Commonwealth of Massachusetts Em

Executive Office of Health and Human Services

Commonwealth of Massachusetts
PO Box 4405
Taunton, MA 02780-0419

You can get this information in large print and braille. Call (800) 841-2900 from Monday
through Friday, 8:00 A.M. to 5:00 P.M. TDD/TTY: 711.
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Date: July 21, 2023
Notice 1D: 0034103012 / TERMINATION

Member ID:
SSN: XXX-XX
Deal'_

We have determined that the person listed below does not qualify for MassHealth, Health
Safety Net, or the Children’s Medical Security Plan.

Why doesn’t the person on this letter qualify for MassHealth, Health Safety Net, and the
Children’s Medical Security Plan?

The person listed below does not qualify because:

> Name: [ Member ID: INNNN Date of Birth:
XX-XX-
= The person cannot be found. 130 CMR 503.002 {G})(2)

This coverage is ending on August 04, 2023

If you think the person listed in this letter may qualify for benefits based on pregnancy,
disability, a decrease in income or a change in immigration status, call MassHealth Customer
Service at (800) 841-2900. TDD/TTY: 711.

Questions? Visit MAhealthconnector.org or call {(800) 841-2900. TDD/TTY: 711.
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Executive Office of Health and Human Services

What else do you need to know?

The Member Booklet explains income rules, premiums, copays and covered services for
MassHealth. To get a copy, go to www.mass.gov/masshealth-member-library or call the
MassHealth Customer Service Center at (800) 841-2900. TDD/TTY: 711.

How can you report changes?
You can report any changes in your information to MassHealth at any time. This includes any
change to your income, address, phone number, family size, job, or health insurance.

" You can give us information in the following ways.
Online (Recommended): The fastest way to update your information for your
household is online through our website at MAhealthconnector.org.

1.

>

Fax:
Mail:

Go to https://www.mahix.org/individual/code/SWVPFI where you will be able to
create an account and see your information.

1-857-323-8300

Commonwealth of Massachusetts

Health Insurance Processing Center

PO Box 4405

Taunton, MA 02780-0419

4. call: {800) 841-2900. TDD/TTY: 711.

What if you do not agree with our decision?
You can ask for a fair hearing if you do not agree with our decision.
> Read How to Ask for a Fair Hearing that came with this letter.

What if you have questions?
If you have questions or need more information, go to MAhealthconnector.org or call
MassHealth Customer Service at (800) 841-2900. TDD/TTY: 711.

Thank you.

MassHealth

Questions? Visit MAhealthconnector.org or call {800) 841-2900. TDD/TTY: 711.
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How to Ask for a Fair Hearing

Your Right to Appeal. If you disagree with the action taken by MassHealth, you have the right to appeal and ask for a hearing
befare an impartial hearing officer. You can also request a hearing if MassHealth did not act on your request in a reasonable
time.

How to Appeal. To ask for a hearing, fill out this hearing request form and send it to the Appeal Processing Center, PO Box
4405, Taunton, MA 02780-0419 or fax it to 1-857-323-8300. If you have a question about your hearing call 617-847-1200 or
1-800-655-0338.

The Board of Hearings must receive your completed, signed request within 60 calendar days from the date you received the
notice of our action. If you did not receive a written notice of the action to be taken, or MassHealth did not take an action on
your application, you must send your request no later than 120 calendar days from the date the action takes place.

If You Are Now Getting MassHealth Benefits. You may be eligihle to keep your benefits between the time you appeal and the
time that the Board of Hearings makes a decision to approve or deny your appeal. If you decide to keep your benefits between
the time the appeal is pending, and then you lose your appeal, you may have to pay back the cost of the benefits you
received. If you do not get benefits, and then you win your appeal, we will restore your benefits. You will keep your benefits if
the hearing form is received either befare the benefit stops or within 10 calendar days from the mailing date of the
MassHealth notice, whichever is later. Please mark your chaice in the “If You Are Now Getting Benefits” section of the form.

Date of Hearing. At least 10 days before the hearing, we will send you a notice telling you the date, time and place of the
hearing. Your hearing may be conducted by phone. You can ask us to reschedule a hearing, but you must have good cause. If
you do not reschedule or appear on time to the hearing without documented good cause, your appeal will be dismissed.

