
STATE OF NEVADA
DEPARTMENT OF HEALTHANDHUMANSERVICES

DIVISION OF WELFARE AND SUPPORTIVE SERVICES
1470 College Parkway

Carson City, Nevada 89706~7924

Medicaid Estate Recovery - (775) 684-3716

MEDICAID ESTATE RECOVERY
NOTIFICATION OF PROGRAM OPERATION

Jfyou areapplyingfor or receivingbenefitsfrom theMedicaidProgram, this documentcontains importantinformation which
may affectyour decisionabout using the MedicaidProgram. Recovery is notpursued until after the death ofthe Medicaid
recipientand onlyafter the deathofthe individualssurvivingspouse and onlyat a timewhen thereisno survivingchildunder
age 21; 01; no survivingchildwho is blindand/ordisabledofany age. With courtapprovalthe State mayplace a lienagainst
theproperty ofa deceasedMedicaid recipientfor recoverywhen none ofthe exemptions arepresent.

Pursuant to state and federal law, the Nevada StateDepartmentof Health andHuman Services administers a MedicaidEstate
RecoveryProgramwherebyMedicaidassistance is recoveredfromthe estateof thepersonwhoreceivedbenefitsafterOctober
1, 1993. Medicaidrecipientsaged 55 or older (ORan inpatientofa medicalfacility) are affected by this programand maybe
requiredto pay, fromtheir estate,all Medicaidbenefitspaid on their behalf Medicaidpaymentssubject to recoveryinclude:
medicalassistance ofhome and community-based services, nursingfacilityservices, relatedhospital,doctor, prescription drug
services, MedicarePartAandB premiums, fees paid for Medicaidco-insurance and deductibles prior to 01/01/2010and any
other paymentsmade by the MedicaidProgram.

FederalLaw (42U.S.C. 1396p) and Statelaw(NRS422.054)definesundividedestate. Thestatedefinesundividedestate asall
real and personalpropertyand other assets includedin the estate of a deceasedrecipient of Medicaid and any otherreal and
personalpropertyand otherassetsin orto whichthe individualhad anylegaltitleor interestat thetimeof death(tothe extentof
such interest), including such assets conveyed to a survivor, heir, or assign of the deceasedindividualthrough joint tenancy,
tenancy in common, survivorship, life estate,living trust, annuity, homesteador otherarrangement. Claims brought by the
state for the recovery of correctly paid Medicaid benefits shall not be defeated by a claim of homestead exemption or by
the operation of bankruptcy or insolvency law.

MedicaidEstate Recoverymay initiatepropertyliens againstthe real propertyof Medicaidrecipients if:

1. Withthe approval of the court, any individualprior to his deathreceivedincorrectlypaid benefits.

2. A deceasedMedicaidrecipientaged 55 or olderheld an interestor legaltitle to real propertyprior to or atthe
time of death, actionmaybe taken to initiatea propertylien. No lienmaybe placed withoutthejudgment of
the court. Recoverywill be delayeduntil the deathof the survivingspouse,and onlyat the time, there areno
childrenunder the age of21, or childrenwho may be blind and/or disabled.

The following income, resources, and propertyare exemptfrom Medicaid estaterecovery:

1. Certain income and resources of American Indians and Alaska Natives. Income and resources (such as
interests in and income derived from Tribal land and other resources currently held in trust status and
judgment funds from the Indian Claims Commission and the U.S. Claims COUlt) that are exempt from
Medicaid estate recoveryby ?ther laws and regulations;

2. Ownership interest in trust or non-trustproperty, includingreal propertyand improvements:
a. Located on a reservation(any federally recognizedIndian Tribe's reservation,Pueblo, or Colony,

including former reservations in Oklahoma, Alaska Native regions established by Alaska Native
ClaimsSettlementAct andIndian allotments) ornear a reservation as designated and approved bythe
Bureau ofIndianAffairs of the U.S. Department of the Interior; or
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II

State of Nevada
Department of Health and Human Services

Division of Welfare and Supportive Services

APPLICATION FOR ASSISTANCE

MEDICAID - MEDICAL ASSISTANCE TO THE AGED, BLIND AND DISABLED (MAABD)
SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM (SNAP)

IF YOU NEED HELP COMPLETING ANY PART OF THIS FORM, LET US KNOW.

