DEPARTMENT OF HEALTH & HOSPITALS
Medicaid Program
Notice of Decision


																								


								   						            
Dear [RecipientFullName]:  

<1 normal approval for programs NOT Acute Care and NOT FOA (family opportunity act)>
	[ListOfHouseHoldMembers] [has/have] been approved for Medicaid health care coverage beginning [EffectiveDateOfCoverage].  Each eligible person will receive a plastic Medicaid card to help pay for medical services for the months they remain eligible. 

	In [RenewalMonthYear], a review will be made to see if each eligible person continues to qualify.  If additional information is needed at that time, we will contact you.

<2 normal approval for ONLY FOA program>
· [ListOfHouseHoldMembers] [has/have] been approved for Medicaid health care coverage through the Family Opportunity Act Medicaid Buy-In Program beginning [EffectiveDateOfCoverage].  Each eligible person will get a plastic Medicaid card to help pay for medical services for the months they remain eligible.  In [RenewalMonthYear], a review will be made to see if each eligible person continues to qualify.  If additional information is needed at that time, we will contact you.
 
You will have to pay a monthly premium of $[Premium] to keep this Family Opportunity Act Medicaid Buy-In Program coverage.  Every month, you will receive a bill from the State of Louisiana Office of Group Benefits for the premium.  Checks, money orders, and automatic bank draft payments are accepted as payment.  If you want to sign up for automatic payments from your bank account, contact us.  Payments are due by the 10th of each month.  For coverage to continue every month, your payment must be received on time. 

<3 FITAP App Rejected/Approved for programs  NOT Acute Care and NOT FOA >
· The Office of Family Support has told us your family did not meet requirements to receive a FITAP check, but with available information we have determined [ListOfHouseHoldMembers] [is/are] eligible for Medicaid coverage beginning [EffectiveDateOfCoverage].  Each eligible person will get a plastic Medicaid card to help pay for medical services for each month they are eligible.  In [RenewalMonthYear] a review will be made to see if each eligible person continues to qualify.  If additional information is needed at that time, we will contact you.

<4 FITAP App Rejected/Approved for ONLY  FOA>
· The Office of Family Support has told us your family did not meet requirements to receive a FITAP check, but with available information we have determined [ListOfHouseHoldMembers] [is/are] eligible for Medicaid health care coverage through the Family Opportunity Act Medicaid Buy-In Program beginning [EffectiveDateOfCoverage].  Each eligible person will get a plastic Medicaid card to help pay for medical services for the months they remain eligible.  In [RenewalMonthYear], a review will be made to see if each eligible person continues to qualify.  If additional information is needed at that time, we will contact you.
 
You will have to pay a monthly premium of $[Premium] to keep this Family Opportunity Act Medicaid Buy-In Program coverage.  Every month, you will receive a bill from the State of Louisiana Office of Group Benefits for the premium.  Checks, money orders, and automatic bank draft payments are accepted as payment.  If you want to sign up for automatic payments from your bank account, contact us.  Payments are due by the 10th of each month.  For coverage to continue every month, your payment must be received on time. 

<5 for ONLY   Acute Care Hospital >30 days program>
· [ListOfHouseHoldMembers] [has/have] been approved for Medicaid coverage for a limited period to help pay for medical expenses beginning [EffectiveDateOfCoverage] and ending [EndingDateOfCoverage]. Each eligible person will receive a plastic Medicaid card to help pay for these medical expenses for the month(s) they remain eligible.


<6 normal add to cert for all programs NOT FOA and NOT Acute Care>
· [ListOfHouseHoldMembers] [has/have] been added to your family’s certification beginning [EffectiveDateOfCoverage].  Each eligible person will get a plastic Medicaid card to help pay for medical services for the months they remain eligible.

<7 normal add to cert for ONLY FOA>
· [ListOfHouseHoldMembers] [has/have] been added to your family’s certification in the Family Opportunity Act Buy-In Program beginning [EffectiveDateOfCoverage].  Each eligible person will get a plastic Medicaid card to help pay for medical services for the months they remain eligible.  If you are paying a premium, it will not change.

