


[bookmark: _GoBack]BHSF Form R
Issued 10/08

				DEPARTMENT OF HEALTH & HOSPITALS
[AreaOfMedicaidTitle]
Review Letter



Note ONLY: Items in << >> are to help identify which paragraph goes with the user selection and does not print with the notice.  The line(s) the note is on can be entirely deleted when considering line spacing in the actual text generation. 

Dear [RecipientFullName]:


	<<enumgrp MedicaidPurpose = Application  or   enumgrp LTCPurpose = Application>>
· The items listed below are needed to decide if [ListOfHouseHoldMembers] can get [AreaOfMedicaidProgram].  

Please send or bring these items to the [AreaOfMedicaidOffice] office by [ReturnDate].  
		(note only: Items from enum group = PersonalDocumentation)	
· Proof of United States Citizenship for [ListOfHouseHoldMembers].  Please see the flyer that came with this letter to see what documents can prove US Citizenship.
· Proof of immigration status for [ListOfHouseHoldMembers].
· Social Security [NumberNumbers] for [ListOfHouseHoldMembers].
· Proof of Marriage for [ListOfHouseHoldMembers].
· Proof of Divorce for [ListOfHouseHoldMembers].
· Birth Certificate for [ListOfHouseHoldMembers].
· Death Certificate for [ListOfHouseHoldMembers].
· Proof of guardianship for [ListOfHouseHoldMembers].
· Proof of school attendance for [ListOfHouseHoldMembers].
· Court order for child support.
· Court order for alimony.
· Power of attorney or interdiction for [ListOfHouseHoldMembers].
 (note only: Items from enum group = FinancialDocumentation)
· Proof of earnings for [MonthList] (such as check stubs/employer's statement, proof of income and expenses from self-employment, etc.) for [ListOfHouseHoldMembers].  If self-employed, send copies of most recent federal tax return with all schedule attachments OR proof of income and expenses.  Send proof of gross, not take-home pay.
· Proof of the amount of money [ListOfHouseHoldMembers] [GetGets] from:
(note only: Items from enum group = IncomeSources)
· Alimony Support Payments
· Child Support Payments
· Workmen’s compensation
· Veterans Benefits
· Payments from Oil Leases
· Contributions
· Railroad Retirement
· Rent from Property
· Other Pensions or Retirement Benefits
· Annuities
· Social Security Benefits
· Other
If any deductions are taken out, send proof of gross not take-home.
· [MonthList] statements from all bank accounts and proof of any interest earned.
· Medical bills and receipts for hospital, doctor visits, prescribed medicines, lab tests, X-rays, and any other medical services received within the last three months.  If possible, please send itemized bills.
· Statement from your child care provider verifying the amount you pay for child care.
· Statements from your Adult Care provider verifying the amount you pay for adult care.
· Proof of values of savings bonds, stock, mutual funds, owned mortgages or notes, trust funds or other such items.
· Proof of child support payments.
· Proof of alimony payments.
· Proof of the value and terms of all IRAs.
 (note only: Items from enum group = ResouceDocumentation)
· Proof of ownership, value, and amount owed on any vehicles (car, boat, truck, etc.)
· Proof of ownership, value and amount owed on any land.  (This includes land in which there is joint ownership in an undivided estate.)
· All life and burial insurance policies (current or lapsed), with payment books.
· All life and burial insurance policies (current or lapsed), with payment books.  If you have life insurance, please request a current Cash Surrender Table from your life insurance agent.
· All funeral contracts.
· List of the contents of all safe deposit boxes.
· Court filed Succession for the [ListOfHouseHoldMembers].
 (note only: Items from enum group = MedicalDocumentation)
· Current medical records for [ListOfHouseHoldMembers].
· Copies of the front AND back of any medical insurance cards for [ListOfHouseHoldMembers]. Please do not send Louisiana Medicaid cards.
· Copies of the front AND back of any medical insurance cards with proof of the premium amount(s) for [ListOfHouseHoldMembers].  Please do not send Louisiana Medicaid cards.
· Proof that [ListOfHouseHoldMembers] no longer [HasHave] medical insurance.
· Proof of pregnancy and expected date of delivery for [ListOfHouseHoldMembers].
· List of doctors and hospitals used in the last 24 months for [ListOfHouseHoldMembers] related to their disability.  Please include the name, address and phone number for each.
(note only: used only if ‘other’ is selected from any one of the 4 enum groups above)
· [OtherRequestedInformation]

