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STATE OF NEW YORK
DEPARTMENT OF HEALTH
P.O. Box 11729

Albany, NY 12211

NOTICE OF DISMISSAL - INVALID APPEAL REQUEST

Notice Date: March 31, 2017

NY State of Health Account ID: M
Appeal Identification Number: A

pear [N

On December 19, 2016, an application for financial assistance was submitted
through New York State of Health (NYSOH).

On December 20, 2016, NYSOH issued an eligibility determination stating that:
(1) Your youngest child was eligible to enroll in Child Health Plus with a monthly
premium of $30.00; and (2) you, your spouse, and eldest child were determined
eligible to enroll in a qualified health plan with up to $654.00 per month of
advance premium tax credit, effective as of February 1, 2017.

Also on December 20, 2016, NYSOH issued an enrollment notice confirming, in
relevant part, that your youngest child was enrolled in a Child Health Plus on
December 19, 2016, with a plan enroliment start date of January 1, 2017.

On December 21, 2016, NYSOH issued an enroliment notice confirming, in
relevant part, that you, your, and eldest child were enrolled in a qualified health
plan on December 19, 2016, with an enrollment start date of February 1, 2017.

On February 28, 2017, NYSOH issued a Notice of Telephone Hearing stating
that your hearing was scheduled for March 27, 2017 at 9:00 a.m.

On March 3, 2017, NYSOH uploaded the Evidence Packet, in anticipation for
your telephone hearing, to your account . According to the

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).).



Appeal Summary, you submitted a complaint and requested an appeal on
December 20, 2016 (Jilp- The complaint states:

On 12/19/2016, the appellant, [Jij contacted the Marketplace to
update the account. The appellant and family were determined eligible for
CHP and APTC effective 2/2/2017. The appellant, i)} is disputing
the 2/1/2017 effective date of coverage; requesting coverage be made
effective 1/1/2017.

On March 27, 2017, you and your spouse appeared for your scheduled
telephone hearing. During your telephone hearing with a Hearing Officer from
NYSOH'’s Appeals Unit, you testified that the issue under appeal was the denial
of the service authorization of for your youngest child.
Furthermore, you testified that the issue of health insurance coverage for
January 2017 was not under appeal.

During the hearing, you referenced multiple documents that directed you to
request an external appeal from NYSOH regarding the denial of that service
authorization. The Hearing Officer directed you to submit those documents to
NYSOH'’s Appeals Unit.

On March 27, 2017, you faxed eleven-pages of documents to NYSOH’s Appeals
Unit. That fax has been entered in the record and will be referred to as “Appellant
Exhibit A.” You submitted: (1) A January 9, 2017, notice from Fidelis Care
informing you that the service requested by your provider was not approved by
Fidelis Care New York because it did not meet Fidelis’ meaning of “necessary
medical care.” The notice states that if you are not satisfied with the decision, you
may be eligible for an external appeal by contacting Fidelis Care’s Member
Services at (1-888-FIDELIS) or file a complaint with New York State Department
of Health at (1-800-206-8125) [} N NG - (2) A March 3,
2017, final adverse determination from Fidelis Care stating you filed an action
appeal on March 2, 2017, and the service requested does not meet Fidelis’
meaning of “necessary medical care.” The notice states that you may ask for an
external appeal through New York State Department of Financial Services at (1-
800-400-8882) or file a complaint with the New York State Department of Health

at (1-800-206-3125
Why Your Appeal Request Is Not Valid

An applicant has the right to appeal to NYSOH’s Appeals Unit: (1) an eligibility
determination, including the amount of advance payments of the premium tax
credit and level of cost-sharing reductions; (2) a redetermination of eligibility,
including the amount of advance payments of the premium tax credit and level of
cost-sharing reductions; (3) an eligibility determination for an exemption; (4) a

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).

Page 2 of 8



failure by the Exchange to provide timely notice of an eligibility determination 45
CFR § 155.505; and (5) a denial of a request for a special enrollment period (45
CFR 8§ 155.505(b)(1)(iii), 45 CFR § 155.305(b), and 45 CFR § 155.420(d)).

You testified that the issue under appeal was the denial of the service
authorization of for your youngest child. Furthermore, and
the issue of health insurance coverage for January 2017 was not under appeal.

The issue of whether your child’s service authorization for

was properly denied, is not an issue that NYSOH’s Appeal Unit has jurisdiction to
address. Since NYSOH Appeals Unit does not have jurisdiction over this issue,
we cannot reach the merits as to whether the service authorization was properly
denied. Therefore, we must dismiss your appeal.

How does this Dismissal Affect Your Eligibility?

This decision does not change your youngest child’s current eligibility for or
enrollment in Child Health Plus.

You may have additional options outside of the Appeals Unit of NYSOH, such as
an external appeal through NYS Department of Financial Services (1-800-400-
8882) or by submitting a complaint through NYS Department of Health, Managed
Care Complaint Unit (1-800-206-8125).

If You Think Your Appeal Should Not Be Dismissed

If you think your appeal should not be dismissed, you can ask us to vacate, or
cancel, this dismissal. In that writing, you must explain why you think this
dismissal should be vacated and if your issue differs from the one discussed
above.

If you ask us in writing to vacate this dismissal, NYSOH'’s Appeals Unit will
review your request and send you a decision on that request.

If we deny your request to vacate this dismissal, we will tell you that in writing.

If you do not respond to this notice within 30 days, your appeal will remain
dismissed. No further action will be taken on it by NYSOH.

