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•  Starting in 2014, every person needs to have health insurance or
make a payment on his or her federal income tax return. This is
called the “shared responsibility payment.”

•  Some people are exempt from making this payment. This application
includes one category of exemption. There are other applications for
other categories of exemptions, and you’ll also see some exemption
ｆｄｗｈｊｒｕｌｈｖ＃ｚｋｈｑ＃｜ｒｘ＃iｏｈ＃｜ｒｘｕ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃ｗｄ｛＃ｕｈｗｘｕｑ１

•  ＼ｒｘ＃ｇｒｑ’ｗ＃ｑｈｈｇ＃ｗｒ＃ｄｖｎ＃ｉｒｕ＃ｄｑ＃ｈ｛ｈｐｓｗｌｒｑ＃ｌｉ＃｜ｒｘ’ｕｈ＃ｑｒｗ＃ｊｒｌｑｊ＃ｗｒ＃iｏｈ＃ｄ
ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃ｗｄ｛＃ｕｈｗｘｕｑ＃ｅｈｆｄｘｖｈ＃｜ｒｘｕ＃ｌｑｆｒｐｈ＃ｌｖ＃ｅｈｏｒｚ＃ｗｋｈ＃iｏｌｑｊ
threshold. If you aren’t sure, you may want to ask for an exemption.

•  Ｘｖｈ＃ｗｋｌｖ＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｌｉ＃｜ｒｘ’ｕｈ＃ｘｑｄｅｏｈ＃ｗｒ＃ｄfｒｕｇ＃ｆｒｙｈｕｄｊｈ１＃Iｉ
｜ｒｘ＃ｊｈｗ＃ｗｋｌｖ＃ｈ｛ｈｐｓｗｌｒｑ／＃｜ｒｘ＃ｐｄ｜＃ｅｈ＃ｄｅｏｈ＃ｗｒ＃ｅｘ｜＃ｆｄｗｄｖｗｕｒｓｋｌｆ
ｆｒｙｈｕｄｊｈ１

•  Use this application to ask for an exemption for months in the future.
If you want this exemption for a whole calendar year, you need to
request it before the year starts. You can also claim an exemption on
｜ｒｘｕ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃ｗｄ｛＃ｕｈｗｘｕｑ＃ｌｉ＃｜ｒｘ’ｕｈ＃ｘｑｄｅｏｈ＃ｗｒ＃ｄfｒｕｇ＃ｆｒｙｈｕｄｊｈ１

•  You can use one application to ask for this exemption for more than
one person in your tax household.

•  Social Security numbers (SSNs), if you have them.

•  Employer and income information for everyone in your family (for
example, from pay stubs, W-2 forms, or wage and tax statements.)

•  Information about any job-related health insurance available to
your family.

•  Proof of your yearly income for 2014. See page 9 for examples of
documents you can send.

We ask for Social Security numbers and other information to make 
ｖｘｕｈ＃｜ｒｘｕ＃ｈ｛ｈｐｓｗｌｒｑ＃ｌｖ＃ｆｒｘｑｗｈｇ＃ｚｋｈｑ＃｜ｒｘ＃iｏｈ＃｜ｒｘｕ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃ｗｄ｛＃
return. Ｚｈ’ｏｏ＃ｎｈｈｓ＃ｄｏｏ＃ｗｋｈ＃ｌｑｉｒｕｐｄｗｌｒｑ＃｜ｒｘ＃ｊｌｙｈ＃ｓｕｌｙｄｗｈ＃ｄｑｇ＃ｖｈｆｘｕｈ／＃
ｄｖ＃ｕｈｔｘｌｕｈｇ＃ｅ｜＃ｏｄｚ１ To view the Privacy Act Statement, go to 
ＫｈｄｏｗｋＦｄｕｈ１ｊｒｙ or see instructions. 

Send your complete, signed application to the address on page 8. 
We’ll follow-up with you within 1–2 weeks and let you know if we need 
additional information. If you get this exemption, we’ll give you an 
Ｈ｛ｈｐｓｗｌｒｑ＃Ｆｈｕｗｌiｆｄｗｈ＃Ｑｘｐｅｈｕ＃ｗｋｄｗ＃｜ｒｘ’ｏｏ＃ｓｘｗ＃ｒｑ＃｜ｒｘｕ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃ｗｄ｛＃
return. If you don’t hear from us, visit ＫｈｄｏｗｋＦｄｕｈ１ｊｒｙ, or call the Health 
Insurance Marketplace Help Center at 1-800-318-2596. TTY users should 
call 1-855-889-4325. 

•  Online: ＫｈｄｏｗｋＦｄｕｈ１ｊｒｙ.

•  Phone: Call the Health Insurance Marketplace Call Center at
1-800-318-2596.

•  In person: There may be counselors in your area who can help.
Visit ＫｈｄｏｗｋＦｄｕｈ１ｊｒｙ or call 1-800-318-2596 for more information.

•  En Español: Llame a nuestro centro de ayuda gratis al
1-800-318-2596.
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Use this application 
to apply for 
an exemption 
from the shared 
responsibility 
payment 

Who can use this 
application? 

What you need 
to apply 

Why do we ask for 
this information? 

What happens 
next? 

Get help with this 
application 

NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. FFM-AFFORDABILITY

Form Approved 

OMB No. 0938-1190 

Application for Exemption from the Shared Responsibility 
Ｓｄ｜ｐｈｑｗ＃ｉｒｕ＃Iｑｇｌｙｌｇｘｄｏｖ＃ｚｋｒ＃ｄｕｈ＃Ｘｑｄｅｏｈ＃ｗｒ＃Ｄfｒｕｇ＃Ｆｒｙｈｕｄｊｈ＃ｄｑｇ＃
are in a State with a Federally Facilitated Marketplace 

http:HealthCare.gov
http:HealthCare.gov
http:HealthCare.gov
http:HealthCare.gov


NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 

FFM-AFFORDABILITY

 

   

   

                                                          

      

(We need one adult in the tax household to be the contact person for your application.) 

Are you in Alabama, Alaska, Arizona, Arkansas, Delaware, Florida, Georgia, Idaho, Illinois, Indiana, Iowa, Kansas, Louisiana, 

Maine, Michigan, Mississippi, Missouri, Montana, Nebraska, New Hampshire, New Jersey, New Mexico, North Carolina, North 

Dakota, Ohio, Oklahoma, Pennsylvania, South Carolina, South Dakota, Tennessee, Texas, Virginia, West Virginia, Wisconsin, 

or Wyoming? 

YES. Fill out this application. 

NO. Visit ＫｈｄｏｗｋＦｄｕｈ１ｊｒｙ／＃ｒｕ＃ｆｄｏｏ＃４０；３３０６４；０５８＜９＃ｗｒ＃iｑｇ＃ｒｘｗ＃ｋｒｚ＃ｗｒ＃ｄｓｓｏ｜＃ｉｒｕ＃ｗｋｌｖ＃ｈ｛ｈｐｓｗｌｒｑ１＃

1. First name Middle name  Last name  Suffix 

2. Home address (Leave blank if you don’t have one.) 3. Apartment or suite number

4. City 5. State 6. ZIP code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number

10. City 11. State 12. ZIP code 13. County

14. Phone number

( ) – 
15. Other phone number

( ) – 
16. Do you want to get information about this application by email? Yes No 

Email address: 

17. What is your preferred spoken or written language (if not English)?

Ｘｖｈ＃ｅｏｘｈ＃ｒｕ＃ｅｏｄｆｎ＃ｌｑｎ＃ｗｒ＃ｆｒｐｓｏｈｗｈ＃ｗｋｌｖ＃ｄｓｓｏｌｆｄｗｌｒｑ１  Page 1 of 9 

STEP 1 Ｗｈｏｏ＃ｘｖ＃ｄｅｒｘｗ＃｜ｒｘｕｖｈｏｉ１

STEP 2 Ｗｈｏｏ＃ｘｖ＃ｄｅｒｘｗ＃｜ｒｘｕ＃ｉｄｐｌｏ｜１
Who do you need to include on this application? 

