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Dear [RecipientFullName]:

The following decision has been made on your existing coverage:

<1  Advance Close – 
	any program NOT Take Charge and NOT LTC and NOT a Waivers>
· [ListOfHouseHoldMembers]‘ s Medicaid coverage will end on [EndDateOfCoverage] because [Reason] 

NOTE:  If LaCHIP Phase IV, the [EndDateOfCoverage] can be either the date or the text:
the date your pregnancy ended

<print only if SSI is checked>
If this SSI decision has been appealed, let us know immediately and your Medicaid may continue.

<16  Advance Close  - ONLY for Take Charge>
· [ListOfHouseHoldMembers]‘ s family planning waiver coverage through the TAKE CHARGE program will end on [EndDateOfCoverage] because [Reason]

<print only if SSI is checked>
If this SSI decision has been appealed, let us know immediately and your Medicaid may continue.

<17  Advance Close  - ONLY for LTC
	NOTE:  The same reason is used in all 3 instances.>
· Your
< if Coverage Ending Date is not empty> 
· Medicaid health care coverage will end on [EndDateOfCoverage] because [Reason]
< if LTC Vendor end date is not empty>
· Nursing facility vendor payment to the nursing facility in which you reside will end on [LTCEndDateOfCoverage] because [Reason]
< if St Supplemental end date is not empty>
· The State Supplemental payment issued to cover your personal care needs will end on [StateSupplementalEndDateOfCoverage] because [Reason]

<print only if SSI is checked>
	If this SSI decision has been appealed, let us know immediately and your Medicaid may continue.

<18 Advance Close  - ONLY for a Waivers program
	NOTE:  The same reason is used in both instances.>
· Your
< if Coverage Ending Date is not empty> 
· Medicaid health care coverage will end on [EndDateOfCoverage] because [Reason]
< if LTC Vendor end date is not empty>
· Payment to for the Home and Community Based Services (HCBS) will end on [WaiverServicesEndDateOfCoverage] because [Reason]


<2  removed>

<8  Advance  Close - additional information  reviewed in all programs, not eligible for anything else 
	only if option selected with Advance Closure>
· Eligibility has been reviewed in all Medicaid programs.  Based on your current situation, as available to us, we have determined that you are not eligible for coverage at this time in any Medicaid program.  Policy reference for our decision MEM H-100.

<4  Advance  Medicaid payment of Medicare premiums ending – 
	any program being Advance Closed AND (qi OR slmb OR qdwi OR qmb) ending>
· Medicaid payment of Medicare premiums through the [MedicareSavingsProgramList] program will end on [MSPEndDateOfCoverage] for [MSPListOfHouseHoldMembers] because [MSPReason]

<3  Advance Move program:  ONLY for Champ PW  going to Take Charge>
· Your Medicaid coverage in the LaMOMS/Pregnant Woman Program will end on [EndDateOfCoverage] because your two (2) months of post partum has ended.  Policy reference MEM H-331 and/or K-300.
                                
However, you have been found eligible to get family planning waiver services through the TAKE CHARGE Program.  You are eligible to get these services for up to 12 months. ONLY family planning waiver services will be covered.  You will be mailed a special pink plastic TAKE CHARGE card for this program.  Call 1-877-455-9955 for help with finding a medical provider.


	Family Planning Services include: 
· Family Planning education and counseling
· Lab work and tests for Family Planning
· Birth control, such as pills, patches, implants, injections, and IUDs
· Voluntary sterilization, such as tying tubes
· Four visits for Family Planning services to any approved medical professional in a calendar year. Monthly birth control medications are not counted as a visit unless you are seen by a medical professional.

	If you do not want Family Planning Waiver services, please call us right away at 1-888-342-6207; TTY users call 1-800-220-5404.

<5  Advance  Move ONLY for -- QMB program ending  going to any other msp program (qi, qdwi, slmb)>
· Medicaid coverage for you in the Qualified Medicare Beneficiary (QMB) program will end on [MSPEndDateOfCoverage] because your countable gross income (not take-home pay) is now over the program limits of $[MSPLimit] for you to continue to be eligible for the QMB program.  

However you are eligible for coverage in the [MedicareSavingsProgramList] program effective [MSPEffectiveDateOfNewProgram].  The new coverage will provide fewer benefits.  The Medicaid program will continue to pay for your Medicare premium.  The Medicaid program will no longer pay for your Medicare deductibles and co-insurance for other Medicaid covered services.  This new coverage also does not include prescription drugs or dental services (dentures).  Policy reference [PolicyReference dependent on program selected QI: MEM Z-2000;   SLMB: MEM L-500, Z-500, and/or Z-1600; QDWI:  MEM Z-600].