Please return this letter along with anything you send OR please write your case ID number on anything you send us.  This is important and will help us know who is sending the items.

If you cannot get these things to us by [ReturnDate], please let us know.  We may be able to help you.

       <<enumgrp ApplicationClosedProgram = CHMPLaCHIP>>
· The CHAMP/LaCHIP program covers children until age 19.  If [ListOfHouseHoldMembers] would like us to see if they are eligible in another program, have them fill out an application online at www.Medicaid.DHH.Louisiana.gov or call us.

<<enumgrp ApplicationClosedProgram = TakeCharge>>
· The TAKE CHARGE family planning waiver program covers women until age 44.  If [ListOfHouseHoldMembers] would like us to see if they are eligible in another program, fill out an application online at www.Medicaid.DHH.Louisiana.gov or call us.

<<enumgrp MedicaidPurpose = MedicaidRenewal>>
· It’s time to renew [AreaOfMedicaidProgram] coverage for [ListOfHouseHoldMembers]. 

	There are four (4) ways to renew coverage.  Choose the one that is best for you. You must do one of these things by [ReturnDate] or coverage will end.  If you need more time, let us know.  If you no longer want [AreaOfMedicaidProgram] coverage, let us know.    
	    
1. Call me at the phone number below OR call toll free at 1-888-342-6207. 
2. Renew online at www.Medicaid.DHH.Louisiana.gov. 
3. Call me at the phone number below to get a renewal form sent to you OR if you received one with this letter, fill it out and return it.  
4. Come in to the office. 

<<enumgrp LTCPurpose = LTCRenewal>>
· It’s time to renew [AreaOfMedicaidProgram] coverage for [ListOfHouseHoldMembers].

There are three (3) ways to renew coverage.  Choose the one that is best for you.  You must do one of these things by [ReturnDate] or coverage will end.  If you need more time, let us know.  If you no longer want [AreaOfMedicaidProgram] coverage, let us know.

1. Call me at the phone number below. 
2. Call me at the phone number below to get a renewal form sent to you OR if you received one with this letter, fill it out and return it.  
3. Come in to the office. 

<<enumgrp MedicaidPurpose = FITAPStopped>>
· The Office of Family Support has told us that your monthly FITAP check has stopped.  [ListOfHouseHoldMembers] may still be eligible for Medicaid, but we must review your situation. 

There are four (4) ways that Medicaid can review continuing coverage.  Choose the one that is best for you.  You must do one of these things by [ReturnDate] or Medicaid coverage will end. If you need more time, let us know.  If you no longer want Medicaid coverage, let us know.   

1. Call me at the phone number below OR call toll free at 1-888-342-6207. 
2. Renew online at www.Medicaid.DHH.Louisiana.gov. 
3. Call me at the phone number below to get a renewal form sent to you OR if you received one with this letter, fill it out and return it.
4. Come in to the Medicaid office. 

<<enumgrp MedicaidPurpose=SSIStopped  AND <<enumgrp SSIStoppedReason=AddressUnknownToSSA>>
· The Social Security Administration has told us that your monthly SSI check has stopped because your address is unknown to the Social Security Administration. 

Contact Social Security as soon as possible so that they may reinstate your SSI check.  The best way to reach Social Security is to call their toll free number, 1-800-772-1213.  If you are deaf or hard of hearing and use a TTY text telephone, call 1-800-325-0778.  

