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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: August 23, 2017

NY State of Health Account ID:
Appeal Identification Number: AP000000017425

pear I

On December 15, 2016, you submitted a non-financial application for you and
your spouse to NY State of Health (NYSOH). On December 16, 2016, NYSOH
issued a notice of eligibility determination, stating that you and your spouse were
eligible for a full cost qualified health plan, effective January 1, 2017.

Also on December 16, 2016, NYSOH issued a notice stating that you and your
spouse were enrolled in a qualified health plan, with a monthly premium of
$756.16 per month, effective January 1, 2017.

You testified at the hearing on July 17, 2017 that you paid your insurance carrier
a monthly premium in the amount of $756.16 for January 2017. However, you
and your spouse attempted to see medical providers in January 2017 but were
advised that neither of you had health insurance coverage.

You testified that after learning that you and your spouse did not have coverage,
that you contacted your insurance carrier and had multiple conversations with
them over many weeks. Despite your efforts, your carrier did not provide you
and your spouse with coverage.

On March 22, 2017, NYSOH issued an enrollment confirmation notice stating
that you were enrolled in a qualified health plan, with an enrollment start date of
January 1, 2017. You appealed that determination.

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).).



You testified that thereafter you requested that NYSOH change the effective date
of you and your spouse’s qualified health plan to March 1, 2017 because you and
your spouse did not receive coverage in January 2017 and February 2017. You
testified that NYSOH did change you and your spouse’s coverage date. This was
confirmed on May 3, 2017, when NYSOH issued a notice of enrollment
confirmation stating that you and your spouse were enrolled in a qualified health
plan, effective March 1, 2017.

However, you testified that your insurance carrier did not enroll you and your
spouse into coverage on March 1, 2017. You also testified that the January
premium payment of $756.16 you paid, was not refunded to you by your carrier.

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) a failure by NYSOH to provide timely notice of an
eligibility determination 45 CFR 8 155.505; and (4) a denial of a request for a
special enrollment period (45 CFR 8§ 155.505(b)(2)(iii), 45 CFR § 155.305(b), and
45 CFR § 155.420(d)).

Your appeal was requested to dispute the failure of your insurance carrier to
honor you and your spouse’s enrollment in a qualified health plan. You also
testified that you were seeking reimbursement of the premium payment that you
paid to your carrier. These issues relate to service coverage and payment of
premiums which are not issues that the Appeals Unit of NYSOH is authorized to
address. Therefore, we must dismiss your appeal.

However, it appears from the record that you and your spouse did pay the
premium and were enrolled in a qualified health plan, but were not provided
coverage by your insurance carrier. Therefore, we are RETURNING your case to
NYSOH'’s Plan Management Unit for further investigation.

How does this Dismissal Affect Your Eligibility?

This decision does not change your current eligibility for or enroliment in a
qualified health plan, or the monthly premium amount that you pay for your health
plan.

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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It does return your case to NYSOH’s Plan Management Unit to further investigate
the issue.

You may have additional options outside of the Appeals Unit of New York State
of Health, such as through your plan or through the Department of Financial
Services.

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.

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

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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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
proporcionaremos un intérprete sin ningln costo.

i (Traditional Chinese)

SR EEAT: o AR RIS RIS S M E N E T B > 552 1-855-355-5777 IR LAy
ErBEREEAEHESIREASR -

Kreyol Ayisyen (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 entepret gratis nan lang ou pale a.
H 3 (Simplified Chinese)

XE I EER SO IR T B AR S, iE TGS 1-855-355-5777. FRATTAT DL A Bt
AH B A ) AR 55

Iltaliano _(ltalian)

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

=19 (Korean)

=28 AFYLICL Oloiots O =301 2R0tAIE 1-855-355-5777 H =2 Aol F=HAIL. #ote
200l et 22 S99 MHIAIJF MSELICH

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)
‘:,’_‘m LASL‘ il &)}B P):A ).\B}S l_\.\S.A; 1-855-355-5777 ?ﬁ)ﬂ_l dLaASY\ @); cLA\}.\M ?@ 3ae Lua ‘;‘\ 4\;1;4 S \A! Mﬁ/_ﬂ a&ﬁ} FRYY
JENIERC

= (Bengali)

aft 97 sFeyd IR a6 Fae AFEE IM AR TAGT T ORE, IR FE 1-855-355-5777
TIE I FPA| O (T ORI I JE [[FARET AR ITAE AFe (e fore M|

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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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 FEIAT IR, Al HUAT 1-855-355-5777 T
il Y| GH TIh AV Slclal dlell Ueh GHITAT fol:Q[esh SUelstr Har Hehdl ¢

HAZE (Japanese)

NITEELREFETY, BETI-OICZENLELRIES (X, 1-855-355-5777 IZHEEEIZEL @REER
TRV =LET,

AdTell_(Nepali)

Il T3CT HAgeed YUl TSI 8| THAS ool dAUISAIS Hel dNMges el, FUAT 1-855-355-5777 AT Hiel
TG BTl AUTS Slee] HINTHAT qUISeS o1:qeeh Iy 3Ucletl N3 HFo! |

Polski (Polish)

To jest wazny dokument. W przypadku koniecznosci skorzystania z pomocy w celu zrozumienia jego
tresci nalezy zadzwoni¢ pod numer 1-855-355-5777. Istnieje mozliwos¢ uzyskania bezptatnej ustugi
ttumacza jezyka, ktorym 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) 52

‘S JS 3 1-855-355-5777.8 sl 55 = Cosma oS 330 ol S enan ol S Gl S Sislien o S
0 S Sl as e e SO e ) o (S @l S Gl

Tiéng Viét (Vietnamese)

Day la tai liéu quan trong. Néu quy vi can tro gitip dé hiéu tai liéu nay, vui long goi 1-855-355-5777.
Chung tdi c6 thé cung cap théng dich vién mién phi néi ngdn ngl cta quy vi.

w'TR (Yiddish)

R YAy ' . 1-855-355-5777 09N YU " OWINRD IX OV §7'N UOIRT N AN .VIAIPRT WAV X T'R ONT
.0TYI 'R ONII RO T 'R IRXON |19 'M9 WWWOYNIXRT X V2

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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