Public Assistance Programs you may apply for:

* MEDICAID - Medical Assistance to the Aged, Blind and Disabled (MAABD)
Medical assistance for low-income individuals who are eligible under the folloWing programs:

• Over Age 65
• Blind
• Disabled
• Hospital Stay, Nursing Home Stay, Home Care Waiver Application
• Non-citizens Who Meet Specific Program Requirements
• Qualified Medicare Beneficiaries

* SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM (SNAP)
Food assistance (formerly known as Food Stamps) for low-income households to help
supplement the purchase of food.

READ THIS PAGE CAREFULLY BEFORE FILLING OUT THE APPLICATION

1. Read each page carefully and answer every question. If the answer is "none," then write in "NONE."

2. If you need help filling out the form, you may want to ask your family. a friend or a case manager from
the Division of Welfare and Supportive Services (DWSS).

3. Remember, you are certifying to the correctness of your answers whether you are completing the
form yourself. or acting for another person who is unable to complete the form.

The Division of Welfare and Supportive Services will verify the answers you give on this form. Willful
concealment of income and assets could result in criminal prosecution.

4. Your Rights and Obligations as a recipient are attached to the back of this application.

5. If you are applying for someone other than yourself, check boxes or complete blank spaces as it applies to
the person for whom the application is made.
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Division of Welfare and Supportive Services

Complete the application questions as they pertain to the person in need of assistance.
If you need more space to answer, write on a separate sheet of paper.

Race (optional) - please check one of the boxes D Hispanic/Latino or 0 Non-Hispanic or Latino.
Please list below the ethnlcity' code for each household member: A - Asian; B - Black or African American;
I - American Indian or Alaska Native; J - American Indian or Alaskan Native and White; L - Asian and White; M - Black or African
American and White; N - Native Indian/Alaskan Native and Black/African American; U- Native Hawaiian or other Pacific Islander; W­
White; Z - 2 or more combinations not listed above.
Please list marital status for each household member: D - Divorced; L - Legally Separated; M - Married;

N - Never Married; P - Separated; W - Widowed

SOCIAL
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Facility Address City Stale Zip

Home Address City Slale Zip,

Mailing Address City Stale Zip

Home Phone IDay/Message Phone IDale of Death (If applicable)

APPLICANT INFORMATION

1. When did the above person(s) move to Nevada?
2. Do you intend to continue living in Nevada?
3. Has anyone, applying for assistance, RECEIVED any type of public assistance in the

past 90 days?

DYES D NO

DYES DNO

MoNrStaleCounlyCityName of Person

____-----,-,-_-,- Where: When: _If YES, Who:

DYES D NO
DYES DNO

Date Left: _

______ DYES D NO

Ifyou are applying for Medicaid, you may request paymentfor any medical expenses you had in the three months prior to this
medical application. This is known as PRIORMEDICALASSISTANCE.
4. Does anyone wish to apply for prior medical assistance? Months Requested

Who: -------;--;-----;:---;-;------:,--------;--;------:c:-:------;--;--------:c,------::-----;-----------
5. Has anyone, applying for assistance, been in a hospital, nursing home or other medical

institution during the past 3 months?
Are you currently in a hospital, nursing home, or other medical facility?
If YES, Who: Date Entered: _

Facility Name/Address:

6. Are you (check EACH answer that applies to you) D Age 65 or Older D Blind D Disabled
7. If disabled, date most recent disability began:

What is your disability?

Under penalty of perjury, I swear the statements on this application are true and correct.

Your Signature Date
PHOTOCOPY AND DATE STAMP PAGE 1 TO ESTABLISH APPLICATION DATE.



Resource Account/Policy Amount Amount
Owner(s) Type Number Value Owed

20. Are any of the resources, in question 19, MONEYFORBURIAL?
If YES,which item(s):

DYES DNO

21. list all cars, trucks, recreational vehicles, trailers, etc., for all persons applying for
assistance. INCLUDE VEHICLES THAT DO NOT RUN.
o Car D Motorcycle D MotorHome 0 Trailer/Camper 0 None
o TruckNan 0 Snowmobile 0 Boats/Motors 0 OtherVehicle(dunebuggy, ATV, etc.) _

Year, Make & Check if Year, Make Check if
Ownerts) Model Value Reaistered ownerts) & Model Value Raqlstered