<print only if ‘this is in addition to Medicaid coverage now have’ is selected>
This is in addition to the Medicaid coverage you now have.

Contact the local Medicaid office at [OfficePhoneNumber] if you have any questions.


<6  Advance  Move  only for program that is in Advance Full Medicaid List BUT NOT Champ PW going to Take charge >
· [ListOfHouseHoldMembers]‘s Medicaid coverage in the [ClosingProgram] Program will end on [EndDateOfCoverage] because [Reason]

However, you have been found eligible to get family planning waiver services through the TAKE CHARGE Program.  You are eligible to get these services for up to 12 months. ONLY family planning waiver services will be covered.  You will be mailed a special pink plastic TAKE CHARGE card for this program.  

Call 1-877-455-9955 for help with finding a medical provider.
	
	Family Planning Services include: 
· Family Planning education and counseling
· Lab work and tests for Family Planning
· Birth control, such as pills, patches, implants, injections, and IUDs
· Voluntary sterilization, such as tying tubes
· Four visits for Family Planning services to any approved medical professional in a calendar year. Monthly birth control medications are not counted as a visit unless you are seen by a medical professional.

	If you do not want Family Planning Waiver services, please call us right away at 1-888-342-6207; TTY users call 1-800-220-5404.

<7  Advance  Move  only for BCC going to another program but NOT Take Charge>
· Your Medicaid coverage in the Breast and Cervical Cancer program will end on [EndDateOfCoverage] because you have been found eligible in another program.  You cannot be getting benefits from the Breast and Cervical Cancer (BCC) program and another program at the same time.  Policy reference H-1400.

You are now eligible in the [NewProgramList] program beginning [EffectiveDateOfCoverage].

<must have one of a, b or c>
<7A   print ONLY if new program is Advance Full Medicaid List program  >
This program will give you full Medicaid benefits and will pay for your medical care, like doctors, hospitals, family planning, and medicine.  Continue to use the plastic Medicaid card you have.

<7B  print ONLY if new program is QMB>
This program will pay your Medicare premium and deductibles and may provide co-insurance for other Medicare-covered services if the medical services provider accepts you as a Medicaid patient.  If you have a Medicare HMO (not a supplement), Medicaid will not pay for the HMO co-insurance (also called co-pays).  You will get a plastic Medicaid card to help pay for your medical expenses, but your coverage does not include prescription drugs or dental services (dentures).  The automated process used to pay your Medicare premiums may take up to 90 days after you are certified.  You will be reimbursed by Social Security for any premiums you have paid, back to the effective month of coverage.

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:  Prescription medicines will be paid by Medicare or your private insurance.

<7C  print ONLY if new program is QI or SLMB>
This program will pay only your Medicare Part B premiums.  You are not eligible to receive other Medicaid coverage and will not receive a plastic Medicaid card.  The automated process used to pay your Medicare premiums may take up to 90 days after you are certified.  You will be reimbursed by Social Security for any premiums you have paid, back to the effective month of coverage.

<14 Advance Move ONLY for other program in Advance Full Medicaid List EXECPT Champ pw, bcc, mpp, ssi, and dm) to  LaCHIP Affordable Plan >
· [ListOfHouseHoldMembers] 's  coverage in the [ClosingProgram] Program will end on [EndDateOfCoverage] because

	<14 a American Indian/Alaskan native ONLY>
based on the information you provided and/or other information available to us, your total monthly income (gross, not take-home pay) of $[MonthlyIncome] was more than the program limit of $[ProgramLimit].  

However, you are eligible for coverage in the LaCHIP Affordable Plan effective [EffectiveDateOfCoverage].  The new program will provide fewer benefits.  Policy reference MEM H-500, H-580, L-500, Z-200.  

We have verified that at least one child in your home is American Indian or Alaska Native.  For this reason, you have no premiums or co-payments.  OGB will send your insurance ID card that you should use every time you receive medical services or have a prescription filled.  

You may use any doctor or health care provider in OGB’s provider network.  You will be charged if you use a provider who is not in OGB’s provider network.  To request a provider directory or a list of covered services, call the Office of Group Benefits at 1-800-272-8451 or visit www.LaCHIP.org and click the LaCHIP Affordable Plan link.


	<14 b NOT American Indian/Alaskan native ONLY>
based on the information you provided and/or other information available to us, your total monthly income (gross, not take-home pay) of $[MonthlyIncome] was more than the program limit of $[ProgramLimit].  

