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

Albany, NY 12211

Notice of Decision

Decision Date: February 21, 2018

NY State of Health Account ID:
Appeal Identification Number: APO00000025663

On February 15, 2018, you appeared by telephone at a hearing on your appeal
of NY State of Health’s October 28, 2017 eligibility determination notice.

The enclosed Decision, rendered after that hearing, is issued by the Appeals Unit
of NY State of Health.
If you have questions about your Decision, you can contact us by:

e Calling the Customer Service Center at 1-855-355-5777

e Sending Malil to:

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

e Sending a Fax to 1-855-900-5557
When contacting NY State of Health about your appeal and/or the Decision,

please refer to the Appeal Identification number and the NY State of Health
number at the top of this notice.

Legal Authority

We are sending you this notice in accordance with 45 Code of Federal
Regulations (CFR) § 155.545.

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

Albany, NY 12211

Decision

Decision Date: February 21, 2018

NY State of Health Account ID:
Appeal Identification Number: APO00000025663

Issue
The issue presented for review by the Appeals Unit of NY State of Health is:

Did NY State of Health (NYSOH) properly determine that you were not
eligible to receive Medicaid through NYSOH, effective January 1, 20187

Procedural History

On October 16, 2016, NYSOH issued a renewal notice stating that based on
federal and state data sources you still qualified to get health care coverage
under Medicaid and were re-enrolled in a Medicaid Managed Care (MMC) plan,
effective January 1, 2017.

On March 2, 2017, NYSOH issued a disenroliment notice stating that your
enrollment in your MMC plan would end, effective April 30, 2017, because the
type of Medicaid coverage you were eligible for did not require/allow you to enroll
in an MMC plan.

On March 8, 2017, NYSOH issued an eligibility determination notice stating, in
relevant part, that you remained eligible for Medicaid, effective as of May 1,
2017. The notice further stated that you were no longer eligible for Medicaid,
however, your coverage would continue until December 31, 2017, because
individuals who qualified for Medicaid get coverage for twelve continuous
months.

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 October 28, 2017, NYSOH issued a renewal notice stating that you did not
qualify for health insurance coverage through NYSOH, effective January 1, 2018.
Based on information from federal and state data sources, it was determined that
you were already enrolled in or eligible for a public insurance program such as
Medicare. Further, the notice states that your information was sent to your local
department of social services to determine your eligibility for Medicaid on a
different basis, and your Medicaid coverage would continue through your local
department of social services until your new eligibility can be determined.

On December 12, 2017, you contacted NYSOH’s Account Review Unit and
requested an appeal insofar as you were determined ineligible for Medicaid.

On February 15, 2018, you had a telephone hearing with a Hearing Officer from

NYSOH’s Appeals Unit. Testimony was taken during the hearing and the record
was fully developed. The record was closed at the end of the hearing.

Findings of Fact
A review of the record supports the following findings of fact:

1) According to your NYSOH account and testimony, you are applying for
health insurance for yourself.

2) You testified that you do not expect to file a 2018 federal income tax
return.

3) You testified that you reside with your ||l I so. and they
are not financially dependent on you.

4) According to you NYSOH account and testimony, you were enrolled in
Medicare Part A, effective March 1, 2017.

5) You testified that you opted out of Medicare Part B because you could not
afford the monthly premiums.

6) You testified that your income consists of $975.00 monthly in Social
Security Disability Insurance benefits and $290.00 in monthly disability
benefits from an insurance company.

7) You testified that you are seeking to be found eligible for Medicaid.

8) According to your NYSOH account, you reside in || | NN \cW
York.

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).



9) You testified that you have not received any paperwork from or applied for
Medicaid through Monroe County Department of Social Services (DSS).

Conflicting evidence, if any, was considered and found to be less credible than
the evidence noted above.

Applicable Law and Regulations
Medicaid

An individual is eligible for enrollment in Medicaid through NYSOH (called MAGI-
based Medicaid) when he or she meets certain nonfinancial criteria and has a
household income that is at or below the applicable Medicaid income standard
(45 CFR 8§ 155.305(c); N.Y. Soc. Serv. Law § 366(1)(b)).

In general, to qualify for MAGI-based Medicaid through NYSOH, you must also
be one of the following:

* An adult aged 19-64 who is not eligible for Medicare Part A or Part B,
* A pregnant woman or infant,

* A child aged 1-18, or

* A parent or caretaker relative

(45 CFR 8§ 155.305(c); N.Y. Soc. Serv. Law § 366(1)(b)).

