Important information about health care benefits.
Ask someone to read this to you.
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Informacién importante sobre los beneficios médicos. Pidale a
alguien que le lea esto.
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APPLICATION FOR
ealth Care Coverage

This application may be used by families with children or by pregnant women
who apply for health care benefits under the Medicaid program or the
Children’s Health Insurance Program (CHIP).

You can apply online at www.compass.state.pa.us

Health Care in Pennsylvania
Easy, affordable protection for your family
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RESET FIELDS

Information about Health Care Coverage

Please note: If you need Medicaid benefits for families without children, cash
assistance, or food stamps, you must complete a different application. Please call
yvour County Assistance Office and they will send vou the proper form.

If you need help: You can get help with this form. For help, you can call the Helpline at

1-800-842-2020 or ask for help at the County Assistance Office. If you are hearing
impaired, call TDD 1-800-451-5886.

Health Care Coverage May Include:

+  Checkups * Immunizations

+ Sick visits and prescription drugs + Vision testing and eyeglasses

+ Emergency room care + Lab tests and X-rays

+ Hearing testing and hearing aids + Mental health and substance abuse treatment

Questions You Might Have

Q: Which program can my children enroll in?
A

Whether your children enroll in Medicaid or CHIP depends mostly on your income and the ages
of your children. You may apply to the program of your choice. This application will work for both
programs.

 If you apply first to Medicaid, but are not eligible, the application will be sent to a CHIP program
to see if you are eligible.

« If you apply first to CHIP, but are not eligible, the application will be sent to the County
Assistance Office to see if you are eligible for Medicaid.

* Ifthis happens, you will get a letter telling you what has happened to the application and what to
expect.

Q. How will I know if my family is eligible?

=

You should receive a letter from the program you applied to within 30 days. This letter will tell you who
Is eligible for the program and who is not. If someone does not get into the program, the letter will tell
you why and what you can do next.

Q: What if someone in my family has a disability or a special health care need?

You cannot be turned down for coverage because you have a disability or a special need. If you or
your child has a disability or a special health care need, a higher income limit can be used when you
apply for Medicaid. You may also be able to receive additional services.

=
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Application for Health Care Coverage

A

- Keep front and back cover.

Remove pages 3 through 10 at perforation and mail in supplied envelope

A After completion -

Si necisita este informacion en espafiol, llame al teléfone: 1-800-842-2020

What language do you prefer? ~ __ Spanish __ English __ Other (specify)
¢ Qué idioma prefiere usted? __ Espafiol ___Inglés __ Other (especifique)

This form is for two programs: Medicaid (also known as Medical Assistance) and CHIP (Children’s Health
Insurance Program).

All information you provide on this form will be shared between the two programs if necessary. It is confidential.

Medicaid: Provides health care coverage for children under age 21, pregnant women, and other adults.

CHIP: Provides health care coverage for children under age 19 who do not have health insurance
and who are not eligible for Medicaid.

Whether your children are enrolled in CHIP or Medicaid will depend mostly on your income and the ages of
your children.

1. Fill out the form. Please print.

2. Attach proof of all income your household received during the last 30 days.
* Proof includes pay stubs, award letters or checks.

+ Make sure the pay stubs show a full month’s income and the pay period. (If paid every week, attach four
pay stubs. If paid every two weeks attach two pay stubs.) Also, an employer can write a letter that states
what the monthly pay is if there are no pay stubs.

+ If self employed, copies of tax returns or receipts, or other records count as proof of income.
+ The information you attach should show what the income is before taxes and deductions.
3. If you are applying for someone who is not a U.S. Citizen, please attach proof of alien status.

(You do not need to attach proof of alien status if this is an emergency application for
Medicaid.)

4. Mail or take this form to your local County Assistance Office. Call 1-800-842-2020 if you do
not know where to send your form.

5. If you need help with this application, please call 1-800-842-2020, or if you are hearing
impaired call TDD 1-800-451-5886.

