
 

First Name MI Last Name Phone  Numbers Preferred Language (See Instructions)

(Suffix )
H  (       )                       
W (       )                     Other (       )	

Address Apt  No. City State Zip City/County of Residence

(Street)

(Mailing)

Plan First
Virginia’s Family Planning Program 

for Men and Women
If you need assistance completing the application, please contact your local Department of Social Services.

  
Plan First is a program which pays for family planning services and is available for those who are not eligible for full health care coverage. You may be 
eligible for full health care coverage if you are pregnant, or if you are age 18 or under. If you think this may apply to you, please complete the Health 

Insurance for Children and Pregnant Women application available online at www.famis.org or at your local Department of Social Services.

Step 1 Tell us who is completing the application, where you live, and where you get your mail.

Agency use only:
Application:	 New	    Renewal

Case #

Eligibility Worker

cc

Step 2 Tell us about yourself, your spouse (if you are married & living together), and any children under 21 years of 
age who live in your home. If you are under age 21 and living with your parents, list your parents.

Person 4Person 1 Person 2 Person 3

Name 
(first, MI, last)

Relationship to 
Person in Step 1

Date of Birth 
& Sex

Applying for 
Plan First?

Self

(Suffix) (Suffix)(Suffix)(Suffix)

Yes	     Nocc

  Spouse          Child          Step-child
  Other  (Parent, grandchild, sibling, etc.)c

ccc
c

Yes	     Nocc Yes	     Nocc Yes	     Nocc

Month/day/year       M        Fcc Month/day/year       M        Fcc Month/day/year       M        Fcc Month/day/year       M        Fcc
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  Spouse          Child          Step-child
  Other  (Parent, grandchild, sibling, etc.)c

ccc   Spouse          Child          Step-child
  Other  (Parent, grandchild, sibling, etc.)c

ccc



Step 3 Provide the following information only for persons applying for Plan First.

 Applicant #1 Applicant #2 Applicant #3

Social 
Security #:

Does this 
person have 
health 
insurance?

(See instructions 
for further 
explanation)

Person’s Race, 
see codes below:

If Yes, please provide:

Type of Policy:

Company Name:

Policy ID#

If Yes, please provide:

Type of Policy:

Company Name:

Policy ID#

If Yes, please provide:

Type of Policy:

Company Name:

Policy ID#

1 White; 2 Black or African American; 3 American Indian/Alaskan Native; 4 Asian; 5 Spanish American/Hispanic; 6 Native Hawaiian or 
Other Pacific Islander; 7 Asian & White; 8 Black/African American & White; 9 Other or Unknown; or A Asian & Black/African American 

Race Codes:

Person’s 
Ethnicity Yes	     NoccHispanic/Latino Yes	     NoccHispanic/LatinoYes	     NoccHispanic/Latino

Yes	     Nocc Yes	     NoccYes	     Nocc

Race Code # Race Code #Race Code #

Is this person a 
U.S. Citizen?

(See instructions)

Yes	     Nocc Yes	     NoccYes	     Nocc

If yes, please provide City, County 
and State/Country of
Birth

If yes, please provide City, County 
and State/Country of
Birth

If yes, please provide City, County 
and State/Country of
Birth

If the person
is not a U.S. 
citizen
complete this 
section.

Alien/INS#

Date entered U.S.

Country of Birth:

Alien/INS#

Date entered U.S.

Country of Birth:

Alien/INS#

Date entered U.S.

Country of Birth:

Has this person had 
a procedure that 
now prevents 
pregnancies?
(tubes tied, hysterectomy 
or vasectomy)

Yes	     Nocc Yes	     NoccYes	     Nocc

A program of the Commonwealth of VirginiaDMAS-65E   RVSD 0808

Name



Step 6 Voter Registration 	(See instructions for Step 6)

