No

On OHP?  
q Yes    q No

Applying for FHIAP?
q Yes     q No

u Attach a note from your health care provider with due date.
v If “yes,” send proof of citizenship (see flyer). If “no,” attach a copy of both sides of your INS card.
w “Child” may include unmarried children under the age of 23 who either live with you or who are in school; step children, 

legally adopted children and children placed under your guardianship; and an adult child who is disabled and living in your 
home, but you must also include income of this child.

x “Other” may include a foster child, grandchild, non-relative, or an adult age 55 and older living in your home.

  Race/ethnic heritage: You don’t have to fill this out. If you do, check one box for each person. Answering this helps us  
follow federal Civil Rights laws.

Find extra pages in Other Forms Packet
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Name (Last, first, middle initial)
N/A

U.S. Citizen?v   q Yes    q No

State born in: ____________ Birth name: ___________
Date of birth Social Security Number

Insured in the past 2 months?  q Yes    q No

q Male     q Female Pregnant? q Yesu    q No If yes, name of company:  _______________________
Ethnicity: q Hispanic or Latino OR  q Not Hispanic or Latino
Race: q American Indian/Alaskan Native  
q Asian  q Black or African American 
q Native Hawaiian or Other Pacific Islander  q White

Start and end dates:  ___________________________
On or eligible  
for Medicare? 
q Yes    q No

On OHP?  
q Yes    q No

Applying for FHIAP?
q Yes     q No
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Smith, Sally
U.S. Citizen?v   q Yes    q No

State born in: ____________ Birth name: ___________
Date of birth
1-1-98

Social Security Number
111-11-1111 Insured in the past 2 months?  q Yes    q No

q Male     q Female Pregnant? q Yesu    q No If yes, name of company:  _______________________
Ethnicity: q Hispanic or Latino OR  q Not Hispanic or Latino
Race: q American Indian/Alaskan Native  
q Asian  q Black or African American 
q Native Hawaiian or Other Pacific Islander  q White

Start and end dates:  ___________________________
On or eligible  
for Medicare? 
q Yes    q No

On OHP?  
q Yes    q No

Applying for FHIAP?
q Yes     q No
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x Name (Last, first, middle initial) U.S. Citizen?v   q Yes    q No

State born in: ____________ Birth name: ___________Date of birth Social Security Number
Insured in the past 2 months?  q Yes    q No

q Male     q Female Pregnant? q Yesu    q No If yes, name of company:  _______________________
Ethnicity: q Hispanic or Latino OR  q Not Hispanic or Latino
Race: q American Indian/Alaskan Native  
q Asian  q Black or African American 
q Native Hawaiian or Other Pacific Islander  q White

Start and end dates:  ___________________________
On or eligible  
for Medicare? 
q Yes    q No

On OHP?  
q Yes    q No

Applying for FHIAP?
q Yes     q No

R
el

at
io

ns
hi

p 
to

 A
pp

lic
an

t

q
 M

y 
ch

ild
w

 q
 O

th
er
x Name (Last, first, middle initial) U.S. Citizen?v   q Yes    q No

State born in: ____________ Birth name: ___________Date of birth Social Security Number
Insured in the past 2 months?  q Yes    q No

q Male     q Female Pregnant? q Yesu    q No If yes, name of company:  _______________________
Ethnicity: q Hispanic or Latino OR  q Not Hispanic or Latino
Race: q American Indian/Alaskan Native  
q Asian  q Black or African American 
q Native Hawaiian or Other Pacific Islander  q White

Start and end dates:  ___________________________
On or eligible  
for Medicare? 
q Yes    q No

On OHP?  
q Yes    q No

Applying for FHIAP?
q Yes     q No



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Oregon Baker, Jane
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Oregon Smith, Sally
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BlueCross
7/1/10 to present
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C — Income

Income Source Income Source

Income from (name of source) Employment Income Child Support

Person who received income Jane Smith Jane Smith

Paid how often q Monthly   q Weekly 
q Every two weeks  q Other: _____

q Monthly   q Weekly 
q Every two weeks  q Other: _____

Monthly  
gross income Last month $1,452.83 $200.00

■ Did anyone in your family pay support for a person NOT living with you in the previous month?

