DEPARTMENT OF HEALTH AND HUMAN SERVICES

250114 SKYPORT DR
SCOTTSBLUFF NE 69361
Case Number - 00002113
Case Name - JACKSON JONES
CONTACT - None Assigned
Phone Number - (308)436-6500
Toll Free Number - (800)383-4278
Fax Number - (402)471-9209
Date of Notice - 04-15-2026
Mail Date - 04-17-2026
JACKSON JONES
8953 N ST

OMAHA NE 68111

Medicaid Work Requirements- Individual Declaration Form

Individuals eligible for Nebraska Medicaid through Medicaid expansion are required to demonstrate compliance with Medicaid work
requirements to qualify for Medicaid coverage. Medicaid expansion includes people who are aged 19-64, have alow income, and get their
health insurance through Nebraska Medicaid. They cannot get Medicare and they are not pregnant or eligible on the basis of a disability.
They also must be aU.S. citizen or meet Medicaid immigration rules. Low income means people who earn up to 138 percent of the
federal poverty level which, for 2026, is about $22,025 per year for a single person or $45,540 for afamily of four.

Thisform isintended to be used by such individuals to provide information which demonstrates compliance with Medicaid work
requirements.

This form only accepts attestation for the activities listed below. There may be other activities not listed that require a different form of
verification. For more information regarding Medicaid work requirements, please visit: dhhs.ne.gov/Pages/WorkRequirements.aspx

Qualifying Month(s):

e For new applicants, or individuals being added to-ahousehold, the questions on this form should be answered, and will be
assessed based on the month before the month in which the individual applied (last month).

e For existing members, the questions on this form should be answered, and will be assessed, based on the time between now and
your initial determination or last Medicaid renewal .
Please answer all questions completely and accurately to the best of your knowledge. If aquestion does not apply to you, answer
"No" or enter "N/A." Questions marked with an asterisk (*) are required. Submitting an incomplete form may result in delaysin
processing your benefits or may result’in the denial, termination or decrease in your benefits.
Whoisthisform being filled out for ? *
e Name JACKSON JONES
e Date of Birth: 03/04/1996
e |ast4of SSN:

Did thisindividual volunteer in their community in a qualifying month? Yes [] No []
o Number of volunteer hours per month:
e Name of Organization(s):

= Address(es):
® Organization Contact(s):
= Name(s):
Phone(s):
Did thisindividual participatein awork program in a qualifying month (including job training or employment services)?
Yes [] No []

e Number of hours per month:
e Name of the Work Program(s):

= Address(es):
e Work Program Contact(s):

Individual Declaration Form - ID Page 1 of 4 37849333



= Name(s):
= Phone(s):

Wasthisindividual enrolled in school or a career and technical education program in a qualifying month?

If yes, please complete the following:
= Name of school or program:
= Number of credit hours enrolled:
= Enrollment begin date:
= Anticipated graduation date (if applicable):

Wasthisindividual a parent, guardian, caretaker relative, or family caregiver of a disabled individual in aqualifying
month? Yes [] No []

e Describe the chronic or other health condition, disability, or functional limitation of the individual to whom careis
provided:

e (Mark/answer all that apply):

= Doesthedisabled individua live in your household? Yes [] No []
« Isthedisabled individual arelative? Yes [] No []
[ If noto the above question, describe your relationship to the individual who'you provide care
to:

=« How many hours of caregiving are provided?

Hastheindividual been incarcerated in thelast 12 months? Yes [] No []
® Most Recent Release Date;

=[] Check hereif theindividual is still incarcerated
e Name of Facility:

= Address:

Wasthisindividual considered medically frail or did they.otherwise have special medical needsin a qualifying month?
Thisincludes anyone who isblind or disabled, has a substance use disor der, has a disabling mental disorder, hasa
physical, intellectual, or developmental disability that significantly impairstheir ability to perform one or more activities
of daily living (for example bathing, dressing, eating; or toileting), or who hasa serious or complex medical condition.
Yes [] No []

e Describe the health condition(s) the individua has that fit the list above:

e What doctor(s) or healthcare provider(s) does the individual see for these health conditions?
= Name(s):
= Address(es):
= Telephone number(s):

e \Were services provided related to the above health condition(s) while the individual was enrolled with Nebraska
Medicaid? Yes [] No []