However, you are eligible for coverage in the LaCHIP Affordable Plan effective [EffectiveDateOfCoverage].  The new program will provide fewer benefits.  LaCHIP Affordable Plan is not a free program.  Policy reference MEM H-500, H-580, L-500, Z-200.  
 
The Louisiana Office of Group Benefits (OGB) will manage your health insurance and prescription benefits, handle claims, and provide customer service to participating families.  Your monthly premium is $50.  This $50 premium covers all children in the home who are enrolled.  A bill for the first premium is enclosed with this letter.  You will pay your monthly premium to the Office of Group Benefits (OGB).  Send your first payment as soon as possible, because your coverage will not start until after your payment is received.  OGB will send your insurance card after they receive your first payment.  

To avoid any delay in your insurance benefits, your first payment must be made by check or money order.  We have enclosed a bank draft form if you would like to have future premiums deducted from your bank account through automatic bank draft.  A bank draft will save you time and guarantee that your payment is never late or lost in the mail.  To enroll in bank draft, simply complete the enclosed bank draft authorization and send it with your payment to OGB.  If you do not enroll in the bank draft option, you will receive a bill each month for your premium.  If your premium is not paid by the due date each month, the LaCHIP office will send you a closure letter.  
 
You will have copayments for doctor visits and prescriptions.  Deductibles may be charged for emergency room visits.  If you pay more than 5% of your annual income on medical expenses during your plan year you will no longer be charged premiums, co-payments, or deductibles.  We calculate that 5% of your annual income is $[PercentAnnualIncome].  Your plan year starts with your beginning date of coverage and lasts 12 months.      

You may use any doctor or health care provider in OGB’s provider network.  You will be charged extra if you use a provider who is not in OGB’s provider network.  To request a provider directory or a list of covered services, call the Office of Group Benefits at 1-800-272-8451 or visit www.LaCHIP.org and click the LaCHIP Affordable Plan link.  

Your LaCHIP Affordable Coverage will continue for 12 months as long as you pay your premiums timely.

<9  Adequate Move ONLY for QI or SLM or QDWI to QMB>
· Medicaid coverage for [MSPListOfHouseHoldMembers] in the [MSPSelected program being closed] program will end on [MSPEndDateOfCoverage] because your countable gross income (not take-home pay) is now under the program limits to make you eligible for the Qualified Medicare Beneficiary (QMB) program.  Policy Reference MEM L-600 and/or Z-500.

You are eligible for coverage in the QMB program effective [MSPEffectiveDateOfCoverage].  The new program will provide more benefits.  The Medicaid program will continue to pay for your Medicare premium.  The new coverage will pay for your Medicare deductibles and may provide co-insurance for other Medicare covered services if the medical provider accepts you as a Medicaid patient.  You will get a plastic Medicaid card to help pay for your Medicare deductibles and co-insurance, but your coverage does not include prescription drugs or dental services (dentures).

<print only if ‘this is in addition to Medicaid coverage now have’ is selected>
This is in addition to the Medicaid coverage you now have.

Contact the local Medicaid office at [OfficePhoneNumber] if you have any questions.

<10  Adequate Move  ONLY for Take Charge to another program in Adequate Full Medicaid List  EXECPT Champ child OR LaCHIP>
· Your family planning waiver services in the TAKE CHARGE program will end on [EndDateOfCoverage] because you have been found eligible in another Medicaid program that will give you full coverage including family planning.  Persons who get family planning in the TAKE CHARGE program cannot be eligible in any other program at the same time.

You now qualify to get Medicaid coverage in the [NewProgramList] program beginning [EffectiveDateOfCoverage].  The new program will provide more benefits.  Your pink plastic TAKE CHARGE card will no longer work.  We will send you a new white plastic Medicaid card.  This white card will pay for your medical care, like doctors, hospitals, family planning, and medicine.  Contact the local Medicaid office at [OfficePhoneNumber] if you have any questions.  Policy reference MEM H-2200.

<11 Adequate Move  ONLY for LaCHIP Phase IV to another program in Adequate Full Medicaid List >
· Your Medicaid coverage in the Phase IV LaCHIP program which covers your pregnancy will end on [EndDateOfCoverage] because you qualify in another Medicaid program which will give you full coverage including pregnancy benefits and 60 days of coverage after the pregnancy ends. 

You now qualify to get Medicaid coverage in the [NewProgramList] program beginning [EffectiveDateOfCoverage].  Contact the local Medicaid office at [OfficePhoneNumber] if you have any questions.  Policy reference MEM H-550.