 q Yes    q No     Who is the support for (names)? ___________________________________________

 Please attach proof of support payments because FHIAP will DEDUCT this amount from your gross income.

q Gross wages on pay stubs 
before taxes are taken out

q Unemployment
q Child support/alimony
q Insurance benefits/ 

annuity payments
q Pension or retirement payments

q Veterans’ benefits
q Disability payments
q Rental income
q Trust payments
q Workers’ compensation
q Interest or dividend income

q Social Security income 
q Supplemental Security 

Income (SSI)
q Housing allowance/ 

rent instead of income
q Other (ie., cash, gifts, tips,  

sale of personal property)

Attach more paper if more than 2 sources of income

■ If you have no income, mark here q and fill out the No Income Form (See the Other Forms Packet).

■ Are you or your spouse self-employed?  q Yes    q No
• If yes, submit a copy of your most recently filed federal tax return including all schedules. FHIAP will use your taxes to 

determine your self-employment income OR
• if you filed an extension on your federal tax return or your income has changed drastically in the last year, refer to the  

Sample Self-Employment Income Worksheet and Instructions in the Other Forms Packet for more information.

■ Do you have a corporation or partnership?  q Yes    q No 
If yes, fill out the Corporation/Partnership Income Worksheet in the Other Forms Packet and submit your most recent  
federal tax return (including all schedules), both personal AND corporation or partnership. Also submit three months of 
both personal AND business bank statements.

■ Do you receive income from farming, ranching, or fishing?  q Yes    q No
• If yes, submit a copy of your most recently filed federal tax return including all schedules. FHIAP will use your taxes to 

determine your self-employment income OR
• if you filed an extension on your federal tax return or your income has changed drastically in the last year, refer to the  

Sample Self-Employment Income Worksheet and Instructions in the Other Forms Packet for more information.

■ List your family’s income for one month prior to the month you sign this application. Check all the 
types of income that apply, then list each source in the table below. Send photocopies of the proof of 
this income. (FHIAP counts money when received using the check date on your pay stub.)

x

x

x

x

x

x
x

x

u	We need to know how you meet 
basic needs (food, rent, etc.)

v	Answer “yes” if:
•	 You report income on IRS 

Schedule C or 1099 (check  
your most recently filed tax 
return if you’re not sure).

•	 You provide adult foster care to 
someone who lives in your home.

w	If you check “yes” for a corporation 
or partnership and file Schedule 
E, fill out the Corporation/Partnership 
Income Worksheet in the Other Forms 
Packet.

x	Answer “yes” if you: Report your 
farming or ranching income on 
IRS Schedule F or your fishing 
income on IRS Schedule C  
or C-EZ.

If you have other income that is 
not from a business, farming, 
ranching, or fishing, fill out the 
income section on page 3 of the 
FHIAP Application for each other 
type of income.

y	All applicants should check all 
the boxes that match the type of 
money (income) the family receives. 
Include:
•	 Your spouse’s income even if he/she does not want a FHIAP subsidy.

•	 Children’s “unearned income” (Social Security, disability, etc). *Do not list children’s other income, such 
as babysitting or summer jobs.

•	 Earned and unearned (Social Security or disability payments, for example) of elderly relatives and adult 
children who are disabled if they are included in your family size.

z	 This means where the money came from. It could be the name of an employer or type of income such as 
“child support” or Supplemental Security Income or SSI.

{	 If child support is received, put the name of the parent who receives the check.
|	 “Monthly gross income” means income 

before anything is taken out of your 
paycheck (such as taxes). “Last month” 
means the month before the month you 
sign the application.

	 Proof can be: Canceled checks, a 
Support Enforcement Division Statement, 
or a note from the adult who received your 
checks. Please attach proof of support payments 
because FHIAP will DEDUCT this amount 
from your gross income.

Continued on next page
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Month you sign your application List/send proof of these months’ income
January December

February January
March February
April March
May April
June May
July June

August July
September August

October September
November October
December November

z
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Tip: “Received” is a key word when you report income for the last month. For example, FHIAP uses 
pay dates on checks; not pay periods. Submit all checks with pay dates prior to the month you sign  
your application.

