
Child health insurance you can afford!
1-888-540-5437 toll-free • www.floridakidcare.org

Application & Instructions

SOCIAL SECURITY NUMBER (SSN): An adult’s
SSN on the application is optional. If
provided, Florida KidCare uses the SSN for
computer matches with other agencies and
contractors and it may help speed up your
child’s application processing.

We will not share your information with
the United States Citizenship and
Immigration Services (USCIS).
EMPLOYER INFORMATION: Write your work
telephone number and employer’s name
on the application.

If you have more than one job, list each
employer’s name. If you are self-employed,
write “self-employed.” If you are not
employed, write “unemployed.”

This information helps Florida KidCare
determine if your children might qualify
for lower cost or no-cost coverage.
nAnswer the shaded questions in Section 2
for each child who lives with you. For an
unborn child, write “unborn” in the First
Name box and answer Relationship to
Parent One, Relationship to Parent Two
and if you are applying for Florida KidCare.
Leave the rest of the questions blank for
the unborn child. After your baby is born,
call Florida KidCare to give the rest of the
application information.
nAnswer all of the questions in Section 2
only for each child who needs Florida
KidCare health insurance.

CHILD’S SOCIAL SECURITY NUMBER (SSN): If
you have an SSN for your child, write it on
the application. SSNs are used to do
computer matches with other agencies.
If your child does not have an SSN, write
the date you applied for or tried to apply
for an SSN on the application. To apply for
an SSN for your child, call the Social
Security Administration at 1-800-772-1213.
If you have access to the Internet, go to
www.ssa.gov for help applying for an SSN.

CHILD’S CITIZENSHIP: Mark “yes” if your
child is a U.S. citizen.

IMPORTANT INFORMATION FOR
IMMIGRANTS: Non-citizen children may be
eligible for Florida KidCare. If your child is
not a U.S. citizen, write the child’s date of
entry into the U.S. and the child’s USCIS
number. Make a copy of the front and
back sides of any of the following papers
you have for each child you are applying
for Florida KidCare and attach the copies
to the application:
nForm I-551 (Green Card, Permanent
Resident or Resident Alien Card)
nForm I-94 (Arrival/Departure Record)
nForm I-571 (Travel Authorization)
nNotice of DHS receipt of Form I-589
(Asylum Application), if Cuban or Haitian

nForm I-688B or Form I-766 (Work
Authorization Card)
nPassport or Laissez-Passer, including the
bearer's name and picture, stamped by the
Department of Homeland Security (DHS)
showing immigration status or immigrant
visa
nOther documentation of status, such as a
letter from USCIS, DHS, immigration judge
or Board of Immigration Appeals judge
nLetter of eligibility from the Office of
Refugee Resettlement

IMPORTANT PUBLIC CHARGE INFORMATION:
What you tell us about your child’s
citizenship status is confidential. Florida
KidCare will not share anything you tell us
with the USCIS. Information about a
parent’s immigration status is not needed
to apply for Florida KidCare.
A child’s enrollment in Florida KidCare
does not harm anyone’s application for
citizenship or legal permanent resident
status.

CHILD’S ETHNICITY/RACE: This information
is optional and is not used for determining
eligibility. If provided, it is used for
research and to ensure all people are
treated fairly.
Choose A or B and write in the first box in
the “Race” section on the application:
A=Hispanic or Latino
B=Not Hispanic or Latino
Choose up to two numbers and write them
in the second and third boxes on the
application:
1=American Indian or Alaskan Native
2=Asian
3=Black or African American
4=Native Hawaiian or Other Pacific Islander
5=White

DOES YOUR CHILD HAVE HEALTH
INSURANCE NOW? Except for Medicaid, a
child must be uninsured before Florida
KidCare coverage starts.

If your child has health insurance from
your employer, check with your employer
about your health benefit plan and its
requirements before you apply for Florida
KidCare. Your plan may allow you to make
coverage changes only at certain times in a
year.
If your child has other health insurance
now, write the name of the health
insurance company and the amount you
pay for the health insurance each month. If
your child only has accident insurance,
disability insurance or a discount medical
card, then answer “No” to this question.

