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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: January 03, 2018

NY State of Health Account ID:
Appeal ldentification Number: AP000000023530

On March 8, 2017, NY State of Health (NYSOH) received your updated
application for financial assistance and you uploaded one document to your
NYSOH account.

On March 9, 2017, NYSOH issued a notice stating that the income information
that you entered into your application on March 8, 2017 did not match what
NYSOH received from state and federal data sources. This notice further stated
that more information was needed to confirm your eligibility and you needed to
submit proof of income by March 23, 2017.

On March 17, 2017, NYSOH invalidated the income documentation you
uploaded on March 8, 2017.

On March 18, 2017, NYSOH issued a notice stating that that the documentation
NYSOH received did not confirm the information in your application. This notice
directed you to submit additional income documentation by April 7, 2017.

On March 29, 2017, you faxed a six-page document to NYSOH; which was
uploaded to your NYSOH account on April 3, 2017.

On April 10, 2017, NYSOH validated the faxed income documentation and an
updated application was submitted on your behalf.

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).).



On April 11, 2017, NYSOH issued an eligibility determination notice stating that
you were eligible for Medicaid, effective March 1, 2017.

Also on April 11, 2017, NYSOH issued a notice regarding retroactive Medicaid
stating that you were eligible for Medicaid from February 1, 2017 through
February 29, 2017, because your monthly household income was at or below the
monthly income limit for Medicaid eligibility.

On October 19, 2017, you filed an appeal. The appeal notes, dated October 19,
2017, stated that the reason for your appeal was the denial of Medicaid Premium
Assistance payments (see Inciden“).

However, you testified at the hearing on December 27, 2017, that you were not
seeking Medicaid Premium Assistance payments. You further testified that you
have third-party health insurance and Medicaid coverage. You testified that your
medical bills are first being billed through your third-party health insurance and
you are attempted to process the remainder of the bills through Medicaid.
However, you testified, that Medicaid is denying payment for the remainder of the
medical bills due to fact that the providers that rendered the medical services are
out of network.

You testified that you filed the appeal because you would like Medicaid to pay for
the remainder of the medical bills because you are unable to afford the remaining
amount owed on the medical bills after the bills are processed by your third-party
health insurance. You further testified that, while the doctors are out of network,
they are the only doctors that are able to provide the medical care you need. You
testified that, at the time of the hearing, you were not interested in Medicaid
Premium Assistance payments.

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 § 155.505; and (4) a denial of a request for a
special enrollment period (45 CFR § 155.505(b)(1)(iii), 45 CFR § 155.305(b), and
45 CFR § 155.420(d)).

After hearing your testimony, it was determined that you requested an appeal to
dispute the fact that Medicaid is not approving payment for the remainder of your

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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medical bills from out of network providers. You testified that you are seeking to
have Medicaid cover the remaining amount owed on medical bills after claims
were processed by your third-party health insurance. This issue relates to
Medicaid coverage and what types of medical services Medicaid will pay for,
which is not an issue that the Appeals Unit of NYSOH is authorized to address.
Therefore, the NYSOH’s Appeals Unit must dismiss your appeal.

You may have additional appeal rights outside of the Appeals Unit of New York

State of Health, such as through NYS Office of Temporary and Disability
Assistance.

How does this Dismissal Affect Your Eligibility?
This Decision does not affect your current eligibility.

You may have additional appeal rights outside of the Appeals Unit of New York
State of Health, such as through NYS Office of Temporary and Disability
Assistance.

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.

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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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).
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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.

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.

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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4y »li(Arabic)

WAL Gl () 8 an yia 5 LiSay  1-855-355-5777 a8 il Juai¥) (oa 5 Wl sine agdl Bacluse ) dalay S 1Y) Aage 43455 028
Bl Lfon

(Bengali)

1-855-355-5777

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.

fgdl_(Hindi)
I8 TP HEAYUl GWAW ol 3R MUS] 39 GHeH § Fgrdl difeq, O $Udl 1-855-355-5777 WR
DI B EH SMMUD! YTV Sia- el Th gHIiT Fied Iuds FHal IHhd g

BZX:E (Japanese)

NEEELGEETY BRI H-OITXENRELRIG AL, 1-855-355-5777 IZHEBFESIZEL, BEREER
F*&{#&L‘TZL*TO

JuTett (Nepali)

gl T3cl Hg@yul HIeNd 8l J9ds 93 duRdls Hed die® HH, HUAl 1-855-355-5777 HT A
TN gld dqusd 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 okyer€ kasa a woka no ase ama wo kwa a wontua hwee.

(Urdu) 52

A S S IS 5 1-855-355-5777a8 ol 55 2 iy (S b o S eaen —al Sl &1L 0 gl ) Sl
O e S a8 aa e Qi SO 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).

Page 7 of 8



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 t6i c6 thé cung cap théng dich vién mién phi néi ngdn ngi¥ clia quy vi.

vw'T'X (Yiddish)

'K Vi 1 . 1-855-355-5777 091N YO ,|"OWIRD IX OV §7'0 UOIXT VN QIR .VIVNIPRT WA'VD'I K T'K OXT
.0TYY 'R ORI IRIDW 'T 'R '7RXON 19 MO TWWWOYNIXRT X [2VA

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 8 of 8