Your Right to Be Helped at the Hearing. At the hearing, you may have a lawyer or other person represent you, or you may
represent yourself. We will not pay for anyone to represent you. You may contact a local legal aid service or community
agency to see if you can recelve advice or representation at no cost. A hearing request can also be filed on your behalf by an
individual authorized to act on your behalf. If someone other than a lawyer is acting on your behalf, please attach a copy of
the document authorizing that person to file a hearing request on your behalf {for example, Power of Attorney, Guardian,
Health Care Proxy).

If You Need an Interpreter, Assistive Device, or Other Accommodation. If you do not understand English or if you are hearing
or sight impaired, we will provide an interpreter or assistive device at the hearing at no cost to you, We will also make other
reasonable accommodations a person with a disability may need to participate in the hearing. Please tell us what you need in
the “Other Information” section of the form.

Your Right to Review Your Case File. You and/or your representative can review your case file before the hearing. If you wish
to review your case file, call {800) 841-2900. TDD/TTY: 711. ‘ ‘

Your Right to Ask to Subpoena Withesses and Your Right to Question. You or your representative may write to ask that
witnesses or documents be subpoenaed to the hearing. You or your representative may prasent evidence and cross-examine
witnesses at the hearing. This means you can ask questions of witnesses. The hearing cfficer will make a decision based on all
evidence presented at the hearing.

Impact on Other Household Members. Please note that an appeal decision for one household member may result in a change
in eligibility for other household members. If that happens, any affected household members will receive a new eligibility
notice explaining the changes.
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Fair Hearing Request Form

First Name Middle Initial Last Name
Mailing address City . State Zip
Phone Number . Member ID Date of Birth

Reason For Your Appeal (Circle any reason(s) that may apply.)

Income : Citizenship/Immigration Status Access to Other Insurance
Family Size Residency Incarceration Status
_ Other:

Please explain why you are appealing. Attach any documents that support your reason,

Other Information (Check one if you are now getting MassHealth.)
__laccept the proposed change in my coverage during the appeal process. If you check this line and you win your appeal, we
will restore your original level of benefits. :

__lwant to keep the benefits during the appeal process that | was receiving before. If you check this line, and you lose your
appeal, you may have to pay back the cost of the benefits you received during your appeal.

__Ineed an interpreter. My language is {We will provide the interpreter for the hearing.)

__I need an assistive device to communicate at a hearing. (Describe what type of device you need,
and we will provide an assistive device for the hearing.)

__ I need another accommodation for a disability. (Describe the accommodation needed.)

__ I need an expedited hearing

Name of Appeal Representative, if you have one:

Appeal Representative name Phone number

Mailing address City State - Zip

Signature

The information on this form is true and accurate, to the best of my knowledge. | authorize MassHealth to provide me and my
representative, if | have one, with my individual information, including federal and state tax information used in the
determination of my eligibility, for purposes of this appeal process.

Signature (Sign) Date First and Last Name {Print)
If this is signed by someone other than an appellant 18 years of age or clder who has authority to file, please attach a copy of

your authority to file the appeal on behalf of the appellant {for example, a copy of your power of attorney document or
evidence of court appointment as a personal representative).

Notice ID: 0034103012 / TERMINATION



This information is important. It should be translated right away.
We can translate it for you free of charge.
Call us at (800) 841-2900. TDD/TTY: 711.

Esta informacién es importante y debe ser traducida
inmediatamente. Podemos traducirla para usted
gratuitamente. Lldmenos al (800) 841-2900 o por
TDD/TTY: 711. {Spanish)
Esta informagdo ¢ importante. Deverd ser traduzida
imediatamente. N6s podemos traduzi-la para vocé
gratuitamente. Entre em contato conosco no (800) 841-2900.
TDD/TTY: 711. (Brazilian Portuguese)

ﬁtﬁﬁﬁ:ﬁiﬂ+ﬁ§%‘e ' JEIRNERE - BRFTWLIRER
B2 - S5 TR EL5ME (800) 841-2900 (TDD/TTY:
711) » ,\?‘Z{Fﬁﬁﬁ‘ﬁﬁg ° (Chinese)

Enfémasyon sa enpdtan. Yo fét pou tradwi li tou swit. Nou
kapab tradwi li pou ou gratis. Rele nou nan (800) 841-2900.
TDD/TTY: 711.