Ｗｈｏｏ＃ｘｖ＃ｄｅｒｘｗ＃ｄｏｏ＃ｗｋｈ＃ｉｄｐｌｏ｜＃ｐｈｐｅｈｕｖ＃ｚｋｒ＃ｏｌｙｈ＃ｚｌｗｋ＃｜ｒｘ１＃Iｉ＃｜ｒｘ＃iｏｈ＃ｗｄ｛ｈｖ／＃ｚｈ＃ｑｈｈｇ＃ｗｒ＃ｎｑｒｚ＃ｄｅｒｘｗ＃ｈｙｈｕ｜ｒｑｈ＃ｒｑ＃｜ｒｘｕ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃
ｗｄ｛＃ｕｈｗｘｕｑ１＃＋Iｉ＃｜ｒｘ＃ｊｈｗ＃ｗｋｌｖ＃ｈ｛ｈｐｓｗｌｒｑ／＃｜ｒｘ’ｏｏ＃ｑｈｈｇ＃ｗｒ＃iｏｈ＃ｗｄ｛ｈｖ＃ｗｒ＃ｘｖｈ＃ｌｗ１，＃Iｉ＃｜ｒｘ＃ｊｈｗ＃ｗｋｌｖ＃ｈ｛ｈｐｓｗｌｒｑ／＃ｚｈ’ｏｏ＃ｊｌｙｈ＃｜ｒｘ＃ｄｑ＃Ｈ｛ｈｐｓｗｌｒｑ＃
Ｆｈｕｗｌiｆｄｗｈ＃Ｑｘｐｅｈｕ＃ｚｌｗｋ＃｜ｒｘｕ＃ｄｓｓｕｒｙｄｏ＃ｏｈｗｗｈｕ１＃Ｎｈｈｓ＃ｗｋｌｖ＃ｉｒｕ＃｜ｒｘｕ＃ｕｈｆｒｕｇｖ１＃＼ｒｘ’ｏｏ＃ｑｈｈｇ＃ｗｒ＃ｓｘｗ＃ｗｋｌｖ＃ｑｘｐｅｈｕ＃ｒｑ＃｜ｒｘｕ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃
ｗｄ｛＃ｕｈｗｘｕｑ＃ｄｗ＃ｗｋｈ＃ｗｌｐｈ＃｜ｒｘ＃iｏｈ＃ｗｄ｛ｈｖ１＃

DO Include:  You DON’T have to include: 

•   Your spouse • Your unmarried partner who doesn’t need health coverage

•   Your children under 21 who live with you • Your unmarried partner’s children

•   Your unmarried partner who needs health coverage • ＼ｒｘｕ＃ｓｄｕｈｑｗｖ＃ｚｋｒ＃ｏｌｙｈ＃ｚｌｗｋ＃｜ｒｘ／＃ｅｘｗ＃iｏｈ＃ｗｋｈｌｕ＃ｒｚｑ＃ｗｄ｛
•   Anyone you put on your tax return, even if they don’t  return (if you’re over 21)  

live with you • Ｒｗｋｈｕ＃ｄｇｘｏｗ＃ｕｈｏｄｗｌｙｈｖ＃ｚｋｒ＃iｏｈ＃ｗｋｈｌｕ＃ｒｚｑ＃ｗｄ｛＃ｕｈｗｘｕｑ  

•   Anyone else under 21 you take care of and who lives   
with you  

 

This information helps us make sure everyone gets the exemption that they qualify for.   
 Ｆｒｐｓｏｈｗｈ＃Ｖｗｈｓ＃５＃ｉｒｕ＃ｈｄｆｋ＃ｓｈｕｖｒｑ＃ｌｑ＃｜ｒｘｕ＃ｉｄｐｌｏ｜１＃

Start with yourself, then add other adults and children. If you have more than 2 people in your family, you’ll need to make 

copies of pages 5–7 and attach them. You don’t need to provide immigration status or a Social Security number (SSN) for family 

members who don’t need an exemption. We’ll keep all the information you provide private and secure, as required by law. 

We’ll use personal information only to check if you’re eligible for an exemption. 

http:HealthCare.gov


NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 

FFM-AFFORDABILITY

 

 

  

  

  

     

     

STEP 2: PERSON 1 
Complete Step 2 for yourself, your spouse/partner and children who live with you and/or anyone on your same federal income tax return if you 
iｏｈ＃ｒｑｈ１＃Ｖｈｈ＃ｓｄｊｈ＃４＃ｉｒｕ＃ｐｒｕｈ＃ｌｑｉｒｕｐｄｗｌｒｑ＃ｄｅｒｘｗ＃ｚｋｒ＃ｗｒ＃ｌｑｆｏｘｇｈ１＃Iｉ＃｜ｒｘ＃ｇｒｑ’ｗ＃iｏｈ＃ｄ＃ｗｄ｛＃ｕｈｗｘｕｑ／＃ｕｈｐｈｐｅｈｕ＃ｗｒ＃ｖｗｌｏｏ＃ｄｇｇ＃ｉｄｐｌｏ｜＃ｐｈｐｅｈｕｖ＃ｚｋｒ＃ｏｌｙｈ＃
with you. 

1. First name Middle name Last name  Suffix 

2. Relationship to you

SELF 

3. Date of birth (mm/dd/yyyy)

 / / 

4. Sex

Male Female 

5. Social Security number (SSN) - -
Iｉ＃｜ｒｘ’ｕｈ＃ｕｈｔｘｈｖｗｌｑｊ＃ｄｑ＃ｈ｛ｈｐｓｗｌｒｑ＃ｉｒｕ＃｜ｒｘｕｖｈｏｉ＃ｄｑｇ＃｜ｒｘ＃ｋｄｙｈ＃ｄｑ＃ＶＶＱ／＃｜ｒｘ＃ｐｘｖｗ＃ｓｕｒｙｌｇｈ＃ｌｗ１＃＼ｒｘ＃ｄｕｈｑ’ｗ＃ｕｈｔｘｌｕｈｇ＃ｗｒ＃ｋｄｙｈ＃ｄｑ＃ＶＶＱ＃ｗｒ＃
ｊｈｗ＃ｗｋｌｖ＃ｈ｛ｈｐｓｗｌｒｑ１＃Iｉ＃｜ｒｘ’ｕｈ＃ｑｒｗ＃ｕｈｔｘｈｖｗｌｑｊ＃ｄｑ＃ｈ｛ｈｐｓｗｌｒｑ＃ｉｒｕ＃｜ｒｘｕｖｈｏｉ／＃ｓｕｒｙｌｇｌｑｊ＃｜ｒｘｕ＃ＶＶＱ＃ｆｄｑ＃ｅｈ＃ｋｈｏｓｉｘｏ＃ｅｈｆｄｘｖｈ＃ｌｗ＃ｆｄｑ＃ｖｓｈｈｇ＃ｘｓ＃
ｗｋｈ＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｓｕｒｆｈｖｖ１ We use SSNs to check income and other information to see who is eligible for an exemption, and to help make 
sure that if you get an exemption, it’s applied correctly on your taxes. If you need help getting an SSN, visit ｖｒｆｌｄｏｖｈｆｘｕｌｗ｜１ｊｒｙ／＃or call 
1-800-772-1213. TTY users should call 1-800-325-0778. 