22. Has anyone sold, traded, or given away money, vehicles, property or other resources,
closed any bank accounts, or purchased any annuities in the last 60 months? DYES D NO
If YES,give date Valueof property and/orcashgift
Description of property/gift Totalsale price _

23. Have either youoryour spouse executed a trust, annuity, court order and/or purchased a
Promissory Note, loan or life Estate? DYES D NO
Be awarethat by virtueof the provision of medicalassistance for institutional care,annuities purchased on or afterFebruary 8,
2006 must namethe Stateof Nevada as the remainderbeneficiary.
If YES, attacha copy(ies) of the document(s) with the application.

INCOME INFORMATION

24. list current AND last employer for ALL household members.

How Tips Per
Employment Name, Address of Employer Often Hours Hourly Pay
Dates MMIVY or Trainlna Paid Worked Waae Period Reason for Leavina,

Name:

Start: I - -

End: I - -

Name:

Start: I - ~

End: I - -

Name:

Start: I - -

End: I - -
Name:

Start: I - -

End: I - -
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SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM APPLICATION

COMPLETE THISPAGEONLYIFAPPLYING FORSNAPAS HOMEBASEDWAIVERAPPLICANTORSPOUSE OFAPPLICANT
REQUESTING HOSPITAL OR NURSING HOME ASSISTANCE.

27. Do you usually buy and prepare your food with the other people in your home?

28. What is the TOTAL gross amount of money your household expects to receive
this month from any source?

29. How much do all persons have in cash, checking and savings accounts?

30. How much is your current monthly cost for housing (rentfmortgage) and utilities?

31. Has anyone in the household received benefits in another state?
When? City/County/State?

32. Is any household member on strike? If YES,complete below.

DYES DNO

$----­
$----­
$------

DYES DNO

DYES DNO

Name of Person on Strike Date Strike Began and Ended Employer's Name,Address and Phone No.

- - - -
- - - --

33. Are there non-citizen members living in the house? DYES D NO
34. Is any member in the household applying for assistance currently wanted by any law

enforcement agency for any reason (including questioning)?
35 Has any member in the household applying for assistance ever been convicted of

any drug-related offenses?
36. Is anyone in the household applying for assistance currently sanctioned for an

intentional program violation?

DYES DNO

DYES DNO

DYES DNO

EXPENSES

DYES DNO

DYES DNO

Water $-----
Garbage $ _
Sewer $ _
Telephone $ _
Other $ _

DYES DNO

If you claim and provide proofof shelter, utility,dependent care and/ormedical expenses, your SNAPamountmay be more. If you
have any of these expenses and do not claim them and/or do not provide proof, your SNAP benefits may be less than you
would receive if expenses were claimed. Failure to claim or provide proof ofexpenses will be seen as a statement by your
household you do not want to receive a deduction from income for the unreported expense.
37. Does anyone in the household pay court ordered child support to

someone not living with you? 0 YES D NO /00 not wish to claim
38. Is anyone paying for or being charged for the case of a dependent child or disabled adult so someone

in the household can work, attend training, school, or look for work? 0 YES 0 NO Amount $__--,-_
39. Does anyone in the household expect any changes in income, expenses or work hours? DYES D NO
40. Were you billed for or expect to pay medical costs (doctor/hospital bills, prescriptions,

dental bills, etc.) for anyone in your home who is disabled or age 60 or older?
41. List the monthly shelter expenses for your household.

Rent or Space Rent $ Electricity $ _
Mortgage(including 2nd

) $ NaturalGas $ -----
PropertyTaxes $ Propane $
Home Insurance $ Heating Oil $ -----
Association Fees $ Wood $ _

42. Does anyone else pay a portion of your rent or utilities?
Who? Howmuch? _

43. Is the rent government subsidized (HUD,Section 8, Federal Public Housing, etc.)?
44. List landlord'sfrental company's name, address and phone number.

Landlord's Name Address Telephone

FOR OFFICE USE ONLY - EXPEDITED SERVICE SCREEN - Household eligible for expedited service.

DYES 0 NO Expedited Service Screener's Signature:

SIGNATURE AND AFFIRMATION
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If I am 60 yearsof age or older, I herebyconsent to the disclosure of my identityandwaive my right as an older person to have my
identity kept confidential. I hereby release the holder of such information from liability; if any, resulting from the disclosure of the
required information.