<8 already have a Medicaid card>
· Our records show that [ListOfHouseHoldMembers] already [has/have] a plastic Medicaid card that can still be used to help pay for medical services for each month of eligibility.  If the recipient(s) does (do) not have a card, please call 1-800-834-3333 to get another card. 

<9 if also approving QMB>
· As a Medicaid recipient eligible for Medicare, [ListOfHouseHoldMembers] [has/have] been approved as a Qualified Medicare Beneficiary.  Beginning [EffectiveDateOfCoverage], the Medicaid Program will pay for Medicare premiums and deductibles, and may provide co-insurance for Medicare-covered services if the medical services provider accepts the recipient as a Medicaid patient.  The automated process used to pay Medicare premiums may take up to 90 days after certification.  The Social Security Administration will provide reimbursement for any premiums paid, back to the effective month of coverage.

<10 if also approving SLM>
· As a Medicaid recipient eligible for Medicare, [ListOfHouseHoldMembers] [has/have] been approved as a Specified Low-Income Medicare Beneficiary.  Beginning [EffectiveDateOfCoverage], the Medicaid Program will pay only Medicare Part B premiums.  The automated process used to pay Medicare premiums may take up to 90 days after certification.  The Social Security Administration will provide reimbursement for any premiums paid, back to the effective month of coverage.

· In the next month, you will receive a letter from the CommunityCARE program asking you to pick a primary care doctor from a list of those participating in the program.  Your CommunityCARE doctor will be your ‘medical home’ or the first place you turn for your health care needs.  If you do not choose a doctor by the due date given in the letter, CommunityCARE will choose one for you.  If you are under age 21, your CommunityCARE doctor will provide or arrange for EPSDT screening services.  CommunityCARE can be contacted toll free at 1-800-259-4444.  If you are deaf or hard of hearing and have a TTY text telephone, call 1-877-544-9544. 

· Persons eligible for Medicaid who are under age 21 are eligible to get EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) services, including KIDMED screening services.  KIDMED services include immunizations; medical, vision, and hearing screenings; dental services; laboratory tests; and nutritional/health education.  These services are provided on a regular basis AND whenever health services are needed.  More EPSDT services are available and MAY include: medically necessary medical supplies and equipment; speech, physical, and occupational therapy; audiological services; psychological evaluation and treatment; and other medically necessary healthcare, diagnostic or treatment services. 

Medicaid recipients under age 21 who have a CommunityCARE primary care doctor will get 	KIDMED services from that doctor.  If they DO NOT have a CommunityCARE doctor, they may sign up for KIDMED services by calling toll-free 1-800-259-4444.  If you are deaf or hard of hearing and have a TTY text telephone, call 1-877-544-9544.

· If you need non-emergency medical transportation, call 1-800-864-6034 toll free.  You must call at least 2 days before the appointment to schedule transportation.

The Friends and Family Transportation Program pays your friend or family member to take you to the doctor.  Call 1-800-864-6034 to find out more about it or get an application.

· INFORMATION ABOUT THE MEDICAID CARD:  The plastic Medicaid card you will get or now have is what you will use to show that you are eligible for Medicaid.  Start using the Medicaid card to pay for medical services you get from medical providers like hospitals and doctors.  It is a good idea to show the Medicaid card before you get the service. 

· INFORMATION ABOUT PRESCRIPTIONS:  If you do not have Medicare, the Medicaid card may also be used to pay for your prescription medicine.  If you do have Medicare, then Medicare or your private insurance will pay for your prescriptions. 

· INFORMATION ABOUT SERVICES ALREADY RECEIVED AND REIMBURSEMENT:  For medical services you have already received and have paid for the time you are eligible, you can be paid back the money you have spent up to what Medicaid would have paid.  Please look on the last page of this letter for information about retroactive reimbursement.  For services you have already received that are not paid, give the Medicaid card to the medical providers, so that they can bill Medicaid. 	 	

<11 regular denial all programs>
· [ListOfHouseHoldMembers] [is/are] not eligible for Medicaid coverage because [Reason]

	<use if this checkbox is selected>
  You continue to qualify to get family planning waiver services through the Take Charge 				Program. 