９１ Ｗｈｏｏ＃ｘｖ＃ｄｅｒｘｗ＃ｗｋｈ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃ｗｄ｛＃ｕｈｗｘｕｑ＃ｗｋｄｗ＃｜ｒｘ＃ｓｏｄｑ＃ｗｒ＃ｉｌｏｈ１

a. Ｚｌｏｏ＃｜ｒｘ＃iｏｈ＃ｍｒｌｑｗｏ｜＃ｚｌｗｋ＃ｄ＃ｖｓｒｘｖｈＢ＃ Yes No 

Iｉ＃｜ｈｖ／ name of spouse:

b. Will you claim any dependents on his or her tax return? Yes No 

Iｉ＃｜ｈｖ／ list name(s) of dependents:

c. Will you be claimed as a dependent on someone’s tax return? Yes No 

Iｉ＃｜ｈｖ／＃ｓｏｈｄｖｈ＃ｏｌｖｗ＃ｗｋｈ＃ｑｄｐｈ＃ｒｉ＃ｗｋｈ＃ｗｄ｛＃iｏｈｕ＝  

Ｋｒｚ＃ｄｕｈ＃｜ｒｘ＃ｕｈｏｄｗｈｇ＃ｗｒ＃ｗｋｈ＃ｗｄ｛＃iｏｈｕＢ  

7. Do you need this exemption? ＼ＨＶ１＃ ＱＲ１＃ Iｉ＃ｑｒ／ leave the rest of the page blank. 

8. Iｉ＃Ｋｌｖｓｄｑｌｆ２Ｏｄｗｌｑｒ／＃ｈｗｋｑｌｆｌｗ｜＃＋OPTIONAL ｆｋｈｆｎ＃ｄｏｏ＃ｗｋｄｗ＃ｄｓｓｏ｜１，
Mexican Mexican American Chicano/a Puerto Rican Cuban Other 

9. Ｕｄｆｈ＃＋OPTIONAL ｆｋｈｆｎ＃ｄｏｏ＃ｗｋｄｗ＃ｄｓｓｏ｜１，

White American Indian or Filipino Vietnamese Guamanian or Chamorro 

Black or African Alaska Native Japanese Other Asian Samoan 
American Asian Indian Korean Native Hawaiian Ｒｗｋｈｕ＃Ｓｄｆｌiｆ＃Iｖｏｄｑｇｈｕ＃

Chinese Other 

Page 2 of 9 
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NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 

FFM-AFFORDABILITY

  

 

 

  

 

     

     

  

 

     

     

      

 

 

      

       

    

      

 

      

   

 

 

   

＋Ｆｒｑｗｌｑｘｈ＃ｚｌｗｋ＃｜ｒｘｕｖｈｏｉ，STEP 2: PERSON 1 

Ｆｘｕｕｈｑｗ＃ｍｒｅ＃）＃ｌｑｆｒｐｈ＃ｌｑｉｒｕｐｄｗｌｒｑ＃
Employed: If you’re currently employed, tell us about Not employed: Skip to question 20. 

your income. Start with question 10.. Self-employed: Skip to question 19. 

ＦＸＵＵＨＱＷ＃ＭＲＥ＃４＝＃
10. Employer name

a. Employer address

b. City c. State d. ZIP code 11. Employer phone number

( ) – 
12. Wages/tips (before taxes)

$ 
Hourly Weekly Every 2 weeks 

Twice a month Monthly Yearly 

13. Average hours worked each WEEK

ＦＸＵＵＨＱＷ＃ＭＲＥ＃５＝＃(If you have more jobs and need more space, attach another sheet of paper.)

14. Employer name

a. Employer address

b. City c. State d. ZIP code 15. Employer phone number

( ) – 
16. Wages/tips (before taxes)

$ 
Hourly Weekly Every 2 weeks 

Twice a month Monthly Yearly 

17. Average hours worked each WEEK

18. Iｑ＃ｗｋｈ＃ｓｄｖｗ＃｜ｈｄｕ／＃ｇｌｇ＃｜ｒｘ＝＃ Change jobs Stop working Start working fewer hours    None of these 

19. Iｉ＃ｖｈｏｉ０ｈｐｓｏｒ｜ｈｇ／＃ｄｑｖｚｈｕ＃ｗｋｈ＃ｉｒｏｏｒｚｌｑｊ＃ｔｘｈｖｗｌｒｑｖ＝

a. Type of work:

b. How much net income (profits once business expenses are paid) will you get from
$this self-employment this month? (See instructions.)

20. ＲＷＫＨＵ＃IＱＦＲＰＨ＃ＷＫIＶ＃ＰＲＱＷＫ＝＃Check all that apply, and give the amount and how often you get it. Check here if none.

NOTE: You don’t need to tell us about child support, veteran’s payment, Supplemental Security Income (SSI), or old age, survivor’s, or 
ｇｌｖｄｅｌｏｌｗ｜＃ｅｈｑｈiｗｖ＃ｉｕｒｐ＃Ｖｒｆｌｄｏ＃Ｖｈｆｘｕｌｗ｜＃ｗｋｄｗ＃ｄｕｈｑ’ｗ＃ｗｄ｛ｄｅｏｈ１＃

Unemployment $ Alimony received $How often? How often? 

Pension $ How often? How often? Net farming/fishing $ 

Social Security $ Net rental/royalty $How often? How often? 

Retirement $ Other income $How often? How often? 
accounts Type: 

21. ＧＨＧＸＦＷIＲＱＶ: Check all that apply, and give the amount and how often you get it.  

NOTE: You shouldn’t include a cost that you already considered in your answer to net self-employment (question 19).  

Alimony paid $ Other deductions $How often? How often? 

Type: 

Student loan $ How often? 
interest 

22. ＼ＨＤＵＯ＼＃IＱＦＲＰＨ＝＃Ｆｒｐｓｏｈｗｈ＃ｒｑｏ｜＃ｌｉ＃｜ｒｘｕ＃ｌｑｆｒｐｈ＃ｆｋｄｑｊｈｖ＃ｉｕｒｐ＃ｐｒｑｗｋ＃ｗｒ＃ｐｒｑｗｋ１
Iｉ＃｜ｒｘ＃ｇｒｑ’ｗ＃ｈ｛ｓｈｆｗ＃ｆｋｄｑｊｈｖ＃ｗｒ＃｜ｒｘｕ＃ｐｒｑｗｋｏ｜＃ｌｑｆｒｐｈ／＃ｖｎｌｓ＃ｗｒ＃ｗｋｈ＃ｑｈ｛ｗ＃ｓｈｕｖｒｑ１＃

Your total income this year 

$ 

Your total income next ｜ｈｄｕ＃＋ｌｉ＃｜ｒｘ＃ｗｋｌｑｎ＃ｌｗ＃ｚｌｏｏ＃ｅｈ＃ｇｌfｈｕｈｑｗ，＃

$ 

23. If your employer withholds some of your
wages and use them to pay for health insurance, 
list the amount that is withheld each year: 

$ 
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STEP 2: PERSON 1 ＋Ｆｒｑｗｌｑｘｈ＃ｚｌｗｋ＃｜ｒｘｕｖｈｏｉ，

24. Ｄｕｈ＃｜ｒｘ＃ｒｉｉｈｕｈｇ＃ｋｈｄｏｗｋ＃ｆｒｙｈｕｄｊｈ＃ｉｕｒｐ＃ｄ＃ｍｒｅＢ
 Check yes even if the coverage is from someone else’s job, such as a parent or spouse. 

  ＼ＨＶ１＃If yes, you’ll need to complete and include Appendix A, and then skip to Step 3. Is this a state employee benefit plan?   Yes  No  

  ＱＲ１＃Iｉ＃ｑｒ／＃ｄｑｖｚｈｕ＃ｄｏｏ＃ｗｋｈ＃ｔｘｈｖｗｌｒｑｖ＃ｅｈｏｒｚ＃ｉｒｕ＃ｒｗｋｈｕ＃ｋｈｄｏｗｋ＃ｆｒｙｈｕｄｊｈ１

ＲＷＫＨＵ＃ＫＨＤＯＷＫ＃ＦＲＹＨＵＤＪＨ＝＃
25. Ｄｕｈ＃｜ｒｘ＃ｈｑｕｒｏｏｈｇ＃ｌｑ＃ｋｈｄｏｗｋ＃ｆｒｙｈｕｄｊｈ＃ｑｒｚ＃ｉｕｒｐ＃ｗｋｈ＃ｉｒｏｏｒｚｌｑｊＢ

     ＼ＨＶ１＃If yes, check the type of coverage.   ＱＲ１

 Medicaid  Employer insurance   

 CHIP  Is this COBRA coverage?  Yes  No  

Medicare  Is this a retiree health plan?  Yes  No  

 TRICARE (Don’t check if you have direct care or Line of Duty)    Other 
Iｖ＃ｗｋｌｖ＃ｄ＃ｏｌｐｌｗｈｇ０ｅｈｑｈiｗ＃ｓｏｄｑ＃＋ｏｌｎｈ＃ｄ＃ｖｆｋｒｒｏ＃ｄｆｆｌｇｈｑｗ＃ｓｒｏｌｆ｜，Ｂ VA health care programs 

 Yes  No Peace Corps 

 26. Are you pregnant?    Yes.    No.  a. If yes, how many babies are expected during this pregnancy?  

 27. Do you live with at least one child under 19, and are you the main person taking care of this child?    Yes    No 

28. Are you a full-time student?     Yes    No 

29. Were you in foster care at age 18 or older?     Yes    No 

30. Within the past 6 months, have you used tobacco regularly (4 or more times per week on average excluding religious or ceremonial uses)?