If you are not registered to vote where you live now, would you like to apply to register to vote here today? If you would like help in ýlling out the voter registration application form, we will help you. The decision whether to seek 
help or accept help is yours. You may ýll out the application form in private. 
Please check one of the following. If you do not check any box, you will be considered to have decided not to register to vote at this time.
Ǐ I am not registered to vote where I currently live and would like to register to vote here today. I certify that a voter registration application form was given to me to complete.   Ǐ I do not want to apply to register to vote today.
Ǐ I am registered to vote at my current address. (If already registered at your current address, you are not eligible to register to vote.)   Ǐ I do want to apply to register to vote. Please send me a voter registration form.
Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by this agency. A decision not to apply to register to vote will remain conýdential. A decision to apply to register 
to vote and the ofýce where your application was submitted will also remain conýdential and may only be used for voter registration purposes. If you believe that someone has interfered with your right to register or to decline to 
register to vote, your right to privacy in deciding whether to register to vote, or your right in applying to register to vote, you may ýle a complaint with: Secretary of the Virginia State Board of Elections, Ninth Street Ofýce 
Building, 200 North Ninth Street, Richmond, VA 23219-3497, (804) 786-6551.

Agency Use Only: 	 Face-to-face interview not required. 		  A voter registration form was mailed. Date mailed:
A program of the Commonwealth of VirginiaDMAS-65E   RVSD 0808

Step 4 Tell us about your income, the income of your spouse (if you are married and living together), and the income 
of any children under 21 years of age who live in your home. If you are under the age of 21 and live with your 
parents, list your parents’ income.

Yes	     NoccStep 5 Tell us about childcare or adult daycare expenses:
Do you pay someone to provide childcare or adult daycare while you work? 

Full Name of 
person in daycare How much do you pay?

How often?
How much do you pay?
How often?

How much do you pay?
How often?

How much do you pay?
How often?

Person Receiving Income Employer’s Name or Source of 
Income

How Often is Income Received? How Much Gross Income is 
Received?

(First Name, MI, Last Name, Suffix) Name of Employer

(First Name, MI, Last Name, Suffix) Name of Employer

(First Name, MI, Last Name, Suffix) Name of Employer

(First Name, MI, Last Name, Suffix) Name of Employer

weekly               twice a month        
every two weeks
monthly	             yearlyc

c

c   c

c   

weekly               twice a month        
every two weeks
monthly	             yearlyc

c

c   c

c   

weekly               twice a month        
every two weeks
monthly	             yearlyc

c

c   c

c   

weekly               twice a month        
every two weeks
monthly	             yearlyc

c

c   c

c   

$

$

$

$



Step 7 Release of Information

 

 

Would you like to name a person who could apply for Medical Assistance benefits or receive correspondence and notices for you?
c           Yes   c  No    If yes, please provide the following information in the space provided below.

Name of Representative                                                					     Phone Number

Address (Street, P.O. Box, etc.)                                     					     City, State, Zip

I want this representative to:   		  Apply for and/or renew Medical Assistance
                                               		  Receive requests for information needed to determine eligibility
                                                 		  Receive letters regarding actions taken on my case
                                                 		  Other (specify): 

Step 8 Signature of Applicant 1	   		       Note: We cannot process this application for you unless it is signed.  

□
□
□
□

By signing below, I certify that I have read my Rights and Responsibilities (located on the instructions page) and agree to all the 
conditions and terms. I also agree that all the information I have given on this application is true and correct to the best of my knowledge 
and belief. I also understand that if I give false information, withhold information, or fail to report required changes promptly or on purpose, 
health insurance coverage may be denied or ended and I could be prosecuted for perjury, larceny and/or fraud.

SIGNATURE (REQUIRED) 									           DATE

A program of the Commonwealth of VirginiaDMAS-65E   RVSD 0808

Signature of Applicant 2	   		        Note: We cannot process this application for you unless it is signed.  

 
By signing below, I certify that I have read my Rights and Responsibilities (located on the instructions page) and agree to all the 
conditions and terms. I also agree that all the information I have given on this application is true and correct to the best of my knowledge 
and belief. I also understand that if I give false information, withhold information, or fail to report required changes promptly or on purpose, 
health insurance coverage may be denied or ended and I could be prosecuted for perjury, larceny and/or fraud.

