
 
Catastrophic Illness Program 
129 Pleasant Street 
Concord NH 03301-3857 
Toll Free Number: 1-800-351-1888 Ext. 4495 Fax #: (603) 271-7985 
 
 

 
F New Application  F Yearly Update      
   

 
Applicant Name: _____________________________________________Date of Birth: ____/____/_____ Sex: M / F 
          Last       Mi                             First               
 

Residence: ____________________________________________________________________________________________
       Street Address       

     
___________________________________________________________________Phone: ________________________________ 
 Town/City       State      Zip 
 
Same As Mailing Address: Yes / No 
 
Mailing Address: _________________________________________________________________________________ 
 
Race / Ethnicity: � White (Non–Hispanic) � Black / African American (Non-Hispanic) � American Indian / 
Native Alaskan   � Asian  � Native Hawaiian / Pacific Islands � Multi-Racial (Non-Hispanic) � Hispanic  
� Other (Non–Hispanic) 

The State of New Hampshire, Department of Health and Human Services does not discriminate because of race, creed, color, sex, age, political 
affiliation or belief, religion, national origin, or handicap. There will be no unlawful discrimination in accepting or providing services. 

 
U.S. Citizen:  Yes / No / Legal Resident of U.S       

Status: (Check One) F Married F Partners in Civil Union F Single F Separated F Widowed 

Number of adults in household: _________ Number of children under 18 living with you: ______ 

 Applicant  Spouse/Other  

Name of person whose income you are reporting:      

Gross Earned Income Please attach copies of appropriate paperwork to 
support information as reported 

Monthly wages; total amount of the last 1 month of 
pay stubs OR   

Amount from last year’s 1040 tax form; before 
deductions      

Unearned Income (Monthly Total) Please attach copies of appropriate paperwork to 
support information as reported 

Social Security/Disability (SSI/SSA)     
Alimony received     
Unemployment Compensation (copy of check)     
Cash Assistance from the State of NH   
Pension/VA benefits     
Insurance benefits from accident or injury     
Dividends (Trust/Annuities /Settlement)     
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OFFICE USE ONLY 
CIP Case Number  Program Code: 

Income Verification  NEED   HAVE REQUESTED Financial Review By:  

Resource Verification NEED   HAVE REQUESTED Medical Review By: 

HIPPA Release NEED   HAVE REQUESTED Letter Sent: 
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Accessible Resources  Please attach copies of appropriate paperwork to 
support information as reported 

Trust funds/Settlements     
Checking Accounts     
Savings Accounts     
Stocks / Savings Bonds / CD's     

    
By my initials, I declare that these financial statements are correct and true to the best of my knowledge.  I realize that any 
intentional misrepresentation may result in legal action against me since The Catastrophic Illness Program receives its 
funds from state and federal sources. ________________________(Initials) 
 
 Do you have any form of health insurance?  Yes / No 

 Private Insurance:  Yes / No / Cobra   Name of Insurance: ______________ Monthly Premium: ________ 

 Medicare  (Check All That Apply): F  Part A F  Part B F  Part D  Monthly Premium: ________ 

   Medicaid:  Yes / No   Type of: F  APTD F  HC-BC F  OAA  Date Applied For: _________ 

Do You Have A Monthly Spend-Down?  Yes / No     Monthly Amount: _________    

 Veterans Benefits:  Yes / No                                                                                                                                

Medical Information:  

What are your current and active diagnoses? _______________________________________________________ 

Who referred you to the CIP Program? _____________________________________________________________ 

Types Of Providers 
Treating Your Diagnosis Name Office Name & Address Telephone 

Primary Care Provider       

Specialist     

Other Treating Doctor       

Other Treating Doctor    

Social Worker    

Pharmacy Used    
 

~You have completed the CIP Application~ please sign below.  
 
Print name of who filled out the application: _______________________________________________________ 
 
Signature of Applicant: _______________________________________________________ Date: _____________   
By signing my name, I attest that all information provided in the application is true and correct to the best of my 
knowledge. 
 
Mail completed application to: DHHS/ BEAS Catastrophic Illness Program, 129 Pleasant St, Brown bldg, 

Concord NH 03301
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