       <<enumgrp MedicaidPurpose = SSIStopped>>
· The Social Security Administration has told us that your monthly SSI check has stopped because:

	      <<enumgrp SSIStoppedReason ---  each enum shown beside the item below>>
· Your resources are above the limits.  <<ResourcesAboveLimit>>
· Your income is above the limits.  <<IncomeAboveLimit >>
· Your parents’ income is above the limits.  <<ParentIncomeAboveLimit >>
· Your spouse’s income is above the limits.   <<SpouseIncomeAboveLimit >>
· You are now getting Social Security benefits, so your income is above the limits.  <CurrentSSIBenefits>>
· You did not apply for other benefits as required.  <<NoApplicationForOtherBenefits>>
· You did not give the Social Security Administration the information they need.  <<FailedToProvideInformation>>

If you have appealed the SSI decision, all you have to do is let us know right away and your Medicaid may continue. 
 
If you have not filed an appeal, you may still be eligible for Medicaid, but we must review your situation.  There are four (4) ways that Medicaid can review continuing coverage.  Choose the one that is best for you.  You must do one of these things by [ReturnDate] or Medicaid coverage will end.  If you need more time, let us know.  If you no longer want Medicaid coverage, let us know. 
  
1. Call me at the phone number below OR call toll free at 1-888-342-6207. 
2. Renew online at www.Medicaid.DHH.Louisiana.gov. 
3. Call me at the phone number below to get a renewal form sent to you OR if you received one with this letter, fill it out and return it.
4. Come in to the Medicaid office.

	<<enumgrp MedicaidPurpose = FITAPApplicationDenied>>
· The Office of Family Support has told us that your FITAP application was not approved.  [ListOfHouseHoldMembers] may be eligible for Medicaid, but we must review your situation.  Medicaid coverage cannot be reviewed if we do not hear from you.

	<<enumgrp FITAPApplicationDeniedContact = FillOutApplicaton>>
· Fill out and return an application form or call me at the phone number below by [ReturnDate].  You may fill out the application form that came with this letter or complete an application online at www.Medicaid.DHH.Louisiana.gov.

<<enumgrp FITAPApplicationDeniedContact = CallWorkerOrOffice>>
· Call me at the phone number below, call toll free at 1-888-342-6207, OR come in to the Medicaid office by [ReturnDate].