SIGNATURE (REQUIRED) 									           DATE



This application m
ay be used for m

en 
and w

om
en applying for beneýts 

through Plan First.
H

ow
 do I apply?

To get started, sim
ply com

plete this application and m
ail, drop 

off, or fax to the local D
epartm

ent of Social Services (D
SS) 

in the city or county in w
hich you live. If you need assistance 

com
pleting the application, please contact your local D

S
S

.

If you are age 18 or under or pregnant:
The H

ealth Insurance for C
hildren and P

regnant W
om

en 
A

pplication is used to apply for full beneýt m
edical assistance 

for children age 18 or under and pregnant w
om

en. This 
application is available on-line at w

w
w

.fam
is.org or at your 

local D
epartm

ent of S
ocial S

ervices.
 If you are age 19 or older:
The P

lan First A
pplication is used to apply for m

edical 
assistance lim

ited to fam
ily planning services. You m

ay use 
this application to apply for P

lan First for yourself and/or your 
spouse w

ith w
hom

 you live. You m
ay also designate som

eone 
to apply on your behalf (authorized representative).

A person can not choose to be enrolled in P
lan First if he/she 

is eligible for full beneýt m
edical assistance.

  Step 1	
Inform

ation on person com
pleting application

C
om

plete this section listing your nam
e, address, city/county 

of residence and phone num
ber. P

lease list the address you 
w

ant P
lan First inform

ation to be m
ailed to in the m

ailing 
section. P

lease indicate a phone num
ber w

here you can 
be reached if needed, regarding your P

lan First application. 
P

lease tell us the language you speak. W
rite the nam

e of the 
language in the space provided, such as: E

nglish, S
panish, 

Vietnam
ese, Farsi, K

orean, K
urdish, A

rabic, U
rdu, R

ussian, or 
any other language.

Step 2
Inform

ation on applicant and other fam
ily m

em
bers in 

the hom
e

P
rovide inform

ation on you, your spouse (if you are m
arried &

 
living together), and all children under 21 w

ho live in the hom
e 

w
ith you even if they are not applying for P

lan First. C
heck 

w
hether you are applying for P

lan First for each person listed 
in S

tep 2. A
lthough you can only apply for persons 19 years 

and older on this form
, w

e need inform
ation on all children 

under 21 living in your hom
e to correctly determ

ine the size of 
the fam

ily. If there are m
ore than 3 children under age 21 in 

the hom
e, com

plete S
tep 2 on another application and attach 

it to this one. For each child under age 21 in the hom
e, please 

w
rite the child’s nam

e, the child’s relationship to you, the 
child’s date of birth, and check if the child is m

ale or fem
ale. 

Step 3
Inform

ation about persons applying for insurance

A
nsw

er all the questions in the colum
n, if you are applying for 

P
lan First insurance for this person. 

A
pplication Instructions &

 R
ights and R

esponsibilities

E
nter the Social Security num

ber for each person 
applying for P

lan First. A S
ocial S

ecurity num
ber is required 

for all persons applying for P
lan First.

For each person, check w
hether or not he or she has other 

health insurance coverage now
. H

aving other health 
insurance m

ay affect a person’s eligibility for P
lan First. If the 

person has health insurance now
, list the type of policy. (For 

exam
ple, com

prehensive coverage, m
ajor m

edical, m
ilitary-

sponsored health care, specified disease coverage, dental 
only or vision only coverage, etc.) P

rovide the nam
e of the 

insurance com
pany and the policy num

ber.

P
ersons are not eligible for P

lan First if they have m
ajor 

m
edical coverage, even if it does not include fam

ily planning 
benefits.

E
nter the correct code num

ber for each person’s race. C
odes 

are listed below
 the question on the application. Then check 

yes or no if he/she is of H
ispanic/Latino ethnic origin.