VOLUNTARY CANCELLATION OF CHILD’S
HEALTH INSURANCE: If you canceled your
child’s health insurance in the last 2
months for one of these reasons, then
answer “no” to this question:
1. The cost of an applicant child’s health
insurance is more than 5% of your family’s
income.
2. Parent lost a job that provided
employer-sponsored coverage for an
applicant child.
3. Parent who had the health insurance
coverage for an applicant child is deceased.
4. The employer providing the applicant
child’s coverage canceled the coverage.
5. The applicant child’s parent canceled
COBRA coverage or the COBRA coverage
reached its legal limit.
6. A non-custodial parent dropped the
applicant child’s coverage.
7. An applicant child has a medical
condition that, without medical care,
would cause serious disability, loss of
function, or death.
8. The coverage does not cover the
applicant child’s health care needs.
9. The applicant child’s coverage ended
because the child reached the maximum
lifetime coverage limit or an annual
benefit limit.
10. Domestic violence led to the loss of
coverage for an applicant child.

SECTION 1. PARENT OR GUARDIAN INFORMATION

APPLICATION INSTRUCTIONS

SECTION 2. CHILD INFORMATION

About Florida KidCare. Through Florida KidCare,
the state of Florida offers health insurance for children from birth
through age 18, even if one or both parents are working. It
includes four different parts. When you apply for the insurance,
Florida KidCare will check which part your child may qualify for
based on age and family income:
nMEDIKIDS: children ages 1 through 4.
nHEALTHY KIDS: children ages 5 through 18.
nCHILDREN’S MEDICAL SERVICES NETWORK: children birth through
18 who have special health care needs.
nMEDICAID: children birth through 18. A child who has other
health insurance may still qualify for Medicaid.

Enrollment. Except for Medicaid, a child must be uninsured
before Florida KidCare coverage starts. Some Florida KidCare
programs may have limited space, and applications are accepted
on a first-come, first-served basis. When MediKids, Healthy Kids
and the Children’s Medical Services Network are full, enrollment
for these programs will close. Medicaid is always open for children
who qualify. Florida KidCare does not exclude a child with a pre-
existing health condition from coverage.

Ways to Apply. If you applied for Florida KidCare before, call
1-888-540-5437 to update your information by telephone.
nAPPLY ONLINE: www.floridakidcare.org
nPAPER APPLICATION: Please print your answers. Use blue or black
ink, fill out the application form and mail it as soon as possible.



MAIL APPLICATION TO: Florida KidCare, P.O. Box 980, Tallahassee, FL 32302-0980.
NEED HELP? If you have questions or need help with your application,

call 1-888-540-5437. This is a free call.

READ THE ATTACHED
INSTRUCTIONS

BEFORE YOU FILL
OUT THIS APPLICATION

(if living in household)

SECTION 2. CHILD INFORMATION. Answer the shaded questions below for each child who lives with you. ANSWER ALL QUESTIONS FOR
EACH CHILD WHO NEEDS FLORIDA KIDCARE HEALTH INSURANCE. If there are more than three children, attach the information on another sheet of paper.
Do not send another application. 

FLORIDA KIDCARE DOES NOT EXCLUDE A CHILD WITH A PRE-EXISTING HEALTH CONDITION FROM
COVERAGE. To help you get access to specialized care, answer the following questions if your child has a
medical, behavioral or other health condition that has lasted or is expected to last at least 12 months.

CF-ES 1055, July 2009

Section 1. PARENT (OR GUARDIAN) INFORMATION. PLEASE PRINT. “Parent One” is a person the child lives with.

In what language do you prefer to receive mail?English Spanish Haitian Creole

CHILD ONE CHILD TWO CHILD THREE

Yes No Yes No Yes No

CHILD ONE: Name:    //
First M.I. Last Sex Date of Birth (MM/DD/Year)

(M/F)

Relationship to Parent One:   Child   Stepchild   Other Relationship to Parent Two: Child   Stepchild   Other

Are you applying for KidCare for this child? Yes No If yes, Child’s SSN:-- //
(if no, go to the next child) (see instructions) (see instructions) (see instructions) (MM/DD/Year)

U.S. Citizen?: Yes No         If no, date of entry into the U.S.:  // Child’s USCIS Number: ___________________________       Race:
(see instructions) (MM/DD/Year) (optional, see instructions)

Does this child have health insurance now? Yes No   If yes, is it with:   Medicaid Medicare Tri-Care

Other (insurance company name):_____________________________________________________________________________________________________               Monthly cost: $_________________________

Has Parent One or Parent Two voluntarily canceled health insurance for this child in the last 2 months? Yes No (see instructions) If yes, month/year canceled: ______________________

(if different from street address)

www.floridakidcare.org

PARENT ONE: Name:    //
First M.I. Last Sex Date of Birth     (MM/DD/Year)

(M/F)

Social Security Number (SSN) (optional): -- E-mail: ____________________________________________________