 Yes    No 

31. Are you a U.S. citizen or U.S. national?     Yes    No 

 32. Iｉ＃｜ｒｘ＃ｄｕｈｑ’ｗ＃ｄ＃Ｘ１Ｖ１＃ｆｌｗｌ｝ｈｑ＃ｒｕ＃Ｘ１Ｖ１＃ｑｄｗｌｒｑｄｏ／ do you have eligible immigration status? (See instructions.)

 Yes. Fill in your document type and ID number below. 

 a. Immigration document type: b. Document ID number

 

c. Have you lived in the U.S. since 1996?   d. Are you, or your spouse or parent, a veteran or an active-duty  

  Yes   No member of the U.S. military?   Yes  No

ＷＫＤＱＮＶ＄＃Ｗｋｌｖ＃ｌｖ＃ｄｏｏ＃ｚｈ＃ｑｈｈｇ＃ｗｒ＃ｎｑｒｚ＃ｄｅｒｘｗ＃｜ｒｘ１  
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NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 

FFM-AFFORDABILITY



NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 

FFM-AFFORDABILITY

  

     

   

     

   

    

        

 

      

 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 STEP 2: PERSON 2 Iｉ＃｜ｒｘ＃ｋｄｙｈ＃ｐｒｕｈ＃ｗｋｄｑ＃ｗｚｒ＃ｓｈｒｓｏｈ＃ｗｒ＃ｌｑｆｏｘｇｈ／＃ｐｄｎｈ＃ｄ＃ｆｒｓ｜＃ｒｉ
Ｖｗｈｓ＃５＝＃Ｓｈｕｖｒｑ＃５＃＋ｓｄｊｈｖ＃８／＃９＃ｄｑｇ＃：，＃ｄｑｇ＃ｆｒｐｓｏｈｗｈ１＃

Complete Step 2 for yourself, your spouse/partner and children who live with you and/or anyone on your same federal income tax return if you 
iｏｈ＃ｒｑｈ１＃Ｖｈｈ＃ｓｄｊｈ＃４＃ｉｒｕ＃ｐｒｕｈ＃ｌｑｉｒｕｐｄｗｌｒｑ＃ｄｅｒｘｗ＃ｚｋｒ＃ｗｒ＃ｌｑｆｏｘｇｈ１＃Iｉ＃｜ｒｘ＃ｇｒｑ’ｗ＃iｏｈ＃ｄ＃ｗｄ｛＃ｕｈｗｘｕｑ／＃ｕｈｐｈｐｅｈｕ＃ｗｒ＃ｖｗｌｏｏ＃ｄｇｇ＃ｉｄｐｌｏ｜＃ｐｈｐｅｈｕｖ＃ｚｋｒ＃ｏｌｙｈ＃
with you. 

1. First name Middle name Last name  Suffix 

2. Relationship to you 3. Date of birth (mm/dd/yyyy)

 / / 

4. Sex

Male Female 

5. Social Security number (SSN) - -
Iｉ＃｜ｒｘ’ｕｈ＃ｕｈｔｘｈｖｗｌｑｊ＃ｄｑ＃ｈ｛ｈｐｓｗｌｒｑ＃ｉｒｕ＃ＳＨＵＶＲＱ＃５,＃ｄｑｇ＃ＳＨＵＶＲＱ＃５＃ｋｄｖ＃ｄｑ＃ＶＶＱ／＃｜ｒｘ＃ｐｘｖｗ＃ｓｕｒｙｌｇｈ＃ｌｗ１＃ＳＨＵＶＲＱ＃５＃ｌｖｑ’ｗ＃ｕｈｔｘｌｕｈｇ＃ｗｒ＃ｋｄｙｈ＃
ｄｑ＃ＶＶＱ＃ｗｒ＃ｊｈｗ＃ｗｋｌｖ＃ｈ｛ｈｐｓｗｌｒｑ１＃Iｉ＃｜ｒｘ’ｕｈ＃ｑｒｗ＃ｕｈｔｘｈｖｗｌｑｊ＃ｄｑ＃ｈ｛ｈｐｓｗｌｒｑ＃ｉｒｕ＃ＳＨＵＶＲＱ＃５／＃ｓｕｒｙｌｇｌｑｊ＃ＳＨＵＶＲＱ＃５’ｖ＃ＶＶＱ＃ｆｄｑ＃ｅｈ＃ｋｈｏｓｉｘｏ＃
ｅｈｆｄｘｖｈ＃ｌｗ＃ｆｄｑ＃ｖｓｈｈｇ＃ｘｓ＃ｗｋｈ＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｓｕｒｆｈｖｖ１＃We use SSNs to check income and other information to see who is eligible for an 
exemption, and to help make sure that if PERSON 2 gets an exemption, it’s applied correctly on their taxes. If PERSON 2 needs help getting 
an SSN, visit ｖｒｆｌｄｏｖｈｆｘｕｌｗ｜１ｊｒｙ, or call 1-800-772-1213. TTY users should call 1-800-325-0778. 

９１ Ｗｈｏｏ＃ｘｖ＃ｄｅｒｘｗ＃ｗｋｈ＃ｉｈｇｈｕｄｏ＃ｌｑｆｒｐｈ＃ｗｄ｛＃ｕｈｗｘｕｑ＃ｗｋｄｗ＃ＳＨＵＶＲＱ＃５＃ｓｏｄｑｖ＃ｗｒ＃ｉｌｏｈ１

a. Ｚｌｏｏ＃ＳＨＵＶＲＱ＃５＃iｏｈ＃ｍｒｌｑｗｏ｜＃ｚｌｗｋ＃ｄ＃ｖｓｒｘｖｈＢ＃ Yes No 

Iｉ＃｜ｈｖ／ name of spouse:

b. Will PERSON 2 claim any dependents on his or her tax return? Yes No 

Iｉ＃｜ｈｖ／ list name(s) of dependents:

c. Will PERSON 2 be claimed as a dependent on someone’s tax return?  Yes No 

Iｉ＃｜ｈｖ／＃ｓｏｈｄｖｈ＃ｏｌｖｗ＃ｗｋｈ＃ｑｄｐｈ＃ｒｉ＃ｗｋｈ＃ｗｄ｛＃iｏｈｕ＝

Ｋｒｚ＃ｄｕｈ＃｜ｒｘ＃ｕｈｏｄｗｈｇ＃ｗｒ＃ｗｋｈ＃ｗｄ｛＃iｏｈｕＢ

7. Does PERSON 2 need this exemption?

＼ＨＶ１＃ ＱＲ１＃ Iｉ＃ｑｒ／ leave the rest of the page blank. 

8. Iｉ＃Ｋｌｖｓｄｑｌｆ２Ｏｄｗｌｑｒ／＃ｈｗｋｑｌｆｌｗ｜＃＋OPTIONAL ｆｋｈｆｎ＃ｄｏｏ＃ｗｋｄｗ＃ｄｓｓｏ｜１，
Mexican Mexican American Chicano/a Puerto Rican Cuban Other 

9. Ｕｄｆｈ＃＋OPTIONAL ｆｋｈｆｎ＃ｄｏｏ＃ｗｋｄｗ＃ｄｓｓｏ｜１，

White American Indian or Filipino Vietnamese Guamanian or Chamorro 

Black or African Alaska Native Japanese Other Asian Samoan 
American Asian Indian Korean Native Hawaiian Ｒｗｋｈｕ＃Ｓｄｆｌiｆ＃Iｖｏｄｑｇｈｕ＃

Chinese Other 
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NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 

FFM-AFFORDABILITY

STEP 2: PERSON 2 

Ｆｘｕｕｈｑｗ＃ｍｒｅ＃）＃ｌｑｆｒｐｈ＃ｌｑｉｒｕｐｄｗｌｒｑ＃
  Employed: If PERSON 2 is currently employed, tell us    Not employed: Skip to question 20. 

about his or her income. Start with question 10..   Self-employed: Skip to question 19. 