I understand the questions on this application andthe penaltyfor hiding or givingfalse information. I agree to notify the Division of
WelfareandSupportive Services of anychanges in mycircumstances thatmayaffectmyeligibility for assistance. I understand failure
to report changes in circumstances mayresult in overpayment collection/criminal prosecution.

I understand SocialSecurityNumbers (SSNs) are usedto verify incomeand resources, to seewhat benefits are available, as case
numbers in the computer, gather workforce information for research which helps lawmakers and agencies improve services to
Nevadans, investigate fraud, recoveroverpaid benefits, makesurenobodygetsbenefits in morethanonehousehold (double benefits)
or while they are in jail or prison or deceased and match against other federal and state records. For example: Child Support
Enforcement Program (CSEP), Unemployment Insurance Benefits (UIB), Internal Revenue Service (IRS), Medicaid andSocialSecurity
Administration (SSA), lawenforcement/prlson records. By signing this application, I allowtheagencyto usemy SSNfor thepurposes
explained on this form. This includes anyone underage 18 I am applyingfor.

I herebyauthorize theNevada Department of Health andHuman Servicestomakeany investigation concerning meorothermembers
of myhousehold whichis necessary to determine eligibility for anybenefits I havereceived orwillreceive underprograms administered
by the Division of Welfareand Supportive Services. I herebyauthorize and consentto the release of all information concerning me
and/ormy household members to the Department of Healthand Human Servicesby the holderof the information such as, but not
limitedto, wageinformation, information madeconfidential by law,as well as patientinformation privileged underNRS49.225, or any
otherprovision of law.This information mayalsoinclude education records (inclUding IEPrecords) maintained at thelocalschooldistrict
that arenecessary for Medicaidreimbursement purposes for healthservicesprovided to mychild. I herebyrelease the holderof the
information from liability, if any, resulting fromthe release (disclosure) of the required information. A REPRODUCED COPYOFTHIS
AUTHORIZATIONLEGALLY CONSTITUTES AN ORIGINALCOPY.

I realizethat I mustgivecompleteandaccurate information and thatwillful concealment of income andassetscouldresult in criminal
prosecution. I certifyunderpenaltyof perjury, my answers are correctand complete to the best of my knowledge and ability.

If you are applying for someone else and they are unable to sign, sign your name for them on the applicant's signature line
(e.g., John Doe for Mary Doe).

Signatureor Markof Applicant Date Signature or Markof Applicant's SPOUSE Date

WITNESS: (USEIF APPLICANT CANNOTREADOR WRITEOR IS BLIND)

The Information Contained In This Application HasBeen ReadTo The ApplicantAnd I HaveWitnessed TheAbove Signature

SignatureOf Witness Address Date

IN CASE OF EMERGENCY, NOTIFY:

Name Relalionship Address Telephone#

MUSTSIGN b I. tI' fThe person applymg or assis ance eow.

U.S.
Citizen Non-citizen

I certifyunderpenalty of perjury, by signing my namebelow, that f have or Lawfully
reported the correctcitizenship statusfor all household members. National Admitted Other Date

1.

2.
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a. ANY CHANGES IN ADDRESS;
b. Any changein assets or property;
c. Any change of income for yourself affecting eligibility must be reported. This includes any receipt of, increase,

reduction or termination of anyformof income, including earnings, unemployment, Social Security benefits, veteran's
benefits, railroad retirement, income, Employers Insurance Company of Nevada (EICON), child support and
contributions from relatives andfriends other than income;

d. Any changes/information that mayaffectyour eligibility for assistance.

5. If you are applying for Supplemental Nutrition Assistance Program (SNAP)
You are required to report all changes in your household from the date you submit your application to the day of your
interview. OnceSNAPbenefitsareapproved, youwill receive a noticeinforming you ofyourspecific reporting requirement.
If your household is designated as a Change status Reporting Householdyouwill be required to reportchanges within 10
daysfrom the date the changehappened.
If your household is designated asa Simplified Reporting Householdyouwill onlyneedto reportif you moveoutof stateor
your household's incomeexceeds 130%of the federalpoverty level for your household size.