Address: 
Number Street Apt. Number

   
City State Zip Code County

Mailing Address:
Number Street Apt. Number

   
City State Zip Code County

Home Telephone: ()- Cellular Telephone: ()-
Work Telephone: ()- Name of Employer(s):_______________________________________________

PARENT TWO: Name:    //
First M.I. Last Sex Date of Birth (MM/DD/Year)

(M/F)

Social Security Number (SSN) (optional): --
Work Telephone: ()- Name of Employer(s): ______________________________________________

If none, date 
SSN applied for:

CHILD TWO: Name:    //
First M.I. Last Sex Date of Birth (MM/DD/Year)

(M/F)

Relationship to Parent One:   Child   Stepchild   Other Relationship to Parent Two: Child   Stepchild   Other

Are you applying for KidCare for this child? Yes No If yes, Child’s SSN:-- //
(if no, go to the next child) (see instructions) (see instructions) (see instructions) (MM/DD/Year)

U.S. Citizen?: Yes No         If no, date of entry into the U.S.:  // Child’s USCIS Number: ___________________________       Race:
(see instructions) (MM/DD/Year) (optional, see instructions)

Does this child have health insurance now? Yes No   If yes, is it with:   Medicaid Medicare Tri-Care

Other (insurance company name):_____________________________________________________________________________________________________               Monthly cost: $_________________________

Has Parent One or Parent Two voluntarily canceled health insurance for this child in the last 2 months? Yes No (see instructions) If yes, month/year canceled: ______________________

If none, date 
SSN applied for:

CHILD THREE: Name:    //
First M.I. Last Sex Date of Birth (MM/DD/Year)

(M/F)

Relationship to Parent One:   Child   Stepchild   Other Relationship to Parent Two: Child   Stepchild   Other

Are you applying for KidCare for this child? Yes No If yes, Child’s SSN:-- //
(if no, go to the next child) (see instructions) (see instructions) (see instructions) (MM/DD/Year)

U.S. Citizen?: Yes No         If no, date of entry into the U.S.:  // Child’s USCIS Number: ___________________________       Race:
(see instructions) (MM/DD/Year) (optional, see instructions)

Does this child have health insurance now? Yes No   If yes, is it with:   Medicaid Medicare Tri-Care

Other (insurance company name):_____________________________________________________________________________________________________               Monthly cost: $_________________________

Has Parent One or Parent Two voluntarily canceled health insurance for this child in the last 2 months? Yes No (see instructions) If yes, month/year canceled: ______________________

If none, date 
SSN applied for:

1. Is this child limited or prevented in any way in his or her ability to do the things most children of the same age can do?

2. Does this child need to get special therapy, such as physical, occupational or speech therapy, or treatment or counseling
for an emotional, developmental, or behavioral problem?

3. Does this child need or use more medical care, mental health or educational services than is usual for most children of
the same age?



How much do I pay each
month for coverage?
nThere is no charge for Medicaid for
children (KidCare Medicaid).
nFor other Florida KidCare programs,
monthly premiums depend on your
household’s size and income. Most families
pay $15 or $20 a month. If you need to pay
more, we will let you know.

If you decide to send a check or money
order with the application for the first
month’s premium, make it payable to
Florida KidCare. Do not send cash. If your
child (or children) is approved for Medicaid
or denied coverage, your premium
payment will be refunded.

nYou may have to pay small charges or 
co-payments for some services.

nA child who is a member of a federally
recognized American Indian or Alaskan
Native tribe may qualify for no-cost Florida
KidCare coverage. If your child is an
American Indian or Alaskan Native, attach
a copy of the front and back sides of your
child’s tribal identification card or other
similar tribal documents. Call 1-888-540-
5437 for more information.

What happens after I send in the
application? We will let you know
when we receive your application. It will
take several weeks to process the
application. 

First, we will check to see if your children
might be eligible for Medicaid. You will
receive more information if your children
are eligible for Medicaid. If any of your
children are eligible for the other Florida
KidCare programs, we will let you know.
We will contact you if we need more
information or a premium payment.

An application will be valid for 120 days
after we receive it. We will notify you if
the application process is not completed
within 120 days for MediKids, Healthy Kids,
or the Children’s Medical Services Network.
To restart the application process, call
1-888-540-5437. An application that is
older than 120 days may still be used to
determine if your children are eligible for
Medicaid.
If enrollment for MediKids, Healthy Kids
and the Children’s Medical Services
Network is closed, we will let you know
when we receive your application. We will
check to see if your children might be
eligible for Medicaid. You will receive more
information if your children are eligible
for Medicaid. If your children are not
eligible for Medicaid, we will notify you.
You will need to call 1-888-540-5437 to
restart the application process when the
programs are open again.
You may ask for a review of a decision if
you think the decision was unfair or
incorrect. Call toll-free 1-888-540-5437 for
information.