ＦＸＵＵＨＱＷ＃ＭＲＥ＃４＝＃
10. Employer name

 a. Employer address

b. City c. State d. ZIP code 11. Employer phone number

                        ( ) –   
12. Wages/tips (before taxes) 13. Average hours worked each WEEK

  Hourly   Weekly  Every 2 weeks 

       $   Twice a month   Monthly   Yearly 

ＦＸＵＵＨＱＷ＃ＭＲＥ＃５＝＃(If PERSON 2 has more jobs, attach another sheet of paper.)

14. Employer name

a. Employer address

b. City c. State d. ZIP code 15. Employer phone number

                        ( ) –   
16. Wages/tips (before taxes) 17. Average hours worked each WEEK

  Hourly   Weekly  Every 2 weeks 

       $   Twice a month   Monthly  Yearly 

18. Iｑ＃ｗｋｈ＃ｓｄｖｗ＃｜ｈｄｕ／＃ｇｌｇ＃ＳＨＵＶＲＱ＃５＝＃  Change jobs   Stop working  Start working fewer hours     None of these 

19. Iｉ＃ＳＨＵＶＲＱ＃５＃ｌｖ＃ｖｈｏｉ０ｈｐｓｏｒ｜ｈｇ／＃ｄｑｖｚｈｕ＃ｗｋｈ＃ｉｒｏｏｒｚｌｑｊ＃ｔｘｈｖｗｌｒｑｖ＝

a. Type of work:

 b. How much net income (profits once business expenses are paid) will PERSON 2  
get from this self-employment this month? (See instructions.)  $

 20. ＲＷＫＨＵ＃IＱＦＲＰＨ＃ＷＫIＶ＃ＰＲＱＷＫ＝＃Check all that apply, and give the amount and how often PERSON 2 gets it. Check here if none.   

NOTE: You don’t need to tell us about PERSON 2’s child support, veteran’s payment, Supplemental Security Income (SSI), or old age, survivor’s, 
ｒｕ＃ｇｌｖｄｅｌｏｌｗ｜＃ｅｈｑｈiｗｖ＃ｉｕｒｐ＃Ｖｒｆｌｄｏ＃Ｖｈｆｘｕｌｗ｜＃ｗｋｄｗ＃ｄｕｈｑ’ｗ＃ｗｄ｛ｄｅｏｈ１＃

 Unemployment $  How often?   Alimony received $  How often?       

  Pension $  How often? Net farming/fishing $    How often?       

 Social Security $  How often?  Net rental/royalty $  How often?       

  Retirement $  How often?   Other income $  How often?        
accounts   Type:  

 21. ＧＨＧＸＦＷIＲＱＶ: Check all that apply, and give the amount and how often PERSON 2 gets it.

NOTE: You shouldn’t include a cost that you already considered in your answer to net self-employment (question 19).  

 Alimony paid $ How often?   Other deductions $ How often?         Type: 

   Student loan $ How often?    
interest 

 22. ＼ＨＤＵＯ＼＃IＱＦＲＰＨ＝＃Ｆｒｐｓｏｈｗｈ＃ｒｑｏ｜＃ｌｉ＃ＳＨＵＶＲＱ＃５’ｖ＃ｌｑｆｒｐｈ＃ｆｋｄｑｊｈｖ＃ｉｕｒｐ＃ｐｒｑｗｋ＃ｗｒ＃ｐｒｑｗｋ１  23. If PERSON’s employer withholds
some of their wages and use them  Iｉ＃｜ｒｘ＃ｇｒｑ’ｗ＃ｈ｛ｓｈｆｗ＃ｆｋｄｑｊｈｖ＃ｗｒ＃ＳＨＵＶＲＱ＃５’ｖ＃ｐｒｑｗｋｏ｜＃ｌｑｆｒｐｈ／＃ｖｎｌｓ＃ｗｒ＃ｗｋｈ＃ｑｈ｛ｗ＃ｓｈｕｖｒｑ１＃
to pay for health insurance, list the 

PERSON 2’s total income this year PERSON 2’s total income next ｜ｈｄｕ＃＋ｌｉ＃｜ｒｘ＃ｗｋｌｑｎ＃ｌｗ＃ｚｌｏｏ＃ｅｈ＃ｇｌfｈｕｈｑｗ，＃ amount that is withheld each year: 

 $  $  $ 
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STEP 2: PERSON 2 

24. Iｖ＃ＳＨＵＶＲＱ＃５＃ｒｉｉｈｕｈｇ＃ｋｈｄｏｗｋ＃ｆｒｙｈｕｄｊｈ＃ｉｕｒｐ＃ｄ＃ｍｒｅＢ
 Check yes even if the coverage is from someone else’s job, such as a parent or spouse. 

  ＼ＨＶ１＃If yes, you’ll need to complete and include Appendix A, and then skip to Step 3. Is this a state employee benefit plan?

  ＱＲ１＃Iｉ＃ｑｒ／＃ｄｑｖｚｈｕ＃ｄｏｏ＃ｗｋｈ＃ｔｘｈｖｗｌｒｑｖ＃ｅｈｏｒｚ＃ｉｒｕ＃ｒｗｋｈｕ＃ｋｈｄｏｗｋ＃ｆｒｙｈｕｄｊｈ１
 Yes  No  

ＲＷＫＨＵ＃ＫＨＤＯＷＫ＃ＦＲＹＨＵＤＪＨ＝＃
25. Iｖ＃ＳＨＵＶＲＱ＃５＃ｈｑｕｒｏｏｈｇ＃ｌｑ＃ｋｈｄｏｗｋ＃ｆｒｙｈｕｄｊｈ＃ｑｒｚ＃ｉｕｒｐ＃ｗｋｈ＃ｉｒｏｏｒｚｌｑｊＢ

     ＼ＨＶ１＃If yes, check the type of coverage.   ＱＲ１

 Medicaid  Employer insurance   

 CHIP  Is this COBRA coverage?  Yes  No  

Medicare  Is this a retiree health plan?  Yes  No  

 TRICARE (Don’t check if you have direct care or Line of Duty)    Other 
Iｖ＃ｗｋｌｖ＃ｄ＃ｏｌｐｌｗｈｇ０ｅｈｑｈiｗ＃ｓｏｄｑ＃＋ｏｌｎｈ＃ｄ＃ｖｆｋｒｒｏ＃ｄｆｆｌｇｈｑｗ＃ｓｒｏｌｆ｜，Ｂ VA health care programs 

 Yes  No Peace Corps 

 26. Is PERSON 2 pregnant?    Yes    No   a. If yes, how many babies are expected during this pregnancy?  

 27. Does PERSON 2 live with at least one child under 19, and is PERSON 2 the main person taking care of this child?    Yes    No 

28. Is PERSON 2 a full-time student?     Yes    No 

29. Was PERSON 2 in foster care at age 18 or older?     Yes    No 

30. Within the past 6 months, have you used tobacco regularly (4 or more times per week on average excluding religious or ceremonial uses)?

 Yes    No 

31. Is PERSON 2 a U.S. citizen or U.S. national?     Yes    No 

 32. Iｉ＃ＳＨＵＶＲＱ＃５＃ｌｖｑ’ｗ＃ｄ＃Ｘ１Ｖ１＃ｆｌｗｌ｝ｈｑ＃ｒｕ＃Ｘ１Ｖ１＃ｑｄｗｌｒｑｄｏ／ do they have eligible immigration status? (See instructions.)

 Yes. Fill in PERSON 2’s document type and ID number below. 

 a. Immigration document type: b. Document ID number

 

c. Has PERSON 2 lived in the U.S. since 1996?   d. Is PERSON 2, or PERSON 2’s spouse or parent, a veteran or an  

  Yes   No     active-duty member of the U.S. military?   Yes  No

ＷＫＤＱＮＶ＄＃Ｗｋｌｖ＃ｌｖ＃ｄｏｏ＃ｚｈ＃ｑｈｈｇ＃ｗｒ＃ｎｑｒｚ＃ｄｅｒｘｗ＃ＳＨＵＶＲＱ＃５１  
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NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
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NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 
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FFM-AFFORDABILITY

 

 

     
  

 

 

 

 

 

  

STEP 3 Ｕｈｄｇ＃）＃ｖｌｊｑ＃ｗｋｌｖ＃ｄｓｓｏｌｆｄｗｌｒｑ１  

•  I’m signing this application under penalty of perjury, which means I’ve given true answers to all the questions on this

form to the best of my knowledge. I know that I may be subject to penalties under federal law if I give false and/or untrue

information.

