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

Albany, NY 12211

NOTICE OF DISMISSAL — UNTIMELY APPEAL REQUEST

Notice Date: October 24, 2017

NY State of Health Account ID:
Appeal Identification Number: APO00000020104

pear [

On February 24, 2016, NYSOH issued an eligibility determination stating that
your daughter- remained conditionally eligible for Medicaid, effective April 1,
2015. The notice directed you to provide proof of your daughter’s citizenship
status and Social Security number by May 23, 2016. The notice stated that if you
did not provide the requested documentation by the due date that your daughter
might be found ineligible for health insurance or receive less help with health
insurance.

Also, on February 24, 2016, NYSOH issued an enrollment confirmation notice
stating that your daughter- remained enrolled in a Medicaid Managed Care
plan, since April 1, 2015.

Documentation was not received by May 23, 2016.
On June 3, 2016, NYSOH redetermined your family’s eligibility.

On June 4, 2016, NY State of Health (NYSOH) issued an eligibility determination
notice stating that your daughter- was not eligible for Medicaid, Child Health
Plus, an advance premium tax credit, the Essential Plan or to purchase a
qualified health plan with NYSOH because you did not provide proof of her
citizenship status or Social Security number. The eligibility was effective June 30,
2016.

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).).



Also on June 4, 2016, NYSOH issued an eligibility determination notice stating
that your spouse remained conditionally eligible for Medicaid, effective June 1,
2016. The notice directed her to provide proof of her immigration status by May
23, 2016.

Also on June 4, 2016, NYSOH issued an enrollment confirmation notice stating
that your spouse remained enrolled in a Medicaid Managed Care plan, since
November 1, 2014.

Also on June 4, 2016, NYSOH issued a disenrollment notice stating that your
daughter ] coverage in her Medicaid Managed Care plan was ending
effective, June 30, 2016.

On April 13, 2017, NYSOH issued a notice of eligibility determination stating that
your spouse was eligible for the Essential Plan, effective April 1, 2017 and your
other children remained eligible for Medicaid, effective April 1, 2017.

Also on April 13, 2017, NYSOH issued a notice of enroliment confirmation stating
that your spouse was enrolled in an Essential Plan, effective May 1, 2017 and
your children were enrolled in a Medicaid Managed Care plan, effective April 1,
2017.

On June 28, 2017, you spoke to NYSOH'’s Account Review Unit and filed an
appeal to obtain Retroactive Medicaid benefits for your daughters

) for the months of January 2017, February 2017, and March 2017 and
Essential Plan coverage for your spouse effective January 1, 2017.

On July 21, 2017, NYSOH records reflect that_ Medicaid
coverage was backdated for the months of January 2017, February 2017, and
March 2017.

On July 24, 2017, NYSOH records reflect that your spouse’s Essential Plan
coverage was backdated to January 1, 2017.

On July 25, 2017, NYSOH issued an enrollment confirmation notice stating that
your daughter, - remained enrolled in a Medicaid Managed Care plan
effective October 1, 2016. The notice also stated that your spouse remained
enrolled in an Essential Plan, effective January 1, 2017.

You had a telephone hearing on September 20, 2017. At the hearing, you
testified that your two daughters had been granted Retroactive Medicaid benefits
for the months of January 2017, February 2017, and March 2017. You also
testified that your spouse had been granted Essential Plan coverage, effective
January 1, 2017. At that time, you withdrew your previous appeal with respect 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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your spouse and children. Also during the hearing, you testified that you wanted
to appeal the June 4, 2016 determination which found that your daughter
Medicaid Managed Care plan coverage ended effective June 30, 2016, and that
you were seeking Retroactive Medicaid benefits for your daughter- for the
months of July 2016 through December 2016.

The record indicates the following (1) you are appealing the determination that
stated that your daughter- Medicaid Managed Care plan ended, effective
June 30, 2016, (2) on June 28, 2017, a formal appeal was filed regarding your
daughter- Medicaid Managed Care plan ending effective June 30, 2016.