When does coverage start?
nMEDIKIDS AND HEALTHY KIDS: Coverage
starts after the application is approved and
your monthly premium is paid. Florida
KidCare will let you know when the
insurance coverage starts. MediKids and
Healthy Kids will not pay for medical
services your children received before the
coverage starting date.
nCHILDREN’S MEDICAL SERVICES
NETWORK: Coverage starts after the
application is approved and your monthly
premium is paid. Florida KidCare will let
you know when the insurance coverage
starts. Children’s Medical Services Network
services may start sooner if your child has
an emergency health care need. The
Children’s Medical Services Network also is
available to children with special health
care needs who qualify for Medicaid.
nMEDICAID: If your children qualify for
Medicaid, coverage may start in the month
your application is received. If you have
any unpaid medical bills for your child
from the three months before you applied
for Medicaid, Medicaid may be able to pay
them for you.

FREQUENTLY ASKED QUESTIONS

IMPORTANT INFORMATION ABOUT MEDICAID

A “household” means all adults and
children who live in your home, except for
renters.

SECTION 4a. MONTHLY EARNED INCOME: If
you give Social Security Numbers, we may
be able to check income electronically.
Florida KidCare will let you know if we
need proof of income from work. If proof
of income from work is needed, Florida
KidCare will ask you for readable copies of
the following documents:
1. Pay stubs or wage statements—A copy
of pay stubs or wage statements from the
last four weeks or a letter from your
employer that says how much money you
earned. If you are self-employed, a copy of
a business ledger, records, receipts or a tax
statement; OR

2. Most recent W-2 forms (Wage and Tax
Statement), OR
3. Most recent federal income tax return.

If no one in your household has work
income, write “None” in the first column
and go to Section 4b.

SECTION 4b. MONTHLY UNEARNED INCOME:
If you give Social Security Numbers, we
may be able to check your unearned
income electronically. Florida KidCare will
let you know if we need proof of
unearned income from you or anyone in
your household.
Examples of unearned income are social
security benefits, disability benefits,
unemployment, pensions, workers’
compensation, and veteran’s benefits.

If no one in your household gets unearned
income, write “None” in the first column
and go to Section 4c.

SECTION 4c. CHILD SUPPORT RECEIVED: If
you get child support payments, Florida
KidCare will let you know if we need
proof. Examples of child support
documents that may be needed are a copy
of the court order, a copy of the most
recent month’s check received for each
child, or a written statement from the
parent who pays the child support.

SECTION 3. HOUSEHOLD INFORMATION. Follow the directions on the application.

SECTION 4. MONTHLY INCOME INFORMATION

SECTION 5 and SECTION 6. Follow the directions on the application.

Before you send in your application, make
sure you have answered the questions and
signed and put the date on the
application. The application is not
complete without your signature on both
lines.
If proof of income is needed, please send
copies—do not send original documents.

We will let you know if we need a copy of
your child’s birth certificate or proof of
their identity.
We suggest that you make a copy of
your entire application package for your
records before you send it. Be sure to put
enough postage on the envelope before
you mail it.

Mail your application package to:
Florida KidCare

P.O. Box 980
Tallahassee, FL  32302-0980

Or send your application by FAX to:
1-866-867-0054

The following is important information
about your rights and responsibilities you
need to know if your children are eligible
for Medicaid:
nThe information I give on the application
is true and correct to the best of my
knowledge. I realize that if I give
information that isn’t true or if I withhold
information and my children get health
benefits for which they are not eligible, I
can be lawfully punished for fraud. I may
also have to pay Medicaid back.
nI understand that the information I give
about our income and family situation will
be checked, including computer matches. I
agree to let the Department of Children
and Families get needed information. I
agree, under penalty of perjury, that 

everything on the application is true as
best I know it. I know that Social Security
numbers we provide will be used to check
our income.
nI understand that the requirements for
Medicaid may be different than for other
Florida KidCare programs. I may need to
provide additional information, such as
proof of citizenship and identity for my
children.
nI agree to notify the Department of
Children and Families within 10 days if
there are any changes in: the people who
live in our home; where we live or get our
mail; our income; or our health insurance.
nI understand that if my children are not
found eligible for Medicaid using the
Florida KidCare application, I can contact

the local office of the Department of
Children and Families to see if my children
are eligible for Medicaid on some other
basis.
nI give permission for Medicaid to: share
medical information on my children with
any insurance company to get the medical
bills paid; and collect payments from
anyone who is supposed to pay for that
care.
nI know that Medicaid cannot discriminate
because of race, color, sex, age, disability,
religion, nationality, or political belief.
nI know that I can ask for a Fair Hearing
from my Department of Children and
Families worker if I think the decision
made on my case is unfair, incorrect, or
made too late.