If the person is a U
.S

. citizen check yes. If the person is a 
legal im

m
igrant, provide the person’s A

lien/IN
S

 #, country of 
birth, and the date the person entered the U

.S
. S

om
e adults 

w
ho are legal im

m
igrants m

ay qualify for P
lan First. You m

ust 
provide a copy of the front and back of the person’s R

esident 
A

lien C
ard or other proof of im

m
igration status w

ith this 
application. If the person is a U

.S
. citizen and qualifies for 

P
lan First, you m

ay be asked to provide proof of his/her 
citizenship and identity. 

C
heck yes or no depending on if the person has had a 

procedure that now
 prevents a pregnancy, such as a tubal 

ligation, hysterectom
y or vasectom

y. A
nyone w

ho has had a 
sterilization procedure is not eligible for P

lan First.

Step 4
Incom

e

P
lease list the nam

e and the source of incom
e for yourself 

and your spouse (if m
arried and living together) and the 

incom
e of any children under 21 years of age w

ho live in your 
hom

e. If you are under age 21 and live w
ith your parents, you 

w
ill need to include your parents’ incom

e inform
ation along 

w
ith your ow

n. 

If the incom
e is from

 a job, list the nam
e of the em

ployer. If 
the incom

e is from
 another source (such as unem

ploym
ent 

com
pensation, S

ocial S
ecurity, etc), w

rite the type or source 
of the incom

e.

For each type of incom
e listed, check how

 often it is received 
(each w

eek, every tw
o w

eeks, tw
ice a m

onth, once a m
onth, 

or yearly) and w
rite the gross am

ount of incom
e received 

each tim
e. B

e sure to w
rite the am

ount of incom
e before any 

taxes or other deductions are taken (gross incom
e).

You also need to provide proof of each type of incom
e for 

each source listed above. You w
ill need to provide proof of all 

incom
e received in the prior m

onth before you apply or the 
m

ost recent 4 w
eek period. (For exam

ple, if you w
ere 

applying in June, you w
ould need to attach proof of all incom

e 
received in the m

onth of M
ay. If you w

ere applying in M
ay, you 

w
ould need to provide proof of all incom

e for A
pril.)

To provide proof of incom
e from

 a job, please attach a copy 

D
M

A
S

-65E
   R

V
S

D
 0808

A program
 of the C

om
m

onw
ealth of Virginia



A program
 of the C

om
m

onw
ealth of Virginia

ǒ ǒǒ ǒ ǒ ǒ ǒ ǒǒA
s an enrollee in Plan First, I understand:

H
elp us m

aintain coverage - tell us if you m
ove!

B
e treated fairly and equally regardless of m

y race, 
color, religion, national origin, gender, political beliefs, 
or disability consistent w

ith state and federal law
. 

File a com
plaint if I feel I have been discrim

inated 
against. R

equest, in w
riting, a hearing or review

 of any 
negative action that affects eligibility for or receipt of 
P

lan First benefits. This includes tim
ely decisions m

ade 
on this application. 

YO
U

R
 R

IG
H

TS A
N

D
 R

ESPO
N

SIB
ILITIES

(R
ead this section before signing the application)

I have the right to:

I m
ay be held responsible for paym

ent of any service 
not covered by P

lan First.
I m

ust report any changes in the inform
ation provided 

on this application w
ithin 10 calendar days to m

y local 
D

epartm
ent of S

ocial S
ervices.

P
lan First m

ust be renew
ed at least every 12 m

onths. 
It is very im

portant that you report any change in your 
address to the D

S
S

 agency that is m
anaging the case. 

If w
e do not have a correct address, w

e w
ill not be able 

to notify you w
hen it is tim

e to renew
 coverage and the 

person(s) w
ill be cancelled from

 the program
.

I further understand and agree that:
The S

tate and its contractors m
ay contact other S

tate 
and Federal agencies to verify any inform

ation that 
affects eligibility for coverage of the persons applied for 
on this application.
The S

tate and its contractors m
ay exchange 

inform
ation on this application and m

edical, health, or 
other inform

ation relating to the person’s coverage w
ith 

other agencies and contractors to assist w
ith 

application, enrollm
ent, adm

inistration, quality control, 
and quality assurance.
 The C

om
m

onw
ealth of Virginia or its designee has the 

right to receive paym
ents for services and supplies 

from
 insurance com

panies and other liable sources as 
reim

bursem
ent for m

edical services received by the 
persons.
E

ach provider of m
edical services to the person m

ay 
release any m

edical or other inform
ation necessary for 

the provider to be paid. 
If I am

 found eligible for full benefit M
edicaid, I m

ust 
cooperate in pursuing paternity and m

edical support for 
m

y children. I understand that m
y failure to cooperate 

m
ay cause m

y ineligibilty for full benefit M
edicaid.