(Haitian Creole)

- Nhitng tin tirc nay thit quan trong. Tin tirc nay cin phai
thong dich lién. Chiing t6i c6 thé théng dich cho quy vi
mién phi. Xin goi cho chiing t5i ta1 s0 (800) 841-2900.
TDD/TTY: 711. (Vietnamese)

Ora undopMmais odeHs BaxHa. Ee Hy)HO nepesectu
HeMeIUIeHHO, MEI MOXKeM TIEPEBECTH €€ IS Bac
6ecrnnarno. TTossoHuTe HaM 1o Tenedony (800) 841-2900.
TDD/TTY: 711. (Russian)
Seal Do ol Lytan 55 Wiy 15 8 Lfian i omy Rl e ghedll o3
{Arabic) TDD/TTY: 711 .(800) 841-2900 a8 1 e L

suminnsaad 4 hgminsunyinnnea4 Bimsunyihaindasn
RWARBRSAISIIY AJEGIRINSHAE MEAe (S00) 841-20004
TDD/TTY: 7119 (Khmer)

Cette information est importante. Priére de la traduire
immeédiatement. Nous pouvons vous la traduire
gratuitement. Appelez-nous au (800) 841-2900.
TDD/TTY: 711. (French)
Questa informazione ¢ importante. Si pregha di
tradurla inmediatamente. Possiamo tradurla per voi
gratuitamente. Chiammate all (800) 841-2900.
TDD/TTY: 711.

ol At FFct ol FA] HYsfok Fuch 5=
HA3HE 98l 0|8 FRE W= S glauch gyt
A3}l 72 (800) 8412900, TDD/TTY A8HQ] 749
711E Aghs] FHAlQ. (Korean)

(Ttalian)

Ayt 1 Tnpoeopic givol oULOVTIKY Kol TPETEEL VO,
netappootel dpeco. Mropobue va T HETOPPAGOVLLE YLoL
eodg Swpedv. Kakéots nag otov aptdud (800) 841-2900.
TDD/TTY: 711. {Greek)

To jest wazna informacja. Powinna zostaé niezwlocznie
przethumaczona. My thumaczymy dla Pafstwa bezplatnie.
Prosimy do nas zadzwonié pod nr (800) 841-2900.
TDD/TTY: 711. (Palish)
I ST AZATLLE F| T AT Hel 1] oidT

ST ATEIQ| FH TGS HATY, TR STIATE ATLH HL TRl
2| Z¥ (800) 841-29001 TDD/TTY: 711 94X ﬁvr FL| (Hindi)

L 1l Hedaell 8. Adl dRd o Uofelle ad el
N clfall uet'?l AL HE A 89l adl éh?t uYal
(800) 841-2900 TDD/TTY: 711 4R S;LC“L 8%1 (Gujarati)

spulishdin. Jubposusbdiunggcuidy. wonda
gaunogav el lomaniosdmena. TnmawonSatan
(800) 841-2900. TDD/TTY: 711. (Lao)

This information is available in alternative formats such as braille and large print.
To get a copy, please call us at (800) 841-2900. TDD/TTY: 711.
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MassHealth complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, religion, creed, sexual orientation or sex
(including gender identity and gender stereotyping). MassHealth does not exclude people or
treat them differently because of race, color, national origin, age, disability, religion, creed, sexual
orientation or sex (including gender identity and gender stereotyping).

MassHealth provides
> free aids and services to people with disabilities to communicate effectively with us, such as:
+ Qualified sign language interpreters
+ Written information in other formats (large print, braille, accessible electronic formats,
and other formats)
> free language services to people whose primary language is not English, such as:
+ Qualified interpreters
+ Information written in other languages

If you need these services, contact us at (800) 841-2900. TDD/TTY: 711.

If you believe that MassHealth has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, religion, creed, sexual orientation,
or sex (including gender identity and gender stereotyping), you can file a grievance with: Section
1557 Compliance Coordinator, 1 Ashburton Place, 11th Floor, Boston, Massachusetts 02108,
Phone: (617) 573-1704, TTY: (617) 573-1696, Fax: (617) 889-7862, or email at:
Section1557Coordinator@state.ma.us. You can file a grievance in person or by mail, fax, or email.
If you need help filing a grievance, the Section 1557 Compliance Coordinator can help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/smartscreen/main. jsf, by mail at U.S. Department of Health and
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington,

DC 20201, or by phone at (800) 368-1019, (800) 537-7697 (TDD).

- Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.