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).
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Appeal Identification Number

When communicating with NYSOH about this appeal, please reference Appeal
Identification Number and the Account ID at the top of this notice.

How to Contact NYSOH

You can contact us in any of the following ways:

e By calling the Customer Service Center at 1-855-355-5777
e By mall at:

NY State of Health Appeals
P.O. Box 11729
Albany, NY 12211

e By fax: 1-855-900-5557
Legal Authority

We are sending you this notice in accordance with 45 CFR § 155.530.

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).
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A Copy of this Notice of Dismissal Has Been Provided To

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).
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Getting Help in a Language Other than English

This is an important document. If you need help to understand it, please call 1-855-355-5777.
We can give you an interpreter for free in the language you speak.

Espafiol (Spanish)

Este es un documento importante. Si necesita ayuda para entenderlo, llame al 1-855-355-5777. Le
proporcionaremaos un intérprete sin ningun costo.

iy (Traditional Chinese)

R EBAT o AREFHEEIES RN RSN E T EAVTED - 3524 1-855-355-5777 - FffTu] LURIE
CEEMEFTEAE SRR -

Kreyol Ayvisyen (Haitian Creole)

Sa a se yon dokiman ki enpotan. Si ou bezwen éd pou konprann li, tanpri rele nimewo 1-855-355-5777.
Nou kapab ba ou yon entéprét gratis nan lang ou pale a.

3 (Simplified Chinese)

KA RSO WUORE TR BB AR L SCPE, VAT R 2 1-855-355-5777. FATA LIy A it
R SEVE AR R AR 55

Italiano (Italian)

Questo & un documento importante. Per qualsiasi chiarimento pud chiamare il numero 1-855-355-5777.
Possiamo metterle a disposizione un interprete nella sua lingua.

3=0] (Korean)

=8t MFYLICE Ololote O =&
200l et 25 SS MBIAJHMS

Ol 2 20kAIH 1-855-355-5777812 2 Aol =& AIL. # ot
g LICH

Pycckumn (Russian)

OTO BaxHbIN AOKYyMeHT. Ecnu Bam HyxxHa nomoLpb AN NOHMMaHWs 3TOro JOKYMeHTa, MO3BOHUTE MO
TenedoHy 1-855-355-5777. Mbl moxem BecnnatHo npefoctasuTb Bam nepesoaynka Baluero s3bika.

4w »l(Arabic)

‘;"\S\ M\_\ i} LSJ_}S (QA‘):\A ‘)Jﬂ}j L\.\Saé .1-855-355-5777 (‘;3‘)31_\ JLASY\ @‘); ‘Lm\_,m (séAS 3ac La ‘_A\ 4;\;.\ Gty \J\ 4A§.A hﬁ} FRYY
Vi ia

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).
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=t (Bengali)

aft a3 sFeyd IR aft FAE AFEE I TR TIOA T ORE, AquR FE 1-855-355-5777
TIE@ I FFF| A T SRR I IEF [FARES AT IFTAE AF6E (Wer e M|

Francais (French)

Ceci est un document important. Si vous avez besoin d'aide pour en comprendre le contenu, appelez le
1-855-355-5777. Nous pouvons mettre gratuitement a votre disposition un interpréte dans votre langue.

fedr (Hindi)
I Teh HEcaYUl SEATASl ¢l 3R M9l 3§ FHST H T IR, Al HUAT 1-855-355-5777 T
il Y| GH T AV dlclal dlell Ueh GHITNAT fol:Q[esh STeletr ar Hehdl ¢

HAGE (Japanese)

NITEELREFETY, BETL-OICKENDLELREAIX, 1-855-355-5777 IZEBEEIEEL, @RE &
TRV =LET,

AdTell_(Nepali)

Il T3 Heecd Ul HETSIA gl THAS o1 AUSells AL dlMges 8, HUAT 1-855-355-5777 AT Biel
TG BT TUTSS el HINTHAT TS fo1:9oeh Iy 3Uclst RT3 HFo! |

Polski (Polish)

To jest wazny dokument. W przypadku koniecznos$ci skorzystania z pomocy w celu zrozumienia jego
tresci nalezy zadzwoni¢ pod numer 1-855-355-5777. Istnieje mozliwos¢ uzyskania bezptatnej ustugi
ttumacza jezyka, ktérym sie postugujesz.

Twi_ (Twi)

Krataa yi ye tow krataa a ho hia. Se wo hia eho nkyerekyeremu a, ye sre wo, fre 1-855-355-5777. yEbEtumi
ama wo obi a okyer€ kasa a woka no ase ama wo kwa a wontua hwee.

(Urdu) s

G Sl SIS 5 1-855-355-5777p 8 ol 55 2 L yspin (S 220 ol S Jgman ol Sl R o gl ol Sl o
U e Sl 8 aa sle Cide S (e L) 0k S

Tiéng Viét (Vietnamese)

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).
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Day la tai liéu quan trong. Néu quy vi can tro gitip dé hiéu tai liéu nay, vui 1ong goi 1-855-355-5777.
Chung t6i c6 thé cung cap théng dich vién mién phi néi ngén ngilr cia quy vi.

vw'TR (Yiddish)

R YAy 1 . 1-855-355-5777 09N YU " OWINRD IX OV §7'N UOIRT N AN .VIAIPRT WAV X T'R ONT
.0TYY 'R ONINIRIOY T 'R 7RYON |19 "D TWWYWOYNIRT X |2y

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY — English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).
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