D
M

A
S

-65E
   R

V
S

D
 0808

of all paycheck stubs for the m
onth before you apply or the 

m
ost recent 4 w

eek period show
ing gross pay. If you do not 

have paycheck stubs, you can send a signed letter from
 an 

em
ployer stating how

 m
uch (gross pay) the em

ployee w
as 

paid for each pay period for that m
onth, or you m

ay contact 
your local D

S
S

 agency to request a special form
 for 

reporting em
ploym

ent incom
e. If you are self-em

ployed, 
provide your m

ost current tax return and all schedules or 
provide business records. You m

ay be asked to provide 
records from

 the last three m
onths up to the last year.

You m
ust also provide proof of other types of incom

e 
received. E

xam
ples of proof of other incom

e include:
	

S
ocial S

ecurity or S
upplem

ental S
ecurity Incom

e 	
	

(S
S

I) or Veteran’s benefits - the current year aw
ard 	

	
letter. 				





	

U
nem

ploym
ent com

pensation - a print out from
 		

	
the E

m
ploym

ent C
om

m
ission of all paym

ents  		


	
for the last m

onth, benefits aw
ard letter, or a 		


	

copy of all checks received last m
onth.

If incom
e is different from

 m
onth to m

onth, you m
ay provide 

proof of the last 3 m
onths of incom

e to show
 an average 

incom
e. If you have questions about w

hat incom
e to report 

or w
hat proof is needed, please call your local D

epartm
ent of 

S
ocial S

ervices.

Step 5
C

hildcare or A
dult D

aycare Expenses

C
ertain child and adult daycare expenses m

ay help a 
person qualify for P

lan First. Tell us if you pay for childcare 
or adult daycare w

hile you w
ork. If the answ

er is yes, w
rite 

the nam
e of each person in daycare, how

 m
uch you pay for 

their care, and how
 often you pay it. (For exam

ple: $50 a 
w

eek or $200 a m
onth.) You can even report this expense if 

you are paying a relative to care for the children. The adult 
daycare expenses m

ust be for an incapacitated spouse or 
parent of the person applying for health insurance.

Step 6
Voter R

egistration

P
lease follow

 instructions on the application. 
W

arning: Intentionally m
aking a m

aterially false 
statem

ent on this form
 constitutes the crim

e of election 
fraud, w

hich is punishable under Virginia law
 as a felony. 

Violators m
ay be sentenced to up to 10 years in prison, 

or up to 12 m
onths in jail and/or ýned up to $2,500.

Step 7
R

elease of Inform
ation

If you w
ould like som

eone else to provide or receive 
inform

ation on your behalf, clearly print the person’s nam
e, 

the address, and phone num
ber in this section. W

e w
ill 

not release any inform
ation about this application to anyone 

except you, unless you tell us w
ho you w

ant to be able to 
receive this inform

ation.

Step 8
Signature

E
ach applicant m

ust sign the application, even if it is filled out 
by another person. B

efore you sign this application, m
ake 

sure all the inform
ation is correct and read the section on 

your R
ights and R

esponsibilities carefully. W
hen you sign 

the application you are agreeing to all the statem
ents under 

the R
ights and R

esponsibilities. Sign and date the 

ǒ ǒ
application. W

e cannot process an application w
ithout a 

signature.

Final checklist:
D

id you answ
er all the questions?

D
id you attach proof of all of last m

onth’s incom
e?

D
id you attach any other necessary docum

ents?
D

id you sign the application?

M
ail, fax or drop off the application at your local 

D
epartm

ent of Social Services today.

ǒ