[. Tell us who vou are and where you live.

Last name (Parent/Caretaker) First Name Middle Initial
Social Security Number * Street Address

City County State Zip

Home Phone Work Phone Best time to call

*If you are not applying for yourself, you can leave this blank.
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II. Please list the people who live with you. Start with yourself.

Are you Is this person Is this person
applying for a student How is this aUs.
this person? | Sex Is this Birthdate under age 19? | person related | Citizen? *
Last name, first name, Mi Yes/No? MorF | person: MM/DD/YY Social Security Number* | Yes/No? to you? Yes/No?
Yourself || Married
|]Single
|| Divorced Self
|| Separated
|| Widowed
Person 2 | Married (] Child
[ Single [ Stepchild
|| Divorced ] Spouse
|| Separated [ Other
|| Widowed
Person 3 | Married (] Child
[ Single [ Stepchild
|| Divorced ] Spouse
|| Separated [ Other
|| Widowed
Person 4 [ Married [ Child
[ Single [ Stepchild
] Divorced ] Spouse
[ Separated [ Other
] Widowed
Person 5 [J Married 1 Child
[ Single [ Stepchild
] Divorced [] Spouse
[ Separated [ Other
] Widowed
Person 6 [ Married [ Child
[ Single [ Stepchild
] Divorced [] Spouse
[ Separated [ Other
] Widowed
Person 7 [ Married [ Child
[ Single [ Stepchild
] Divorced ] Spouse
[ Separated [ Other
] Widowed
Person 8 [ Married [ Child
[ Single [ Stepchild
] Divorced [] Spouse
[ Separated [ Other
] Widowed

*If you are not applying for this person, you can leave the Social Security Number space and the U.S. citizen space blank.

Are you, or is anyone who lives with you a stepparent?

Do the stepchildren live with you?

Stepparent’s name:

' |yes | |no Ifyes, tell us:

' |yes | |no (if the answer is no, skip to section Il)

Stepparent for which children?

Stepparent’s name:

Stepparent for which children?
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III. Income and Expenses.

Please tell us about the income of any child or adult you have listed on this application.

How often is the income

Does anyone have income from: received? (weekly, Amount of monthly income before taxes and
(Please check yes or no) YES | NO | Whose income is this? | bi-weekly, monthly, etc.) | deductions
Employment

Employer’s Name:

Employment

Employer’s Name:

Social Security Income

Supplemental Security income (SSI)

Pension/Retirement

Worker's Compensation

Unemployment Benefits

Dividends/Interest

Self Employment (Including babysitting and
room and board paid to you.)

Child Support/Alimony

Public Assistance

Other (Specify)

Other (Specify)

Some of your expenses can help make you eligible. Please tell us what
you pay for child care and adult care, and what you pay for
transportation to go to work.

Child Care & Adult Care Expenses Jl Transportation Expenses

Name of child or disabled adult Monthly expense amount How much does it cost you to get to work each week if
you ride with another person or take a bus, subway, or
trolley?

If you drive to work, how many miles do you drive each
week?

If you have a car, how much is your monthly payment?

5 PA 600 CH.1 (SG) 12/06



Medicaid can sometimes pay bills that your other health insurance doesn’t cover. If you or

IV. Health Insurance

someone you are applying for has health insurance, please complete this section.

Does anyone you are applying for have health insurance? | |yes | |no

If yes, please fill in the next section and tell us all you can about the insurance. If no, skip this section.
If you have more than one kind of insurance, please fill in a box for each policy.

If more than one person has insurance, please fill in a box for each person.

Insurance Company

Who holds this policy?

Who is covered?

What is covered? [ | Hospital care [ ] Prescriptions [ ] Visions
[ ] Doctor’s visits [ ] Dental

Policy number

Group number/name

When did this insurance start?

When did this insurance stop? (Leave blank if you are still covered)

Insurance Company

Who holds this policy?

Who is covered?