•  I know that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, sex, age, sexual

ｒｕｌｈｑｗｄｗｌｒｑ／＃ｊｈｑｇｈｕ＃ｌｇｈｑｗｌｗ｜／＃ｒｕ＃ｇｌｖｄｅｌｏｌｗ｜１＃I＃ｆｄｑ＃iｏｈ＃ｄ＃ｆｒｐｓｏｄｌｑｗ＃ｒｉ＃ｇｌｖｆｕｌｐｌｑｄｗｌｒｑ＃ｅ｜＃ｙｌｖｌｗｌｑｊ＃ｚｚｚ１ｋｋｖ１ｊｒｙ２ｒｆｕ２ｒiｆｈ２iｏｈ.

•  Is anyone applying for an exemption on this application incarcerated (detained or jailed)? Yes No  

If yes, write the name of the person incarcerated here:
Check here if this person is pending disposition of charges. 

We need this information to check your eligibility for an exemption if you choose to apply. We’ll check your answers using 

information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, the Department 

of Homeland Security, and/or a consumer reporting agency. If the information doesn’t match, we may ask you to send us proof. 

Ｚｋｄｗ＃ｖｋｒｘｏｇ＃I＃ｇｒ＃ｌｉ＃I＃ｗｋｌｑｎ＃ｗｋｈ＃ｕｈｖｘｏｗｖ＃ｒｉ＃ｐ｜＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｄｕｈ＃ｚｕｒｑｊＢ＃
If you don’t agree with the results of your exemption application, you can ask for an appeal. Below is important information to 

consider when requesting an appeal: 

•  The Health Insurance Marketplace must receive your appeal request within 90 days of the date of the notice of the

application results.

•  You can have someone request or participate in your appeal if you want to. That person can be a friend, relative, lawyer, or

other individual. Or, you can request and participate in your appeal on your own.

•  The outcome of an appeal could change the eligibility of other members of your household.

To appeal the results of your exemption application, call 1-800-318-2596. TTY users should call 1-855-889-4325. You can 

also mail an appeal request form or your own letter requesting an appeal to Health Insurance Marketplace – Exemption 

Ｓｕｒｆｈｖｖｌｑｊ／＃465 Industrial Blvd., London, KY 40741. 

Ｖｌｊｑ＃ｗｋｌｖ＃ｄｓｓｏｌｆｄｗｌｒｑ１＃Ｗｋｈ＃ｓｈｕｖｒｑ＃ｚｋｒ＃iｏｏｈｇ＃ｒｘｗ＃Ｖｗｈｓ＃４＃ｖｋｒｘｏｇ＃ｖｌｊｑ＃ｗｋｌｖ＃ｄｓｓｏｌｆｄｗｌｒｑ１＃Iｉ＃｜ｒｘ’ｕｈ＃ｄｑ＃ｄｘｗｋｒｕｌ｝ｈｇ＃ｕｈｓｕｈｖｈｑｗｄｗｌｙｈ＃｜ｒｘ＃
may sign here, as long as you have provided the required information listed in Appendix B. 

Signature Date (mm/dd/yyyy)

 / / 

STEP 4 Ｐｄｌｏ＃ｆｒｐｓｏｈｗｈｇ＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｄｑｇ＃ｇｒｆｘｐｈｑｗｖ１

Mail your signed application and documents showing your yearly income (see examples on page 9) to: 

Ｋｈｄｏｗｋ＃Iｑｖｘｕｄｑｆｈ＃Ｐｄｕｎｈｗｓｏｄｆｈ＃ ＃Ｈ｛ｈｐｓｗｌｒｑ＃Ｓｕｒｆｈｖｖｌｑｊ  

７９８＃Iｑｇｘｖｗｕｌｄｏ＃Ｅｏｙｇ１  
Ｏｒｑｇｒｑ／＃Ｎ＼＃７３：７４  

 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. 

The valid OMB control number for this information collection is 0938-1190. The time  required to complete this information collection is estimated to average  

16 minutes per response, including the time  to review instructions, search  existing data  resources, gather the data needed,  and complete and review the  

information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to:  

CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.  

www.hhs.gov/ocr/office/file


NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. 

Page 9 of 9 

STEP 5 Ｓｕｒｒｉ＃ｒｉ＃＼ｈｄｕｏ｜＃Iｑｆｒｐｈ

In order to approve you for this exemption, we need proof of your yearly income for 2014. Examples of documents you can send 
include: 

• Wages and tax statement (W-2)

• Pay stub

• Letter from employer

• Self-employment ledger

• Ｆｒｖｗ＃ｒｉ＃ｏｌｙｌｑｊ＃ｄｇｍｘｖｗｐｈｑｗ＃ｏｈｗｗｈｕ＃ｄｑｇ＃ｒｗｋｈｕ＃ｅｈｑｈiｗ＃ｙｈｕｌiｆｄｗｌｒｑ＃ｑｒｗｌｆｈｖ

• Lease agreement

• Copy of a check paid to the household member

• Bank or investment fund statement

• Document or letter from Social Security Administration (SSA)

• Fｒｕｐ＃ＶＶＤ＃４３＜＜＃Ｖｒｆｌｄｏ＃Ｖｈｆｘｕｌｗ｜＃ｅｈｑｈiｗｖ＃ｖｗｄｗｈｐｈｑｗ

• Ｏｈｗｗｈｕ＃ｉｕｒｐ＃ｊｒｙｈｕｑｐｈｑｗ＃ｄｊｈｑｆ｜＃ｉｒｕ＃ｘｑｈｐｓｏｒ｜ｐｈｑｗ＃ｅｈｑｈiｗｖ

These documents don’t necessarily need to be dated for 2014. For example, you can provide recent pay stubs if you don’t  

expect your income to change in 2014. If you expect your income to go up or down in 2014, you can provide other documents, 

ｏｌｎｈ＃ｄ＃ｇｒｆｘｐｈｑｗ＃ｗｋｄｗ＃ｖｗｄｗｈｖ＃ｚｋｈｑ＃ｆｒｑｗｕｄｆｗ＃ｚｒｕｎ＃ｚｌｏｏ＃ｈｑｇ１＃Iｉ＃ｄｑ｜＃ｒｉ＃｜ｒｘｕ＃ｌｑｆｒｐｈ＃ｆｒｐｈｖ＃ｉｕｒｐ＃ｉｕｈｈｏｄｑｆｈ＃ｚｒｕｎ／＃｜ｒｘ＃ｆｄｑ＃iｏｏ＃ｒｘｗ＃ｄ＃ 
self-employment ledger that includes your expected income. 

FFM-AFFORDABILITY



Form ApprovedAPPENDIX A: EXEMPTIONS OMB No. 0938-1191 

Ｋｈｄｏｗｋ＃Ｆｒｙｈｕｄｊｈ＃ｉｕｒｐ＃Ｍｒｅｖ＃
 You DON’T need to answer these questions unless someone in the household is eligible for health coverage from a job. Attach a copy of this 

ｓｄｊｈ＃ｉｒｕ＃ｈｄｆｋ＃ｍｒｅ＃ｗｋｄｗ＃ｒfｈｕｖ＃ｆｒｙｈｕｄｊｈ１＃

Ｗｈｏｏ＃ｘｖ＃ｄｅｒｘｗ＃ｗｋｈ＃ｍｒｅ＃ｗｋｄｗ＃ｒｉｉｈｕｖ＃ｆｒｙｈｕｄｊｈ１＃
Ｗｄｎｈ＃ｗｋｈ＃Ｈｐｓｏｒ｜ｈｕ＃Ｆｒｙｈｕｄｊｈ＃Ｗｒｒｏ＃ｒｑ＃ｗｋｈ＃ｑｈ｛ｗ＃ｓｄｊｈ＃ｗｒ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｕ＃ｚｋｒ＃ｒfｈｕｖ＃ｆｒｙｈｕｄｊｈ＃ｗｒ＃ｋｈｏｓ＃｜ｒｘ＃ｄｑｖｚｈｕ＃ｗｋｈｖｈ＃ｔｘｈｖｗｌｒｑｖ１＃＼ｒｘ＃ｒｑｏ｜＃ｑｈｈｇ＃ｗｒ＃
include this page when you send in your application, not the Employer Coverage Tool. 