<15 Adequate Move ONLY for LaCHIP Affordable Plan ending  to Adequate Full Medicaid List program –
EXCEPT MPP or SSI  (which are in the list)>
· [ListOfHouseHoldMembers] ‘s health insurance coverage in the LaCHIP Affordable Plan will end on [EndDateOfCoverage] because the named [recipient/recipients] [has/have] been approved for no cost Medicaid health care coverage beginning [EffectiveDateOfCoverage].  If you were paying a premium for the Office of Group Benefits, you will no longer owe a premium effective [PremiumEndDate].  The Office of Group Benefits will no longer handle your services and the card issued by them will no longer be used.  You will get a plastic Medicaid card to help pay for medical expenses for the months you remain eligible.  

<Note:   all common text is ONLY to go with <15>>
· 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.

· 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.


<12  already have 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 [ReplacementCardPhoneNumber] to get another card.

<13 Adequate closure - any program (Including MSP)>
· Medicaid coverage for [ListOfHouseHoldMembers] will end on [EndDateOfCoverage] because [Reason]

<19 Continuing MSP  for either Advance or Adequate -- closing programs NOT 4913 children, LaCHIP, champ child, foa, LaCHIP affordable, deemed eligible, take charge, msp programs >
	(The closing program cannot be a any program where max age is less than age 65 because you have to be 65 to get Medicare.  Would only use this if the closing program is NOT an MSP program – otherwise no need.) 
	<A--  QMB >
· You continue to be eligible for the Qualified Medicare Beneficiary (QMB) program which pays for your Medicare premium and deductibles and may provide the co-insurance for other Medicare-covered services if the medical services provider has accepted you as a Medicaid patient.  The coverage does not include prescription drugs or dental services (dentures).

< B-- slmb, qu, or qdwi>
· You continue to be eligible for the [ProgamFullName] ([ProgramAbbreviation]) program which pays for your Medicare premium.  The coverage does not include prescription drugs or dental services (dentures).


<Advance Action --- all programs NOT LaCHIP Affordable Advance>
This change will not happen until [DelayDate] (10 days from the date of this notice) to give you, or anyone you want to represent you, time to provide the requested verification, or time to talk about this decision with a supervisor in the Medicaid Program office or to request a Fair Hearing.









<Advance Action --- ONLY LaCHIP Affordable --- closing or LaCHIP affordable is the new program >
This change will not happen until [DelayDate] (10 days from the date of this notice) to give you or anyone you want to represent you, time to talk about this decision with a supervisor in the LaCHIP Program Office or to request a Fair Hearing.    






<LaCHIP Affordable Adequate Move only to Adequate Full Medicaid List program  EXCEPT MPP and SSI
ie if <15 is used>>
You need to let your local Medicaid Office know about changes in where you live or get your mail, your phone number, 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.






< Advance Action --- ONLY LaCHIP Affordable --- LaCHIP affordable is the new program >
You need to let the LaCHIP Office know about changes in where you live or get your mail, your phone number, your income, and health insurance coverage.  If your income goes down, let us know.  We will review your case to see if you qualify for a no-cost LaCHIP or Medicaid program.











Notes:
1. footer – date and page number is for this document only and not part of the notice
2. ‘ClosingProgram’ is the program selected in the first step.
3. When there is the option for a ‘going to’ program, the ending and new programs cannot be the same.
4. The 19 Series ‘Your Fair Hearing Rights’ section is the same as the 18 Series ‘Your Fair Hearing Rights’ except it has the extra paragraph noted in the grey color  .  –  it prints with ADVANCE option only
5. The boxed text is of 2 types
a. Delay for all advance actions
i. difference for LaCHIP affordable plan
b. Change box when LaCHIP affordable is involved
i. one for LaCHIP Affordable to another program
ii. one for when you go to LaCHIP Affodable



SEE NEXT PAGE FOR IMPORTANT INFORMATION
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YOUR FAIR HEARING RIGHTS

If you disagree with this decision, you may discuss it with a supervisor in the Medicaid/TAKE CHARGE 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).

This closure will be delayed until [DelayDate] (ten days from the date of this notice).  If you ask for a Fair Hearing by this date, we will not take this action.  Your coverage may continue until a Fair Hearing decision is rendered.  However, if our decision regarding your case is upheld, you may have to repay the amount of any ineligible benefits paid on your behalf pending the hearing decision.

You can ask for a Fair Hearing by completing and signing the section below.  You may mail or deliver your request to the Medicaid/TAKE CHARGE 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 rights 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].

	
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]					            	   		