What is covered? [ | Hospital care [ ] Prescriptions [ ] Visions
[ ] Doctor’s visits [ ] Dental

Policy number

Group number/name

When did this insurance start?

When did this insurance stop? (Leave blank if you are still covered)

Insurance Company

Who holds this policy?

Who is covered?

What is covered? [ ] Hospital care [ ] Prescriptions [] Visions
[ ] Doctor’s visits [ ] Dental

Policy number

Group number/name

When did this insurance start?

When did this insurance stop? (Leave blank if you are still covered)

Car msurance will often pay for injuries that occur in an accident.
Medicaid will pay for only what the car insurance doesn’t cover.

Do you have car insurance? | |yes | |no

If yes, please fill in the next section. If no, you can leave it blank.

Insurance company name

Who holds this policy?

Policy number

Policy expiration date
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Medicaid can sometimes buy health insurance for you or your children from your employer.
Please help us decide if this is possible by completing this section.

Please check yes or no YES | NO

Can you get health insurance for yourself through your work?

If yes, would you have to pay for it?

Can you get health insurance for your children through your work?

If yes, would you have to pay for it?

In the last 30 days, did anyone in your family lose a job where they had health insurance?

V. Special Qualifying Information

If someone you are applying for has a disability or a special health care need, a higher income
limit can be used when your family applies for Medicaid. Additional services are available.
Please help us find out if anyone you are applying for is eligible for these programs.

Are you, or is anyone who lives with you, pregnant? | | yes | no Ifyes, tell us who?

Name: Due date:
Name: Due date:

Do you, or does anyone who lives with you have a disability or a special health care need? | | yes ' |no
If yes, tell us who, and about their needs?

Name: What is the disability or condition (optional):
Name: What is the disability or condition (optional):
Name: What is the disability or condition (optional):

Did anyone receive Supplemental Security income (SSI) in the past? | | yes 1 no (If no, you can skip this section)
If yes, who?

Name: What is the disability or condition (optional):
Name: What is the disability or condition (optional):
Name: What is the disability or condition (optional):

You may be able to get help from Medicaid for
unpaid medical bills from the last 3 months.

Do you have any unpaid medical bills for anyone you are applying for? | | yes | |no
If yes, please give us copies of the bills and proof of income for those months.

* Proof includes pay stubs, award letters or checks.

* Make sure the pay stubs show a full month’s income and the pay period. (If paid every week,
attach four pay stubs. If paid every two weeks attach two pay stubs.)

* If self employed, copies of tax returns or receipts, or other records count as proof of income.

* The information you attach should show what the income is before taxes and deductions.
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VI. Optional Information

None of these answers will affect your application for health care coverage.

If you are eligible for Medicaid, you may be able to get help with child support
payments and with health insurance for your child if he or she has a parent who
does not live with you. Please complete the section below. Your children can still
receive health care coverage if you do not complete this section.

Name of absent parent: [ ] check if deceased
Absent Parent’s Street Address City State Zip
Date of Birth: Social Security Number Which child(ren) is/was this parent responsible for?

Name of absent parent: [ ] check if deceased
Absent Parent’s Street Address City State Zip
Date of Birth: Social Security Number Which child(ren) is/was this parent responsible for?

Name of absent parent: [ ] check if deceased
Absent Parent’s Street Address City State Zip
Date of Birth: Social Security Number Which child(ren) is/was this parent responsible for?

Name of absent parent: [ ] check if deceased
Absent Parent’s Street Address City State Zip
Date of Birth: Social Security Number Which child(ren) is/was this parent responsible for?

PAG00 CH.1(SG) 12106 8



Optional Information (continued)

Please help us help other families by answering these questions.