Tip: Copies of pay stubs are the best way to prove income. (Keep the original for your records.) FHIAP 
also will accept a letter from your employer that tells us what you received in the reporting month or 
last month. We need “gross” income before anything is taken out of your paycheck. If you are not sure 
what to send us, call: 888-564-9669.

D — Investments and Savings

E — By signing this application, I agree to the following statements

4442-001-IVORY (8/11)

When you have completed the FHIAP application, mail it to:

FHIAP, P.O. BOX 5880, Salem, OR 97304-0880 
Or fax to: 866-843-8936

Remember to use enough stamps — you will need more than one stamp if you have several attachments. 
It’s a good idea to keep a copy of your application. You may want to send it by certified mail.

Questions? Call us toll-free at 888-564-9669.

Applicant’s signature: _______________________________ Date: _________

Spouse’s signature: _________________________________ Date: _________

(Both spouses must sign even if both people are not applying for a subsidy or 
don’t live together, unless you are legally separated.)

E — By signing this application, I agree to the following statements
• I understand that approved members of my family can either  

receive a FHIAP subsidy or be on the Oregon Health Plan (OHP), 
but no individual family member can be in both OHP and FHIAP 
at the same time.

• I understand that I have the right to ask questions about the 
program, subsidy payments, and services. I have the right to  
appeal decisions about my participation in the program. 

• I understand that I have a responsibility to fill out this application 
completely and to report certain changes within 30 days, which 
will be explained to me if I’m approved for a subsidy. If I receive 
a FHIAP subsidy to pay for insurance from an employer, I have 
the responsibility to use the subsidy only to purchase that health 
insurance plan.

• I agree that if FHIAP approves my application for a subsidy, and  
I apply to a health insurance carrier, I am responsible for my  
portion of the premium and promise to pay FHIAP my portion  
each month. If I don’t pay my premium, it could result in an 
overpayment and may be subject to collection. If I enroll in my 
employer’s health insurance plan, I am responsible for submitting 
proof that I am enrolled in that plan each month. Failure to submit 
proof may result in my FHIAP subsidy being cancelled.

• I swear, under penalty of law, that I have given true, accurate, and 
complete information on this application and all attached forms.

• I understand that giving false, incomplete, or misleading 
information may delay or stop my subsidy payment, and that I 
may be dropped from the program for a period of time or barred 
from future enrollment in the program. It could also cause an 
overpayment of benefits that I must repay.

• I understand there are state penalties for hiding information or 
giving false statements, including civil penalty of up to $1,000.

• I declare that my family and I are residents of Oregon.
• I declare my spouse (if applicable) and I are legally married.
• I can give FHIAP proof of the statements I have made, and I agree 

to cooperate with FHIAP if my file is chosen for a review or audit.
• I authorize FHIAP to use my and the members of my family’s 

Social Security Numbers (SSNs). By signing this consent to disclose 
my SSN, I authorize FHIAP to use and to disclose my SSN to 
others if it is necessary to confirm my eligibility.

• I authorize FHIAP to contact other people and agencies to verify 
my eligibility for the program.

Sign 
here

This document can be provided upon request in alternative formats for individuals with disabilities. Other formats may 
include (but are not limited to) large print, Braille, audio recordings, Web-based communications, and other electronic 
formats. E-mail ophp.mail@state.or.us or call 888-564-9669 to arrange for the alternative format that will work best for you.

D — Investments and Savings
Investments and savings include checking accounts, savings accounts, cash, certificates of deposit (CDs), stocks, 
bonds, money market accounts, etc. Do not include qualified retirement accounts (IRAs, 401ks), vehicles, or the 
house that you live in. This will not affect your FHIAP eligibility, it is for statistical purposes only. 
■ What is your family’s total investments and savings? 

q 0-$2,000     q $2,001-$2,500     q $2,501-$5,000     q $5,001-$10,000     q More than $10,000
Property owned: Do you own residential or commercial property, other than the home you live in? 

q Yes    q No  If yes, please fill in the information below. (Attach more sheets of paper if necessary.)