6. The SNAPProgram allowscertain household expenses likerent,mortgage, propertytaxes, homeowner's insurance, utility
expense, child/dependent care andchildsupport paidby the household as a deduction to determine the amountof SNAP
yourhousehold is eligiblefor as longasthe expense is reported and verified. Medicalexpenses over$35.00areallowed if
there is an elderlyor disabled person applying for benefits. If you do not reportor verifyany of the expenses listedon the
application, this will be considered you do not want to receivea deduction for the unreported or unverified expense.

7. Your case may be reviewed by a qualitycontrolunit as to the accuracyof benefitspaid or allotted. You are required to
cooperate with the review.

8. Youmustassistthe ChildSupportEnforcement Program or districtattorneyinestablishing parentage ofa childbornout-of­
wedlockand assist in obtaining medical care supportand payments for all personsapplying for or receiving assistance.

SPECIAL NOTICE:

1. Failure or refusal to complywith abovemay result in your termination from the welfareprogram. The above information
mustbe reported to your caseworker; reporting to othergovernmental agencies suchasSocialSecurity doesnotmeetyour
obligation as a welfarerecipient. Periodically this agencymaymail to you correspondence which requires you to respond
by a certain date. If you are awayfrom home, you are not excused from your responsibility to respond by the designated
date. You may wish to make arrangements for your mail duringyour absence.

2. Eligibilityand income information will be regularly requested from NevadaState Employment Security Department, the
Social Security Administration, and the Internal Revenue Service, and will be used in determining your eligibility for
assistance.

3. Changes mustbe reported immediately afteryou applyand beforeyou are approved benefits. Onceyour SNAPbenefits
are approved, you must reportwithin 10 daysfrom the date the changehappened, and once your Medicaid benefitsare
approved, proof of the change mustbe postmarked by the 51h of the following month. Your case managermay request
additional proofof the change. Youwill be required to providethe proofby a certain date inorderto continue youreligibility
or to avoidan overpayment or underpayment of benefits.

ApplicanURecipient Date CaseManagerSignature Date

• If you haveproblems understanding or completing theseforms, aska relative, friendor contactyourlocalDivision ofWelfareandSupportive
Servicesoffice.
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Non-Discrimination
"In accordancewith Federal law andu.s. Departmentof Agriculture(USDA)andU.S. DepartmentofHealth andHuman Services(HHS)
policy,this institutionis prohibitedfrom discriminating on the basis of race, color, nationalorigin, sex, age, or disability.Under the Food
StampAct and USDA policy, discrimination is prohibited also on the basis ofreligion or political beliefs.
"To file a complaintofdiscrimination, contactUSDAorHHS. Write USDA,Director,Officeof CivilRights, 1400IndependenceAvenue,
S.W.,Washington, D.C. 20250-9410 or call (800)795-3272 (voice)or (202)720-6382(TTY). WriteHHS,Director,Officefor CivilRights,
Room 506-F, 200 Independence Avenue, S.W., Washington, D.C. 20201 or call (202) 619-0403 (voice) or
(202) 619-3257(TTY). USDA andHHS are equal opportunityproviders and emnlovers."

Your Rights
Anyonewhoseapplicationfor assistancehas beendenied,not actedonwithina reasonabletimeframe,or whosebenefitshave been reduced
or terminated,mayrequest a conferenceor hearing. Youmayrequest a conferenceor hearingbywritingyour localdistrictDWSS officeor
the administration office. For SNAP,youmayrequest a hearing by callingyour localdistrictDWSSoffice. You may alsorequesta hearing
for assistanceprograms such as SNAP or Medicaid within 90 days of the notice date. For Social Service programs, you must request a
hearing within 13 days from the notice date.
You will be notified in writing 10 days prior to the hearing date, the time and location of the hearing. You may be represented at a
conference/hearing by anyone you have given written authorization to which must be given to the DWSS office prior to the
conference/hearing. You mayrequestinformation on thevariouslegal serviceswhichmaybe availablein yourcommunityat no cost,please
contactus for information. Ifyou are dissatisfiedwith the hearing decision,you may appeal,yourcase to your local District Court ofthe
State of Nevada.