Employee information 

1. Employee name (First, Middle, Last) 2. Employee Social Security number

-  -
Employer information 

3. Employer name 4. Employer Identification Number (EIN)

 -
5. Employer address 6. Employer phone number

( ) –      
7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

( ) –      

＃13. Ｄｕｈ＃｜ｒｘ＃ｆｘｕｕｈｑｗｏ｜＃ｈｏｌｊｌｅｏｈ＃ｉｒｕ＃ｆｒｙｈｕｄｊｈ＃ｒfｈｕｈｇ＃ｅ｜＃ｗｋｌｖ＃ｈｐｓｏｒ｜ｈｕ／＃ｒｕ＃ｚｌｏｏ＃｜ｒｘ＃ｅｈｆｒｐｈ＃ｈｏｌｊｌｅｏｈ＃ｌｑ＃ｗｋｈ＃ｑｈ｛ｗ＃６＃ｐｒｑｗｋｖＢ
 Yes (Continue)  

 13a. Iｉ＃｜ｒｘ’ｕｈ＃ｌｑ＃ｄ＃ｚｄｌｗｌｑｊ＃ｒｕ＃ｓｕｒｅｄｗｌｒｑｄｕ｜＃ｓｈｕｌｒｇ／＃ｚｋｈｑ＃ｆｄｑ＃｜ｒｘ＃ｈｑｕｒｏｏ＃ｌｑ＃ｆｒｙｈｕｄｊｈＢ＃(mm/dd/yyyy)  

 / /    
 List the names of anyone else who is eligible for coverage from this job.  

Name: Name: Name: 

  No (Stop here and go to Step 5 in the application) 

Ｗｈｏｏ＃ｘｖ＃ｄｅｒｘｗ＃ｗｋｈ＃ｋｈｄｏｗｋ＃ｓｏｄｑ＃ｒfｈｕｈｇ＃ｅ｜＃ｗｋｌｖ＃ｈｐｓｏｒ｜ｈｕ１＃

４７１ Ｇｒｈｖ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｕ＃ｒfｈｕ＃ｄ＃ｋｈｄｏｗｋ＃ｓｏｄｑ＃ｗｋｄｗ＃ｐｈｈｗｖ＃ｗｋｈ＃ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ－Ｂ＃＃  Yes  No 

 15a. Fｒｕ＃ｗｋｈ＃ｏｒｚｈｖｗ０ｆｒｖｗ＃ｓｏｄｑ＃ｗｋｄｗ＃ｐｈｈｗｖ＃ｗｋｈ＃ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ－＃ｒfｈｕｈｇ＃only to the employee (don’t include family plans): 
If the employer has wellness programs, provide the premium that the employee would pay if they don’t get a discount for wellness 
programs, including smoking cessation programs. 

 a. How much would the employee have to pay in premiums for this plan? $

b. How often?  Weekly  Every 2 weeks    Twice a month  Once a month Quarterly Yearly 

 ＃15b. Fｒｕ＃ｗｋｈ＃ｏｒｚｈｖｗ０ｆｒｖｗ＃ｓｏｄｑ＃ｗｋｄｗ＃ｐｈｈｗｖ＃ｗｋｈ＃ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ－＃ｒfｈｕｈｇ＃ｗｒ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｈ＃ｄｑｇ＃ｉｄｐｌｏ｜＃ｐｈｐｅｈｕｖ＃ｕｈｔｘｈｖｗｌｑｊ＃ｄｑ＃
 exemption (only include family plans for family members that do not already have an exemption): If the employer has wellness programs, 

provide the premium that the employee would pay if they don’t get a discount for wellness programs, including smoking cessation programs. 

 a. How much would the employee have to pay in premiums for this plan? $

b. How often?  Weekly  Every 2 weeks    Twice a month  Once a month Quarterly Yearly 

16. What change will the employer make for the new plan year (if known)?

 Employer won’t offer health coverage 

  Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the 
ｈｐｓｏｒ｜ｈｈ＃ｗｋｄｗ＃ｐｈｈｗｖ＃ｗｋｈ＃ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ１－＃＋Ｓｕｈｐｌｘｐ＃ｖｋｒｘｏｇｑ’ｗ＃ｕｈｉｏｈｆｗ＃ｄｑ｜＃ｇｌｖｆｒｘｑｗ＃ｉｒｕ＃ｚｈｏｏｑｈｖｖ＃ｓｕｒｊｕｄｐｖ１＃Ｖｈｈ＃ｔｘｈｖｗｌｒｑ＃４８１，＃

  a. How much will the employee have to pay in premiums for that plan? $
b. How often? Weekly  Every 2 weeks    Twice a month  Once a month Quarterly Yearly 

c. Date of change (mm/dd/yyyy): / /     
－Ｄｑ＃ｈｐｓｏｒ｜ｈｕ０ｖｓｒｑｖｒｕｈｇ＃ｋｈｄｏｗｋ＃ｓｏｄｑ＃ｐｈｈｗｖ＃ｗｋｈ＃ ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ ＃ｌｉ＃ｗｋｈ＃ｓｏｄｑ’ｖ＃ｖｋｄｕｈ＃ｒｉ＃ｗｋｈ＃ｗｒｗｄｏ＃ｄｏｏｒｚｈｇ＃ｅｈｑｈiｗ＃ｆｒｖｗｖ＃ｆｒｙｈｕｈｇ＃ｅ｜＃ｗｋｈ＃ｓｏｄｑ＃ｌｖ＃ｑｒ＃ｏｈｖｖ＃ｗｋｄｑ＃

60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986). 

NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. FFM-AFFORDABILITY



Form ApprovedＨＰＳＯＲ＼ＨＵ＃ＦＲＹＨＵＤＪＨ＃ＷＲＲＯ＝＃Ｈ［ＨＰＳＷIＲＱＶ＃ OMB No. 0938-1191 

Use this tool to help answer questions in your Marketplace application, Appendix A. That part of the application asks about any employer health 
coverage that you’re eligible for (even if it’s from another person’s job, like a parent or a spouse). The information in the numbered boxes below 
match the boxes in Appendix A. For example, you can use the answer to question 14 on this page to answer question 14 on Appendix A.  
Ｚｕｌｗｈ＃｜ｒｘｕ＃ｑｄｐｈ＃ｄｑｇ＃Ｖｒｆｌｄｏ＃Ｖｈｆｘｕｌｗ｜＃ｑｘｐｅｈｕ＃ｌｑ＃ｅｒ｛ｈｖ＃４＃ｄｑｇ＃５＃ｄｑｇ＃ｄｖｎ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｕ＃ｗｒ＃iｏｏ＃ｒｘｗ＃ｗｋｈ＃ｕｈｖｗ＃ｒｉ＃ｗｋｈ＃ｉｒｕｐ１＃Ｆｒｐｓｏｈｗｈ＃ｒｑｈ＃ｗｒｒｏ＃
ｉｒｕ＃ｈｄｆｋ＃ｈｐｓｏｒ｜ｈｕ＃ｗｋｄｗ＃ｒfｈｕｖ＃ｋｈｄｏｗｋ＃ｆｒｙｈｕｄｊｈ＃ｗｋｄｗ＃｜ｒｘ’ｕｈ＃ｈｏｌｊｌｅｏｈ＃ｉｒｕ１＃

EMPLOYEE information  
The employee＃ｑｈｈｇｖ＃ｗｒ＃iｏｏ＃ｒｘｗ＃ｗｋｌｖ＃ｖｈｆｗｌｒｑ１  

1. Employee name (First, Middle, Last) 2. Employee Social Security Number

-  -

EMPLOYER information  
Ask the employer for this information.  