Was thisindividual participatingin a drug addiction or alcohol treatment and rehabilitation program in a qualifying
month? (If so, answer thefollowing based on the most recent participation.) Yes [] No []
o Name of Facility:
= (Facility Address:

= Contact Name:
=« Phone:

Date(s) of Service:
Were these services provided while the individual was enrolled with Nebraska Medicaid? Yes [] No []

Isthisindividual a veteran with a VA disability rating of 100% (total)? Yes [] No []
o If yes, effective date of disability rating:

Did thisindividual receive inpatient hospital services, nursing facility services, servicesin an intermediate car e facility
for individuals with intellectual disabilities (ICF/DD), inpatient psychiatric hospital services, or other similar servicesin a
qualifying month? Yes [] No []

e Date(s) of Service:
e Name of Facility:
e Werethese services provided while the individual was enrolled with Nebraska Medicaid? Yes [] No []
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Did thisindividual (or their dependent) travel outside of their community for an extended period of timeto receive
medical carefor a serious medical condition during a qualifying month? Yes [] No []

e Date(s) of Service:

e Name of Facility(s):

= Address(es):

Name of individual(s) receiving medical care:

Describe the health condition(s) being treated:

e Reason for travel outside of the individua's community:

e Werethese services provided while the individual was enrolled with NebraskaMedicaid? Yes [] No []

| hereby authorize the Nebraska Department of Health and Human Services and its agents to request from third.parties any information
or documents necessary for the administration of its programs. Such third parties shall include but not be limited to: the Internal Revenue
Service (IRS), Socia Security, the Department of Homeland Security, a consumer reporting agency, and financial institutions. Any third
party shall also be authorized to provide any information or documents requested by the Nebraska Department of Healthand Human
Services concerning myself or, when required by law, any other person. | further authorize the Nebraska Department of Health and
Human Services to release such information or documents to cooperating State or Federal Agenciesin accordance with any applicable
law.

This authorization is given only to the Nebraska Department of Health and Human Servicesto be used.in the administration of its
programs and for no other purposes. It shall continue in effect until the earliest of the rendering of afinal adverse decision on my
application for medical assistance, the cessation of my eligibility for medical assistance, or such time as| state in writing that | rescind this
authorization.

| release any third party from any and all liability to me and, when applicable, any other.person, for supplying the aforementioned
information or documents.

I'm signing thisform under penalty of perjury, which means|'ve provided true answersto all of the questionsto the best of my
knowledge. | know that | may be subject to penaltiesunder federal law if l.intentionally provide false or untrue information.

A REPRODUCTION OF THISRELEASE ISASVALID ASTHE ORIGINAL
Date:

Applicant/Beneficiary Signature
Date:

Signature and Relationship of Person Who Helped

| hereby authorize the Nebraska Department. of Healthand Human Services and its agents to request from third parties any information
or documents necessary for the administration of its programs, including financial information. | also authorize the release of my Social
Security Number for this purpose.

Additional comments:

If youwouldliketofill out thisform electronically, scan this QR code or go online to i Serve.Nebraska.gov for more information.

’éEI

E Nebraska
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English

The Nebraska Department of Health and Human Services provides language assistance services and auxiliary aids and
services, free of charge. For language assistance services or auxiliary aids, please call (402) 471-3121 or speak to someone

at the front desk.

Spanish

El Departamento de Salud y Servicios Humanos de Nebraska proporciona servicios de asistencia linglistica y ayudas y servicios
auxiliares, de forma gratuita. Para servicios de asistencia lingliistica o ayudas auxiliares, por favor llame al (402) 471-3121 o
hable con alguien en la recepcion.

Vietnamese
S& Y té va Dich vu Nhan sinh Nebraska cung cap dich vu hd tro' ngén ngtr va céc thiét bi hé tro' b6 tre, hoan toan mién phi. Bé
dwoc ho tror ngdn nglr hoéc s(r dung céc thiét bi hd tro bd tro, vui long goi sb (402) 471-3121 hodc trao dbi vé&i nhan vién tai
qudy | tan.
Arabic

i bl Jiusl ol A alll saeladl ilesa o J geaall Wlase Glal) ey e bl il 5 B salll Saebocall liasas (S0l 5 8 Tl cilasadl s danall 35000 o35

JHEEY) (S b il sall 2a ) sl 5 31214471 (402) 300 e Juaii)

French
Le Département de la Santé et des Services Sociaux du Nebraska propose gratuitement des services d'assistance linguistique
et des aides et services auxiliaires. Pour obtenir ces services, veuillez appeler le (402) 471-3121 ou vous adresser a l'accueil.