How did you learn about CHIP and Medicaid? (You can check more than one box)

] at the County Assistance Office [ ] through a local community organization
] through CHIP [ ] at my doctors office [ ] through a family member
] the 1-800-986-KIDS Helpline [ ] atthe hospital [ ] through a friend or neighbor
“JonTV [ ] through my work [ ] other
] on the radio

[ ] through my children’s school

Did your children have health insurance in the past six months? | |yes | |no
If yes, please tell us if they lost their health insurance because:

[ ] my job stopped providing health insurance for my children

[ ] my job raised the cost of health insurance for my children

[ ] the health insurance was too expensive

[ 1 my children no longer got health insurance through a child support order
[ 1 I'no longer have a job

[ ] other reason:

What school district do you live in?

Racial and ethnic information about the people who live with you. Start with yourself.

Name Race (check all that apply) Ethnicity
Yourself [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
Person 2 [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
Person 3 [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
Person 4 [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
Person 5 [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
Person 6 [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
Person 7 [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
Person 8 [ ] African American [ ] Native Alaskan/American Indian | [ ] Hispanic
[ ]Asian [ ] Native Hawaiian/Pacific Islander | [ ] Non Hispanic
[ ] Caucasian [ Asian (Indian subcontinent)
9 PA 600 CH.1(SG) 12/06




VII. You have certain rights and responsibilities. They are:

MEDICAID:

| understand that the information on this form will be kept confidential.

| authorize the release of personal, financial, and medical information for the purpose of determining eligibility and for review of the CHIP and
Medicaid programs.

[ understand that | must report all changes in my household or financial situation to the County Assistance Office within one week.
| understand that | can request a hearing if | do not agree with a decision made on this application.
| understand that my situation is subject to verification from employers, financial sources and other third parties.

| understand that Medicaid applicants must provide their Social Security Number. This number may be used to check the information on this
application.

I understand that | have a right to a certificate of creditable coverage to verify my medical coverage. Federal law limits when health coverage
may be denied or limited for a pre-existing condition. If | enroll in a group health plan that has a pre-existing condition, | can get credit for the
time | received Medicaid.

| certify that all information on this application is true under penalty of perjury.

| certify to the best of my knowledge that | understand my rights and responsibilities.

CHIP:

| have read and fully understand this application. The information that | have given is true and correct.
| understand that there may be penalties for knowingly giving false information.

| understand that if some or all of my children do not qualify for CHIP, they may qualify for Medicaid. If this is the case, | will allow CHIP to give
my name and the information on this application to the Department of Public Welfare.

[ agree to help in the review of the CHIP program. | understand this may include interviews, and a review of my child’s health records and
application form.

Signature of Applicant
or person applying for applicant(s): Date:

Certification of Citizenship or Alien Status
By signing my name below, | certify that the persons that | am applying for are U.S. citizens or aliens in lawful immigration status. | know |
must sign this in order to be eligible for Medicaid under law. (An alien who is applying only for Medicaid emergency health benefits does not
have to sign this certification.)

Sign Here:

For Office Use Only

Source of Application: [_] Helpline [ ] CAO [ | CHIP Contractor (specify) [ 1 Other (specify)
Date Received: / / Categories:

File Cleared By/Date: / / Screened By/Date: / /
AP Registration#: Provider #:

County: District: Record #:

[ ] Authorized [ ] Not Authorized [ ] Reason Code

PA600 CH.1 (SG) 12106 10



Information about
Health Care Coverage
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Health Care Coverage May Include:

« Checkups

* Immunizations

« Sick visits and prescription drugs

« Vision testing and eyeglasses

« Emergency room care

« Lab tests and X-rays

 Hearing testing and hearing aids

+ Mental health and substance abuse treatment

Questions You Might Have

Q:  Which program can my children enroll in?

t A: Whether your children enroll in Medicaid or CHIP
depends mostly on your income and the ages of your
: children. You may apply to the program of your choice.
This application will work for both programs.

: « If you apply first to Medicaid, but are not eligible,
the application will be sent to a CHIP program to
see if you are eligible.