Property address City/State/Zip County

Tax 
assessed 

value
Is property 

rented?

Monthly 
rent 

received

123 Main Street Anytown, OR 97301 Polk $120,000 q Yes    q No $

Jane Smith 8/3/2011

N/A

X

X

X
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When you have completed the FHIAP application, mail it to:

FHIAP, P.O. BOX 5880, Salem, OR 97304-0880 
Or fax to: 866-843-8936

Remember to use enough stamps — you will need more than one stamp if you have several attachments. 
It’s a good idea to keep a copy of your application. You may want to send it by certified mail.

Questions? Call us toll-free at 888-564-9669.

Applicant’s signature: _______________________________ Date: _________

Spouse’s signature: _________________________________ Date: _________

(Both spouses must sign even if both people are not applying for a subsidy or 
don’t live together, unless you are legally separated.)

E — By signing this application, I agree to the following statements
• I understand that approved members of my family can either  

receive a FHIAP subsidy or be on the Oregon Health Plan (OHP), 
but no individual family member can be in both OHP and FHIAP 
at the same time.

• I understand that I have the right to ask questions about the 
program, subsidy payments, and services. I have the right to  
appeal decisions about my participation in the program. 

• I understand that I have a responsibility to fill out this application 
completely and to report certain changes within 30 days, which 
will be explained to me if I’m approved for a subsidy. If I receive 
a FHIAP subsidy to pay for insurance from an employer, I have 
the responsibility to use the subsidy only to purchase that health 
insurance plan.

• I agree that if FHIAP approves my application for a subsidy, and  
I apply to a health insurance carrier, I am responsible for my  
portion of the premium and promise to pay FHIAP my portion  
each month. If I don’t pay my premium, it could result in an 
overpayment and may be subject to collection. If I enroll in my 
employer’s health insurance plan, I am responsible for submitting 
proof that I am enrolled in that plan each month. Failure to submit 
proof may result in my FHIAP subsidy being cancelled.

• I swear, under penalty of law, that I have given true, accurate, and 
complete information on this application and all attached forms.

• I understand that giving false, incomplete, or misleading 
information may delay or stop my subsidy payment, and that I 
may be dropped from the program for a period of time or barred 
from future enrollment in the program. It could also cause an 
overpayment of benefits that I must repay.

• I understand there are state penalties for hiding information or 
giving false statements, including civil penalty of up to $1,000.

• I declare that my family and I are residents of Oregon.
• I declare my spouse (if applicable) and I are legally married.
• I can give FHIAP proof of the statements I have made, and I agree 

to cooperate with FHIAP if my file is chosen for a review or audit.
• I authorize FHIAP to use my and the members of my family’s 

Social Security Numbers (SSNs). By signing this consent to disclose 
my SSN, I authorize FHIAP to use and to disclose my SSN to 
others if it is necessary to confirm my eligibility.

• I authorize FHIAP to contact other people and agencies to verify 
my eligibility for the program.

Sign 
here

This document can be provided upon request in alternative formats for individuals with disabilities. Other formats may 
include (but are not limited to) large print, Braille, audio recordings, Web-based communications, and other electronic 
formats. E-mail ophp.mail@state.or.us or call 888-564-9669 to arrange for the alternative format that will work best for you.

D — Investments and Savings
Investments and savings include checking accounts, savings accounts, cash, certificates of deposit (CDs), stocks, 
bonds, money market accounts, etc. Do not include qualified retirement accounts (IRAs, 401ks), vehicles, or the 
house that you live in. This will not affect your FHIAP eligibility, it is for statistical purposes only. 
■ What is your family’s total investments and savings? 

q 0-$2,000     q $2,001-$2,500     q $2,501-$5,000     q $5,001-$10,000     q More than $10,000
Property owned: Do you own residential or commercial property, other than the home you live in? 

q Yes    q No  If yes, please fill in the information below. (Attach more sheets of paper if necessary.)

Property address City/State/Zip County

Tax 
assessed 

value
Is property 

rented?

Monthly 
rent 

received

123 Main Street Anytown, OR 97301 Polk $120,000 q Yes    q No $

Jane Smith 8/3/2011

N/A

X

X

X