NEED HELP WITH CHILD SUPPORT? CALL 1-800-622-5437. THIS IS A FREE CALL.

REMINDERS



1. If anyone in your household PAYS court-ordered child support,
write in the monthly amount paid: $___________________________________

Name of person who pays it:__________________________________________

2. If you are applying for an unborn child, what is the expected due date? // (MM/DD/Year)

3. Do your children have unpaid medical bills from the last three months? Yes No

_________________________________________________________________________  DATE: __________________

_________________________________________________________________________  DATE: __________________

(Your answers may determine deductions
and may qualify your child for lower cost coverage.)

{

SECTION 3. HOUSEHOLD INFORMATION

SECTION 4. MONTHLY INCOME WORKSHEET. Follow the directions in each column. Write the amount of income BEFORE taxes and other
deductions. Use an extra sheet if necessary. (see instructions for more information)

SECTION 4a. Monthly earned income before taxes. If no one in your household has earned income, write “None” in the first column.

SECTION 4b. Monthly unearned income before taxes. If no one in your household has unearned income, write “None” in the first column.

SECTION 4c. Child support received. If you get child support payments, write each child’s name and the amount of child support you get each month.

SECTION 4d. If your normal monthly income is different from the income you listed in Sections 4a, 4b, or 4c, use this space to tell us why.
Examples are: overtime that you do not usually get, bonuses, seasonal work, irregular self-employment income, or unpaid child support.

SECTION 6. CERTIFICATION AND AUTHORIZATION.
<I certify that the information provided on this application is true and correct

to the best of my knowledge. I understand that if I give information that is
not true or if I withhold information and my children get health benefits for
which they are not eligible, I can be lawfully punished for fraud.

<I understand that the information will be kept confidential in accordance
with Florida and federal law.

<I understand the information I have provided in this application will not be
shared with the United States Citizenship and Immigration Services (USCIS).

<I understand the information I provide will be verified, which may include
computer file matching and that I may be requested to provide other
information.

<I authorize the release of personal, financial, and medical information for
determining eligibility, conducting research, or providing health care
treatment, payment and administration.

<I attest that the information provided on this application establishes the
identity of children under age 16.

<I authorize the use of the E-mail address provided in this application to
receive general notifications and reminders about the program.

<I have read and understand my rights and responsibilities as they apply to
the Medicaid program.

<I understand that the Florida KidCare program does not discriminate
because of race, color, sex, age, disability, religion, nationality or political
belief.

I certify under penalty of perjury that all the children listed on this application are who I claim them to be.

SIGNATURE REQUIRED

Household member name (first and last name) Is this person in
school full time?

Monthly gross income
from work

(before taxes)

How often paid? (check one)
Monthly income from

self-employmentEVERY
WEEK

EVERY 2
WEEKS

2 TIMES A
MONTH

ONCE A
MONTH

Yes No

Yes No

Yes No

Yes No

Household member name (first and last name)

Monthly Social
Security benefits

(examples: survivor’s
or disability benefits)

Monthly Supplemental
Security Income

(SSI) benefits

Monthly income from
unemployment

Monthly income from
any other source like

workers’ compensation
or investments

Child’s name (first and last name) Monthly amount of child support
(if different from court order, explain in Section 4d)

Do you get this full amount every month?
If no, explain in Section 4d.

Yes No

Yes No

Yes No

Yes No

Name of person in care (first and last name) Monthly amount of day care paid
for each person in day care Person who pays for care

Parent 1 Parent 2 Other

Parent 1 Parent 2 Other

Parent 1 Parent 2 Other

YOU
MUST
SIGN
BOTH
LINES SIGNATURE REQUIRED

SECTION 5. DAY CARE/AFTER SCHOOL CARE PAYMENTS. List the payments made for day care for a child or a disabled adult so
that someone in your household can work. You do not need to send proof of day care payments. If no day care payments are made, write “None”
in the first column.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /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 /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /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 false
  /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 <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. 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 for quality printing on desktop printers and proofers.  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 /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