<12 regular denial for retro months  for all programs NOT Acute Care>
· [ListOfHouseHoldMembers] [has/have] not been approved for retroactive (past benefits) Medicaid coverage for [NotApprovedRetroMonthList] because [Reason]

<13 FITAP App Rejected/Deny Medicaid  programs NOT Acute Care>
· The Office of Family Support has told us your family did not meet requirements to receive a FITAP check.  Eligibility has been reviewed in all Medicaid programs.  Based on your current situation, as available to us [ListOfHouseHoldMembers] [IsAre] not eligible for Medicaid coverage because [Reason].




									You need to let your local Medicaid office know about changes in where you live or get  your mail, when someone moves into or out of your home, phone number, income and resources (cash, property, vehicles, etc.), and health insurance coverage.  

Children up to age 19 are eligible for Medicaid health coverage for one full year regardless of changes, unless they move out of state – does not apply to Family Opportunity Act Medicaid Buy-In Program. 



SEE NEXT PAGE FOR IMPORTANT INFORMATION


Notes:
1. The <notes> are for help only and spacing between paragraphs should be just one line.
2. The boxed text has been changed by DHH and is NOT what is in the task for the change statement.  It can be used with approval actions for all programs.
3. Blue text is common text
4. The rights page is the same as we already have.  The 3rd section ‘retro reimbursement information’ should only be with approval actions. 





YOUR FAIR HEARING RIGHTS

If you disagree with this decision, you may discuss it with a supervisor in the Medicaid Program office.  The supervisor can review this decision and give you any other information you may need about the reason for this action. You may also ask for a Fair Hearing.  If you want to request a Fair Hearing, you must do so by
[FairHearingDate] (thirty days from the date of this notice).

You can ask for a Fair Hearing by completing and signing the section below.  You may mail or deliver your request to the Medicaid Program office at [OfficeAddress] or you may mail it directly to the DHH Appeals Bureau at P. O. Box 4183, Baton Rouge, LA  70821-4183.  If you ask for a Fair Hearing, you will get the right to:  review your case record and/or any other information which the agency plans to use before the hearing; appear in person; represent yourself or have anyone else you choose to represent you; present your own evidence or witnesses; and question any person who testifies against you.  

You may be able to get free legal help by calling the nearest legal assistance office at [LegalAssistancePhoneNumber].


[bookmark: _GoBack]COMPLETE THIS SECTION ONLY IF YOU WANT TO REQUEST A FAIR HEARING
I want to appeal the decision on my case as shown on this notice. I think it is unfair because:






							Date: _________________
Name: [RecipientFullName]		 		Signature:___________________________
Case ID: [CaseID]		       		   	    	Applicant/Recipient/Representative
Medicaid Representative: [ContactSignature] 		Phone No.: 	      				
Date: [NoticeDate]			 		Address: 					
Office: [OfficeName]					            	   					


ELIGIBILITY FOR RETROACTIVE REIMBURSEMENT

The decision of the Federal Court of Appeals in New Orleans requires that we consider reimbursing recipients for any medical bills paid between [EffectiveDateOfCoverage] (the beginning date of eligibility) and [RegularRrpEndDate] (the date the Medicaid Card is expected to be received).  Louisiana’s Medicaid Program will make reimbursements only up to the maximum allowable Medicaid rate.

In order to qualify for reimbursement:

1. The bill(s) must be for medical care, services or supplies received during the dates shown above.

2. The bill(s) must be for medical care, services or supplies covered by the Medicaid Program at the time of service.

3. The bill(s) must be for medical care, services or supplies furnished by a provider who was enrolled in the Medicaid Program at the time of service.

4. The bill(s) must have been paid during the dates shown above AND have not been reimbursed in full by the provider, a third party (such as an insurance company or charitable organization), or already by the Medicaid Program.

If your provider refuses to reimburse you the amount you paid and bill LA Medicaid for your retroactive date(s) of service, you may request reimbursement directly from LA Medicaid by sending copies of paid bills which meet the above criteria to the Retroactive Reimbursement Unit at P.O. Box 91030, Baton Rouge, LA 70821-9030 by [RegularRrpSubmitDate] (thirty days from the date of this letter).  If you have questions or need additional time to send the bills, write to us or call us at our toll free number 1-866-640-3905 or our local Baton Rouge area number, 225-342-1739.