3. Employer name 4. Employer Identification Number (EIN)

 -
5. Employer address (the Marketplace will send notices to this address) 6. Employer phone number

( ) –      
7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

( ) –      
＃13. Iｖ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｈ＃ｆｘｕｕｈｑｗｏ｜＃ｈｏｌｊｌｅｏｈ＃ｉｒｕ＃ｆｒｙｈｕｄｊｈ＃ｒfｈｕｈｇ＃ｅ｜＃ｗｋｌｖ＃ｈｐｓｏｒ｜ｈｕ／＃ｒｕ＃ｚｌｏｏ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｈ＃ｅｈ＃ｈｏｌｊｌｅｏｈ＃ｌｑ＃ｗｋｈ＃ｑｈ｛ｗ＃６＃ｐｒｑｗｋｖＢ

 Yes (Go to question 13a.) 
 13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for 

coverage?  (mm/dd/yyyy) (Go to next question) 

 No (STOP and return this form to employee) 

＃Tell us about the health plan ｒfｈｕｈｇ＃ｅ｜＃ｗｋｌｖ＃employer. 
Ｇｒｈｖ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｕ＃ｒfｈｕ＃ｄ＃ｋｈｄｏｗｋ＃ｓｏｄｑ＃ｗｋｄｗ＃ｆｒｙｈｕｖ＃ｄｑ＃ｈｐｓｏｒ｜ｈｈ’ｖ＃ｖｓｒｘｖｈ＃ｒｕ＃ｇｈｓｈｑｇｈｑｗＢ＃

 Yes. Which people?        Spouse  Dependent(s) 

  No  (Go to question 14) 

４７１ Ｇｒｈｖ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｕ＃ｒfｈｕ＃ｄ＃ｋｈｄｏｗｋ＃ｓｏｄｑ＃ｗｋｄｗ＃ｐｈｈｗｖ＃ｗｋｈ＃ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ－Ｂ
 Yes (Go to question 15)  No (STOP and return this form to employee) 

 15a. Fｒｕ＃ｗｋｈ＃ｏｒｚｈｖｗ０ｆｒｖｗ＃ｓｏｄｑ＃ｗｋｄｗ＃ｐｈｈｗｖ＃ｗｋｈ＃ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ－＃ｒfｈｕｈｇ＃only to the employee (don’t include family plans): 
If the employer has wellness programs, provide the premium that the employee would pay if they don’t get a discount for wellness 
programs, including smoking cessation programs. 

 a. How much would the employee have to pay in premiums for this plan? $

b. How often?  Weekly  Every 2 weeks    Twice a month  Once a month Quarterly Yearly 

 15b. Fｒｕ＃ｗｋｈ＃ｏｒｚｈｖｗ０ｆｒｖｗ＃ｓｏｄｑ＃ｗｋｄｗ＃ｐｈｈｗｖ＃ｗｋｈ＃ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ－＃ｒfｈｕｈｇ＃ｗｒ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｈ＃ｄｑｇ＃ｉｄｐｌｏ｜＃ｐｈｐｅｈｕｖ＃ｕｈｔｘｈｖｗｌｑｊ＃ｄｑ＃＃
exemption (only include family plans for family members that do not already have an exemption): If the employer has wellness programs,  
provide the premium that the employee would pay if they don’t get a discount for wellness programs, including smoking cessation programs. 

 a. How much would the employee have to pay in premiums for this plan? $

b. How often?  Weekly  Every 2 weeks    Twice a month  Once a month Quarterly Yearly 

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don’t know, STOP and return 
this form to employee. 

16. What change will the employer make for the new plan year?

 Employer won’t offer health coverage 

  Employer will start offering health coverage to employees or change the premium for the lowest-cost plan that meets the minimum 
ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ－＃ｄｑｇ＃ｌｖ＃ｄｙｄｌｏｄｅｏｈ＃ｗｒ＃ｗｋｈ＃ｈｐｓｏｒ｜ｈｈ＃ｒｑｏ｜１＃＋Ｓｕｈｐｌｘｐ＃ｖｋｒｘｏｇｑ’ｗ＃ｕｈｉｏｈｆｗ＃ｄｑ｜＃ｇｌｖｆｒｘｑｗ＃ｉｒｕ＃ｚｈｏｏｑｈｖｖ＃ｓｕｒｊｕｄｐｖ１＃Ｖｈｈ＃ｔｘｈｖｗｌｒｑ＃４８１，＃

 a. How much will the employee have to pay in premiums for that plan? $

b. How often?   Weekly  Every 2 weeks     Twice a month  Once a month  Quarterly  Yearly 

c. Date of change (mm/dd/yyyy): / /     
－Ｄｑ＃ｈｐｓｏｒ｜ｈｕ０ｖｓｒｑｖｒｕｈｇ＃ｋｈｄｏｗｋ＃ｓｏｄｑ＃ｐｈｈｗｖ＃ｗｋｈ＃ ｐｌｑｌｐｘｐ＃ｙｄｏｘｈ＃ｖｗｄｑｇｄｕｇ ＃ｌｉ＃ｗｋｈ＃ｓｏｄｑ’ｖ＃ｖｋｄｕｈ＃ｒｉ＃ｗｋｈ＃ｗｒｗｄｏ＃ｄｏｏｒｚｈｇ＃ｅｈｑｈiｗ＃ｆｒｖｗｖ＃ｆｒｙｈｕｈｇ＃ｅ｜＃ｗｋｈ＃ｓｏｄｑ＃ｌｖ＃ｑｒ＃ｏｈｖｖ＃ｗｋｄｑ＃

NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. FFM-AFFORDABILITY

60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986). 



Form Approved

OMB No. 0938-1191 

Ｄｖｖｌｖｗｄｑｆｈ＃ｚｌｗｋ＃ｆｒｐｓｏｈｗｌｑｊ＃ｗｋｌｖ＃ｄｓｓｏｌｆｄｗｌｒｑ＃
＼ｒｘ＃ｆｄｑ＃ｆｋｒｒｖｈ＃ｄｑ＃ｄｘｗｋｒｕｌ｝ｈｇ＃ｕｈｓｕｈｖｈｑｗｄｗｌｙｈ１＃
You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters 

related to this application, including getting information about your application and signing your application on your behalf. 

This person is called an “authorized representative.” If you ever need to change your authorized representative, contact the 

Marketplace. If you’re a legally appointed representative for someone on this application, submit proof with the application. 

1. Name of authorized representative (First name, Middle name, Last name)

2. Address 3. Apartment or suite number

4. City 5. State 6. ZIP code

7. Phone number

( ) –      
8. Organization name

9. ID number (if applicable)

By signing, you allow this person to sign your application, get official information about this application, and act for you on all 
future matters related to this application. 

10. Your signature 11. Date (mm/dd/yyyy)

 / / 

Ｉｒｕ＃ｆｈｕｗｌiｈｇ＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｆｒｘｑｖｈｏｒｕｖ／＃ｑｄｙｌｊｄｗｒｕｖ／＃ｄｊｈｑｗｖ／＃ｄｑｇ＃ｅｕｒｎｈｕｖ＃ｒｑｏ｜１＃＃＃
Ｆｒｐｓｏｈｗｈ＃ｗｋｌｖ＃ｖｈｆｗｌｒｑ＃ｌｉ＃｜ｒｘ’ｕｈ＃ｄ＃ｆｈｕｗｌiｈｇ＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｆｒｘｑｖｈｏｒｕ／＃ｑｄｙｌｊｄｗｒｕ／＃ｄｊｈｑｗ／＃ｒｕ＃ｅｕｒｎｈｕ＃iｏｏｌｑｊ＃ｒｘｗ＃ｗｋｌｖ＃ｄｓｓｏｌｆｄｗｌｒｑ＃ｉｒｕ＃
somebody else. 

1. Application start date (mm/dd/yyyy)

 / / 
2. First name, Middle name, Last name, & Suffix

3. Organization name

4. ID number (if applicable) 5. Agents/Brokers only: NPN number

ＤＳＳＨＱＧI［＃Ｅ＃

NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-318-2596. Para obtener una copia de este formulario en 
Español, llame 1-800-318-2596. If you need help in a language other than English, call 1-800-318-2596 and tell the customer service representative 
the language you need. We’ll get you help at no cost to you. TTY users should call 1-855-889-4325. FFM-AFFORDABILITY