Your Responsibilities
If you are applying for Medicaid:
You mustreport changesin YOUI'mailingaddressimmediately. Additionalchangesmustbe reportedimmediately afteryou applyand before
you are approvedbenefits. Onceyour benefitsare approvedyoumust report the followingchangesand the changemust be reported by the
5lh ofthe followingmonth.Youmustreportchangessuchas yourphysicaladdress,livingexpenses,subsidizedhousingvalue,maritalstatus,
employmentstatus, any moneyyou receive or incomefrom any source, assets/resources, absentparent's address,number ofpeople in the
home,birthofa child in your home, schoolattendance, absenceofany householdmemberevenif'itis temporary (ifmore than 30 days),and
any other change which may affect your household benefits.
Ifyou are applying for Supplemental Nutrition Assistance (SNAP):
You are required to report all changes in your householdfrom the date you submit your applicationto the day ofyour interview, Once
SNAPbenefitsare approved,youmust reportrequiredchangeswithin10 daysfromthe datethe changehappenedbasedonyour household's
specific reporting requirements. You will receive a notice informingyou ofyour specific requirement.
Ifyour household is designatedas a Change StatusReportingHouseholdyou will be required to report the same changes listed under the
request for TANF and Medicaid.
If your household is designated as a SimplifiedReporting Householdyou will only need to report if you move out of state or your
household's income exceeds 130% ofthe federal poverty level for your householdsize.
Your caseworkermay request additionalproof ofthe change. Youwill berequiredto providetheproof bya certaindate in orderto continue
your eligibility or to avoid an overpaymentor underpaymentof benefits.
The SupplementalNutrition Assistance Program allows certain household expenses like rent, mortgage, property taxes, homeowner's
insurance, utility expenses,child/dependentcare and childsupportpaid by the householdas a deductionto determinethe amountof SNAP
benefitsyour household is eligiblefor as-long as the expense-is reported andverified. Medical expensesover$35.00 are allowed ifthere is
an elderly or disabledperson applyingfor benefits. Ifyou do not report or verify any ofthe expenseslisted on the application, it may be
considered that you do not want to receive a deduction for the unreported or unverified expense.

UtilizingTANFfunds,DWSS throughtheNevadaPublicHealthFoundation(NPHF),has developeda classto targetpregnantand parenting
teens receiving TANF cash assistance. Teen parents receiving TANF benefits and services are known as STARS (Supporting Teens
AchievingReal-life Success)participants. This classhas beenexpandedto includeotherpregnantandparentingteens receivingother forms
ofassistance such as SNAP and ChildWelfare. This one-day class places emphasison employment, success in the workplace, decision­
making, money management and health, such as birth control and sexually transmitted diseases.
In addition, Community Action Teams, an entity of the Nevada Public Health Foundation, conduct community assessments of teen
pregnancy and its prevention and identify potential methods for reducing teen pregnancy through abstinence-basedprograms, Youths,
parents, business, churches, health care providers, law enforcement, schools and other organizations are encouraged to serve on the
CommunityAction Teams. Men of all ages are also encouragedto serve as positive rolemodels, reinforcing the postponement ofsexual
involvement message.

tobetween the hours of

After you submit your application you may call OUI' Voice Response Unit (VRU) system to find out if your case has been approved,
denied, terminated or is still pending. The VRU system will also let you know when YOUI' benefits have been issued lind the amount.
For Southern Nevada, call (702) 486-1646; Northern Nevada, call (775) 684-7200; Rural Nevada, call (800) 992-0900, extension
47200. Your Personal Identification Number (PIN) fOJ' the VRU system is__~ -=----::-'

You may contact your caseworker at

Visitour website at ltttp:lldwss.llv.gov/
This is YOUI' Copy, Keep This Page for Your Records

2920-EMIA (10/09)
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SECRETARY OF STATE BARBARA K. CEGAVSKE
STATE OF NEVADA

VOTER REGISTRATION APPLICATION

BOX3 - NAMEPlease write your name exactly as it appearson the Nevada driver's
license, JD card,or SocialSecuritycard referenced in Box8. If youdo not haveanyof
these forms of identification,pleaseseethe instructionsfor Box8.

BOX4 - HOME ADDRESS Yourhome address is the street address assigned to the
location at which you actually reside. If you reside at a location that has not been
assigned a street address, a descriptionof the location at which you actually reside
must be provided. A P.O. Boxcannotbe listed as a homeaddress.