: * If you apply first to CHIP, but are not eligible, the
application will be sent to the County Assistance
i Office to see if you are eligible for Medicaid.

i « If this happens, you will get a letter telling you what
has happened to the application and what to
: expect.

How will I know if my family is eligible?

You should receive a letter from the program you applied
! to within 30 days. This letter will tell you who is eligible
for the program and who is not. If someone does not get
: into the program, the letter will tell you why and what you
: can do next.

Q: What if someone in my family has a disability or
a special health care need?

. Ar You cannot be turned down for coverage because you
have a disability or a special need. If you or your child

! has a disability or a special health care need, a higher
i income limit can be used when you apply for Medicaid.
; You may also be able to receive additional services.

1
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VII. You have certain rights and

responsibilities. They are:

MEDICAID:

| understand that the information on this form will be kept confidential.

| authorize the release of personal, financial, and medical information for
the purpose of determining eligibility and for review of the CHIP and
Medicaid programs.

| understand that | must report all changes in my household or financial
situation to the County Assistance Office within one week.

| understand that | can request a hearing if | do not agree with a decision
made on this application.

| understand that my situation is subject to verification from employers,
financial sources and other third parties.

‘spa02a.L .moA .10f daay pure aun) pajiop Suoje ) ﬁ%

| understand that Medicaid applicants must provide their Social Security
Number. This number may be used to check the information on this
application.

| understand that | have a right to a certificate of creditable coverage to
verify my medical coverage. Federal law limits when health coverage may
be denied or limited for a pre-existing condition. If | enroll in a group health
plan that has a pre-existing condition, | can get credit for the time |
received Medicaid.

| certify that all information on this application is true under penalty
of perjury.

| certify to the best of my knowledge that | understand my rights and
responsibilities.

CHIP:

| have read and fully understand this application. The information that |
have given is true and correct.

| understand that there may be penalties for knowingly giving false
information.

| understand that if some or all of my children do not qualify for CHIP, they
may qualify for Medicaid. If this is the case, | will allow CHIP to give my
name and the information on this application to the Department of Public
Welfare.

| agree to help in the review of the CHIP program. | understand this may
include interviews, and a review of my child’s health records and
application form.

Keep this page for vour records.