Why Your Appeal Request Is Not Valid

Individual applicants and enrollees must request a hearing within sixty (60) days
of the date of their notice of eligibility determination by NYSOH (45 CFR §
155.520(b)(2); 18 NYCRR § 358-3.5(b)(1)).

For an appeal to have been valid on the issue of your daughter- Medicaid
Managed Care plan ending effective June 30, 2016, as addressed in the June 4,
2016 notice, an appeal should have been filed by August 30, 2016. According to
the credible evidence in the record, you did not contact NYSOH until June 28,
2017 to file a formal appeal. This date is well beyond 60 days from the June 30,
2016 eligibility determination notice.

Therefore, there has been no valid timely appeal of the June 4, 2016 eligibility
determination notice and your appeal on the issue of your daughter

Medicaid Managed Care plan ending effective, June 30, 2016 as stated in that
notice is DISMISSED.

How does this Dismissal Affect Your Eligibility?

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

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 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 mail 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).

Page 5 of 8



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.

Espaiol (Spanish)

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

3 (Traditional Chinese)

BREEZENH - MREFEZECSHERNERIUHABTHENGE - FRE 1-855-355-5777 - HFITLIBMAE
RERBEMERBSHIEAS -

Kreyol Ayisyen (Haitian Creole)

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

3¢ (Simplified Chinese)

e A BRSO W R T B R AR SO, 15T FAE 2 1-855-355-5777 . FRATTHT LY B e h it
FARZTE AR R 55 o

Italiano (lItalian)

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

ot= 0] (Korean)

ZQot MEQIL|CE O|8fst= O = 20| ZREA|H 1-855-355-5777H 2 2 Q28| TAA| 2. 7512
AOjOf CHet 22 EY MH| AT M3 E L T

Pyccknmn (Russian)

OTO BaXHbIN JOKYMEHT. Ecnv Bam HyxxHa noMoLLb AN NOHMMaHWS 3TOro A0OKYMeHTa, MO3BOHUTE Mo
TenedoHy 1-855-355-5777. Mbl moxxem BecnnaTHO npegocTaBuTe Bam nepeBogyvka Bawero asbika.

iw »li(Arabic)

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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Gl Al Sl 555 o fin 55 LS 1-855-355-5777 i slls Juatill oa i cla) sine gl 5ol ) Aoy € 1Y) Angan A5 020
Llas Lghans

IS (Bengali)

A5 9F @FTA A S R[S WHNF IR A=NT ATIGH TV O1R(EA, TAAZ FE 1-855-
355-5777 WH(A P FPA| WA (I NN I I [AAE NG WANF  JFGA
ot fate “nfJ|

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.

fgdt (Hindi)
g U WEaYUl Swae gl 3R S 38 U H Jerdl a1y, & HUdT 1-855-355-5777 W
DI LI GH MUDI U S aiel Th gHIAT F:xedh SUasy xdl 9dhd gl

BZA&EE (Japanese)

CNEEBRGEETY . BRI IOICKENDERIS A, 1-855-355-5777 IZHBREIZSL BEREEH
TRMHEWNELET,

JuTett (Nepali)

Il T3l HeWYUl SIS gl J9ds 9o quisdls Hed dlfed Y-, HUAT 1-855-355-5777 HT A
TN gfld dusd Sl HINMET duisdrs :Yedh U IUA TRISH Taa! |

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 okyerE kasa a woka no ase ama wo kwa a wontua hwee.

(Urdu) 52

A S S IS 5 1-855-355-5777a8 ol 55 = i (S b o S el Sl &1L 0 gl ) SOl
U e S a8 aa e Qi SOl e L) 0 S

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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Tiéng Viét (Vietnamese)

bay la tai liéu quan trong. Néu quy vi can tro giup dé hiéu tai liéu nay, vui ldng goi 1-855-355-5777.
Chung téi c6 thé cung cap thdng dich vién mién phi néi ngén ngir cta quy vi.

v (Yiddish)

"N Vv 1 .1-855-355-5777 091N YU ,|"OWINRD IX OY §7'N UOIRT IX IR .VIYAIPNT WAV X T'R ONT
0TV 'R ONIL IXIOY T 'R 7RYON 1D 19 TWWOYNTIRT N |ava

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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