BOX 8 -IDENTIFICATION REQUIREMENTS Federal andstatelaw requireyouto provide
your NVdriver's licenseor NVJD number. If you do not haveeither,you must provide
the last 4 digits of your social security number (SSN). If you do not haveany of these
three forms of identification,pleasecontactyourCounty Clerk/Registrar after youhave
completedand returnedthis form.

BOX11 - PARTY REGISTRATION Mark your choiceof a qualified party,"Nonpartisan"
or "other." If you mark "other," you may print the name of an unlisted political party.
If you registerwith a minor political party or as a nonpartisan, you will receivea non­
partisan ballolfor the PrimaryElection.

Application No.

HA

BOX 14 - ASSISTING IN THE COMPLETION OFTHIS FORM If you are assisting a
personto registerto vote,youmust completeBox14. FAILURE TO DO SOISA FELONY.

DEADLINES FOR SUBMITTING APPLICATION
* By Mail-postmarked by Saturday, 31 days beforean Election.
* In Person at DMV-by Saturday, 31 days beforean Election.* Online-by Tuesday, 21 days beforean Election.
* In Person At CountyClerk'sor Registrar'sOffice-by Tuesday, 21 days

beforean Election (for MunicipalElections, in personat City Clerk's).
* ForSpecial/Recall Elections-contact your CountyClerkor Registrar.

NOTICE You are urged to return your application to register to vote to the County
Clerk/Registrar in personor by mail. If youchooseto give your completedapplication
to anotherpersonto returnto the County Clerk/Registrar onyourbehalf, andthe person
fails to deliver the applicationto the CountyClerk/Registrar, you will not be registered
to vote. Please retain the duplicatecopyor receiptfrom your applicationto registerto
vote.

INTERESTED IN BEING A POLL WORKER? Please contact your local CountyClerkor
Registrar's Office.SeeReverse.

C CHECK THIS BOX TO RECEIVE A SAMPLE BALLOT IN LARGER TYPE

Your nameand residence addresswhere you were last registeredto vote. (NameUsed,Street,Apt. #, City, State & Zip Codeof FormerResidence)

Jr. Sr. II III IV

Signature

_/_/_­
(MM / DD / YYVY)

Zip Code

... DATE (REQUIRED) ...

'. Placeof Birth (Stateor Country)

State

Middle Name(Only)

City

City/SlalelZip Code

..8fl1JN~i~~IYJN~.;f~F!;~il ~~I}9.N}~·:A:~El;Q~
ND1NCbU[)E$'ACI\IIISPI= 'OF'OP·TO $20 000

DYes C No Checkboxesthat apply and complete items 3-1.4
DYes C No n NewRegistration n PartyAffiliation Change

o NameChange 0 AddressChange

"I swearor affirm. ,Iam a U.S.citizen. I will be at least 18 yearsold by the date of the next election,
• I will havecontinuouslyresidedin Nevada at least 30 daysin my county and at least 10 daysin my
precinctbeforethe nextelection· Thepresentaddresslistedhereinis my sole legalplaceof residence
and I claim no other place as my legal residence· I am not laboring under any felony convictionor
other lossof civil rights that would make it unlawful for me to vote. I declare underpenaltyof perjury
that the foregoing is true and correct."

... SIGNATURE OFAPPLICANT (REQUIRED) ...r ...'-~'~·~·_·I
MailingAddress

Areyou a citizen ofthe UnitedStatesof America?
Will you be 18 yearsof age or over on or beforeElection Day?
If you checked" no" in response to either of these questions, do not
completethis form.

LastName(Only) First Name(Only)

HomeStreetAddress (NoP.O. Box/Business Address. SeeInstructions.) Apt. #

MailingAddress-If different from above. (P.O. Boxor Mail ServiceAddress) t_-f~'._
;<'?>'/";o.

NVDriver's license No.lNV JD Card No.llast 4 of SSN

Important! If youare assistinga personto registerto vote and you are not a field registrar appointedby a CountyClerk/Registrar or an employeeof a voter
registrationagency, you MUSTcompletethe following. Yoursignature is required. Failureto do so is a felony.

PartyRegistration-Check OnlyOneBox

o Democratic Party

o Independent American Party

Libertarian Party

o Nonpartisan (no party affiliation)

o Republican Party

I I Other Party - Write In Below

(Revised 7.2015) (NSPO R". 9-15) (0)102~