	<<enumgrp MedicaidPurpose <> Application AND enumgrp LTCPurpose <> Application AND at least one Info Request item is selected>>
	The list is exactly the same as in the Application Section but the text before and after the list are differtnt.
· Please send or bring these items to the [AreaOfMedicaidOffice] office by [ReturnDate].
		(note only: Items from enum group = PersonalDocumentation)	
· Proof of United States Citizenship for [ListOfHouseHoldMembers].  Please see the flyer that came with this letter to see what documents can prove US Citizenship.
· Proof of immigration status for [ListOfHouseHoldMembers].
· Social Security [NumberNumbers] for [ListOfHouseHoldMembers].
· Proof of Marriage for [ListOfHouseHoldMembers].
· Proof of Divorce for [ListOfHouseHoldMembers].
· Birth Certificate for [ListOfHouseHoldMembers].
· Death Certificate for [ListOfHouseHoldMembers].
· Proof of guardianship for [ListOfHouseHoldMembers].
· Proof of school attendance for [ListOfHouseHoldMembers].
· Court order for child support.
· Court order for alimony.
· Power of attorney or interdiction for [ListOfHouseHoldMembers].
 (note only: Items from enum group = FinancialDocumentation)
· Proof of earnings for [MonthList] (such as check stubs/employer's statement, proof of income and expenses from self-employment, etc.) for [ListOfHouseHoldMembers].  If self-employed, send copies of most recent federal tax return with all schedule attachments OR proof of income and expenses.  Send proof of gross, not take-home pay.
· Proof of the amount of money [ListOfHouseHoldMembers] [GetGets] from:
(note only: Items from enum group = IncomeSources)
· Alimony Support Payments
· Child Support Payments
· Workmen’s compensation
· Veterans Benefits
· Payments from Oil Leases
· Contributions
· Railroad Retirement
· Rent from Property
· Other Pensions or Retirement Benefits
· Annuities
· Social Security Benefits
· Other
If any deductions are taken out, send proof of gross not take-home.
· [MonthList] statements from all bank accounts and proof of any interest earned.
· Medical bills and receipts for hospital, doctor visits, prescribed medicines, lab tests, X-rays, and any other medical services received within the last three months.  If possible, please send itemized bills.
· Statement from your child care provider verifying the amount you pay for child care.
· Statements from your Adult Care provider verifying the amount you pay for adult care.
· Proof of values of savings bonds, stock, mutual funds, owned mortgages or notes, trust funds or other such items.
· Proof of child support payments.
· Proof of alimony payments.
· Proof of the value and terms of all IRAs.
 (note only: Items from enum group = ResouceDocumentation)
· Proof of ownership, value, and amount owed on any vehicles (car, boat, truck, etc.)
· Proof of ownership, value and amount owed on any land.  (This includes land in which there is joint ownership in an undivided estate.)
· All life and burial insurance policies (current or lapsed), with payment books.
· All life and burial insurance policies (current or lapsed), with payment books.  If you have life insurance, please request a current Cash Surrender Table from your life insurance agent.
· All funeral contracts.
· List of the contents of all safe deposit boxes.
· Court filed Succession for the [ListOfHouseHoldMembers].
 (note only: Items from enum group = MedicalDocumentation)
· Current medical records for [ListOfHouseHoldMembers].
· Copies of the front AND back of any medical insurance cards for [ListOfHouseHoldMembers]. Please do not send Louisiana Medicaid cards.
· Copies of the front AND back of any medical insurance cards with proof of the premium amount(s) for [ListOfHouseHoldMembers].  Please do not send Louisiana Medicaid cards.
· Proof that [ListOfHouseHoldMembers] no longer [HasHave] medical insurance.
· Proof of pregnancy and expected date of delivery for [ListOfHouseHoldMembers].
· List of doctors and hospitals used in the last 24 months for [ListOfHouseHoldMembers] related to their disability.  Please include the name, address and phone number for each.
(note only: used only if ‘other’ is selected from any one of the 4 enum groups above)
· [OtherRequestedInformation]

Please return this letter along with anything you send OR please write your case ID number on anything you send us.  This is important and will help us know who is sending the items.

If you cannot get these items to us by ReturnDate], please let us know.  We may be able to help you.

	<<prints if at least one Form Request item is selected>>
· Please complete and return these forms to the [AreaOfMedicaidOffice] office by [ReturnDate].

[List of forms selected]

If you cannot get these forms to us by [ReturnDate], please let us know.  We may be able to help you. 

	<<required to print for all – no option in UI>>
	Our office address is: [OfficeAddress]
The office is open Monday through Friday, [Open] a.m. – [Close] p.m.	
	
	<<required if ‘Call Back Requested’ option is selected>>
· Please call me at the phone number below no later than [ReturnDate]. 

<<required if  any DiscussionItems or Other are used>>
· I must talk with you about [TalkAbout]. 

	<<required if  Comment is used>>
·  [Comment]

<<required if appointment information is completed>>
· An appointment has been scheduled for [ListOfHouseHoldMembers] at [OfficeAddress] on [AppointmentDate] at [AppointmentTime] to talk about their [AreaOfMedicaidProgram] case.  If [ListOfHouseHoldMembers] cannot keep this appointment, please let us know right away so that other plans can be made.

Luis – Notes:
This is the final version from Susan, 10/13/08.
Disregard any previous notes.

1. For this notice only, need to be able to override the default worker title in the Closing section (sincerely, …) from Medicaid Representative to Agency Representative.

2. Court filed Succession requires a person to be associated with it – if the person is not in the CaseMember list then need to allow the user to type in any name until we get SPoE person.  Maybe a control forcing first and last name at a minimum.