PA600 CH.1 (SG) 12106



	Untitled


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	Button1: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Text5: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Text42: 
	Text43: 
	Text44: 
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Text59: 
	Text60: 
	Text61: 
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Text76: 
	Text77: 
	Text78: 
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Text93: 
	Text94: 
	Text95: 
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Text110: 
	Text111: 
	Text112: 
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text136: 
	Text137: 
	Text138: 
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Text127: 
	Text128: 
	Text129: 
	Text144: 
	Text145: 
	Text146: 
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Text134: 
	Text135: 
	Text151: 
	Text152: 
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Check Box161: Off
	Check Box162: Off
	Text163: 
	Text164: 
	Text170: 
	Text165: 
	Text166: 
	Check Box167: Off
	Check Box168: Off
	Check Box173: Off
	Check Box174: Off
	Text169: 
	Text171: 
	Text172: 
	Check Box178: Off
	Check Box179: Off
	Text175: 
	Text176: 
	Text177: 
	Check Box183: Off
	Check Box184: Off
	Text180: 
	Text181: 
	Text182: 
	Check Box188: Off
	Check Box189: Off
	Text185: 
	Text186: 
	Text187: 
	Check Box193: Off
	Check Box194: Off
	Text190: 
	Text191: 
	Text192: 
	Check Box198: Off
	Check Box199: Off
	Text195: 
	Text196: 
	Text197: 
	Check Box203: Off
	Check Box204: Off
	Text200: 
	Text201: 
	Text202: 
	Text205: 
	Text206: 
	Text207: 
	Check Box208: Off
	Check Box209: Off
	Check Box213: Off
	Check Box214: Off
	Text210: 
	Text211: 
	Text212: 
	Check Box218: Off
	Check Box219: Off
	Text215: 
	Text216: 
	Text217: 
	Check Box223: Off
	Check Box224: Off
	Text220: 
	Text221: 
	Text222: 
	Text225: 
	Text226: 
	Text227: 
	Text228: 
	Text229: 
	Text230: 
	Text231: 
	Text232: 
	Text233: 
	Text234: 
	Text235: 
	Text236: 
	Text237: 
	Text238: 
	Text239: 
	Text240: 
	Text241: 
	Text242: 
	Check Box243: Off
	Check Box244: Off
	Text245: 
	Text246: 
	Text247: 
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Text253: 
	Text254: 
	Text255: 
	Text256: 
	Text257: 
	Text258: 
	Text269: 
	Text270: 
	Text259: 
	Text271: 
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Text265: 
	Text266: 
	Text277: 
	Text278: 
	Text267: 
	Text268: 
	Text279: 
	Text280: 
	Check Box281: Off
	Check Box282: Off
	Text283: 
	Text284: 
	Text285: 
	Text286: 
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Text299: 
	Text301: 
	Text300: 
	Text302: 
	Check Box303: Off
	Check Box304: Off
	Text305: 
	Text306: 
	Text307: 
	Text308: 
	Text309: 
	Text310: 
	Check Box311: Off
	Check Box312: Off
	Text313: 
	Text314: 
	Text315: 
	Text316: 
	Text317: 
	Text318: 
	Text319: 
	Check Box320: Off
	Check Box321: Off
	Text322: 
	Check Box323: Off
	Text324: 
	Text325: 
	Text326: 
	Text327: 
	Text328: 
	Text329: 
	Text330: 
	Text331: 
	Check Box332: Off
	Text333: 
	Text334: 
	Text335: 
	Text336: 
	Text337: 
	Text338: 
	Text339: 
	Text340: 
	Text349: 
	Check Box341: Off
	Check Box350: Off
	Text342: 
	Text343: 
	Text344: 
	Text345: 
	Text351: 
	Text352: 
	Text353: 
	Text354: 
	Text346: 
	Text347: 
	Text348: 
	Text355: 
	Text356: 
	Text357: 
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Text371: 
	Check Box370: Off
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Check Box376: Off
	Check Box377: Off
	Check Box378: Off
	Check Box379: Off
	Text380: 
	Text381: 
	Text382: 
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box388: Off
	Check Box389: Off
	Check Box390: Off
	Text391: 
	Check Box392: Off
	Check Box393: Off
	Check Box394: Off
	Check Box395: Off
	Check Box397: Off
	Check Box396: Off
	Check Box398: Off
	Check Box399: Off
	Text400: 
	Check Box401: Off
	Check Box402: Off
	Check Box403: Off
	Check Box404: Off
	Check Box405: Off
	Check Box406: Off
	Check Box407: Off
	Check Box408: Off
	Text409: 
	Check Box410: Off
	Check Box411: Off
	Check Box412: Off
	Check Box413: Off
	Check Box414: Off
	Check Box415: Off
	Check Box416: Off
	Check Box417: Off
	Text418: 
	Check Box419: Off
	Check Box420: Off
	Check Box421: Off
	Check Box422: Off
	Check Box423: Off
	Check Box424: Off
	Check Box425: Off
	Check Box426: Off
	Text427: 
	Check Box428: Off
	Check Box429: Off
	Check Box430: Off
	Check Box431: Off
	Check Box432: Off
	Check Box433: Off
	Check Box434: Off
	Check Box435: Off
	Text436: 
	Text445: 
	Check Box437: Off
	Check Box438: Off
	Check Box439: Off
	Check Box440: Off
	Check Box441: Off
	Check Box442: Off
	Check Box443: Off
	Check Box444: Off
	Check Box446: Off
	Check Box447: Off
	Check Box448: Off
	Check Box449: Off
	Check Box450: Off
	Check Box451: Off
	Check Box452: Off
	Check Box453: Off
	Text454: 