Chinese
AT EERNOEREScBEEFEEYEFRNHB I EARSE, NTESHMBUEETIE, FEET (402) 471-
3121 SEMEAEBB R,

German

Das Gesundheits- und Sozialministerium von Nebraska bietet kostenlose Sprachunterstiitzung sowie Hilfsmittel und
Dienstleistungen an. Fur Sprachunterstitzung oder Hilfestellungen wenden Sie sich bitte an die Telefonnummer (402) 471-3121
oder sprechen Sie mit einem Mitarbeiter an der Rezeption.

Somali

Waaxda Caafimaadka iyo Adeegyada Aadanaha ee Nebraska waxay bixiyaan adeegyada kaalmada lugadda iyo qalabka
caawiyo dadka wax magalka ku adeegyahay oo bilaash ah. Adeegyada kaalmada lugadda ama galabka caawiyo dadka wax
magqalka ku adeegyahay, fadlan wac (402) 471-3121ama la hadal qofka jooga soo dhaweynta.

Swahili

Idara ya Afya na Huduma za Kibinadamu ya Nebraska hutoa huduma za usaidizi wa lugha na usaidizi wa ziada na huduma, bila

malipo. Kwa huduma za usaidizi wa lugha au usaidizi wa ziada, tafadhali piga simu (402) 471-3121 au zungumza na mtu aliye
kwenye dawati la mapokezi.

Nepali
“ISTRehT TR YT HIFd Hal fAHITR HIWT HETadl Yalees T HeHIe Werdl X Ydees :Yeb U s | HIS gl dige df
TET® GEIdTe=ah! alfil, HUAT (402) 471-3121 T & TR dl e STHHT HaUT A THer|

Tagalog

Nagbibigay ang Nebraska Department of Health and Human Services ng mga serbisyong pantulong sa wika at mga karagdagang
tulong at serbisyo, nang walang bayad. Para sa mga serbisyong pantulong sa wika o mga karagdagang tulong, mangyaring
tumawag sa (402) 471-3121 o makipag-usap kaninuman sa front desk.

Russian

[enapraMeHT 3apaBooOXpaHeHWA W couuanbHbIX cnyx6 wrarta HebBpacka npepoctaBnAeT GecnnatHble YCNyri A3bIKOBOWM
NoAAepKKM, a Takke BCnoMoraTenbHble cpeacTBa U yenyri. [ina nony4yeHna yenyr A3bikoBOW NOAAEPIKA UMK BCNOMOraTenbHbIX
cpefcTs rnossoHuTe no Tenedony (402) 471-3121 unu obpatnteck K Komy-HMEyab Ha CTOMKE perucTpaLnm.

Ukranian

[enapraMeHT OXOpOHMW 300pOB'A Ta couianbHux cnyx6 wraty Hebpacka Hagae Ge3KOWTOBHI NOCMYrM MOBHOT NIATPUMKW, a
Takox AoNoMbKHI 3acobu Ta nocnyru. [insg oTpumMaHHa nocnyr MOBHOT NiATpUMKK abo nonomikHux 3acobis satenedoHyiTe (402)
471-3121 abo 3BepHITLCA 00 KOrock Ha cTinui peecTpauil.

Telugu

Blerar); GarfRod a9 O @oh Trind D85R arer DIFAD D&en BN DFAHE DIFATren SHBA
PO FDBOMT WOAN0D. 27T DIFAD W) BT DaFchHE dFaire Fho, dahTa (402) 471-3121 %o 520
TOH0A B 00k B SO &) D508 e Srerdod.

Hindi
g ! feuréie i go T gr- Sidas qud UTNT WeTadl §aTd quT 9eTde AT Ud JaTd W& Hal ¢ | HIST Geraal Sarsi
Tl G WYl & [0, HUAT (402) 471-3121 W HId B A1 The S R (B4 4 ad

Nebraska Medicaid Eligibility Go online: Federal Health Insurance Marketplace
Toll Free: (855)632-7633 i Serve.nebraska.gov Go online; Healthcare.gov

Lincoln: (402)473-7000 Customer Service Center: (800)318-2596
Omaha: (402)595-1178
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