If an individual does not fall into one of these categories, he or she may still be
eligible for non-MAGI-based Medicaid coverage through their Local Department
of Social Services or the New York City Human Resources Administration (see
N.Y. Soc. Serv. Law 8 366(1)(c)).

NYSOH is required to refer an individual who is not eligible for MAGI-based
Medicaid because they are in receipt of Medicare, certified disabled, or over the
age of 65 to the Local Department of Social Services or the Human Resources
Administration. During the referral process, an individual’s Medicaid eligibility,
including their enrollment in a Medicaid Managed Care plan or receipt of
Premium Payment Assistance, continues until such a time as their eligibility can
be redetermined on a non-MAGI Medicaid basis (see generally 42 CFR §
435.1200, 42 CFR § 435.930, 14 OHIP/LCM-2 effective as of December 1, 2014,
GIS 16 MA/04 effective as of January 1, 2016).

Legal Analysis

The issue under review is whether NYSOH properly determined that you were
not eligible to receive Medicaid through 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).



Medicaid through NYSOH (called MAGI-based Medicaid) is available to
individuals who are between the ages of 19 and 64, who are not eligible for
Medicare Parts A or B, pregnant women or infants, children between the ages of
1 and 18, and parent or caretaker relatives.

The record reflects that when NYSOH issued the October 28, 2017 eligibility
determination notice, you were eligible for and enrolled in Medicare Part A.
Further, you only reside with you i I son. Wwho is not financially
dependent on you. Therefore, you are not a parent or caretaker relative of a
dependent child.

Since you were enrolled in Medicare and not a parent or caretaker relative,
NYSOH properly determined that you were not eligible for Medicaid through
NYSOH.

Therefore, the October 28, 2017, eligibility determination is AFFIRMED.

Individuals who are no longer eligible for MAGI-based Medicaid because they are
receiving Medicare, over the age of 65, or have become certified disabled may
gualify for Medicaid under non-MAGI standards. NYSOH is required to refer
these individuals to the Local DSS for redetermination of their Medicaid eligibility.

Once a case is referred, NYSOH and the Local DSS must ensure that an
individual’'s Medicaid is maintained throughout the redetermination process to
prevent any gaps in coverage.

The October 28, 2017, NYSOH notice stated that your information was sent to
your Local DSS to determine your eligibility for Medicaid on a different basis, and
your Medicaid coverage would continue through your LDSS until your new
eligibility can be determined.

You testified that you have not received any paperwork from nor applied for
Medicaid through Monroe County DSS.

Therefore, your case is RETURNED to NYSOH to refer to your case to Monroe
County DSS and to reinstate your Medicaid fee-for-service coverage through
NYSOH as of January 1, 2018. Furthermore, your coverage shall continue until
your case can be properly transferred to Monroe County DSS for a
redetermination of your eligibility for Medicaid on a non-MAGI basis.

Decision

The October 28, 2017, eligibility determination is AFFIRMED.

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).



Your case is RETURNED to NYSOH to refer to your case to Monroe County
DSS and to reinstate your Medicaid fee-for-service coverage through NYSOH as
of January 1, 2018. NYSOH shall continue your coverage until your case can be
properly transferred to Monroe County DSS for a redetermination of your
eligibility for Medicaid on a non-MAGI basis.

Effective Date of this Decision: February 21, 2018

How this Decision Affects Your Eligibility

Your case is being sent back to NYSOH to reinstate your Medicaid fee-for-
service coverage as of January 1, 2018, and to notify once it is reinstated.

Your Medicaid coverage through NYSOH will continue until your case can be
properly transferred to Monroe County DSS for a redetermination of your
eligibility for Medicaid on a non-MAGI basis.

If You Disagree with this Decision (Appeal Rights)

This Decision is final unless you submit an appeal request to the Federal
Marketplace or bring a lawsuit under New York Civil Practice Law and Rules,
Article 78.

You may bring a lawsuit on any Appeals Unit decision in New York State court in
accordance with Article 78 of the New York Civil Practice Law and Rules. This
must be done within four months of the Decision Date, which appears on the first
page of this Decision.

Additionally, Appeals Unit decisions on issues involving eligibility for qualified
health plans, advance premium tax credits, and cost-sharing reductions may be
appealed to the Federal Marketplace. This must be done within 30 days of the
Decision Date, which appears on the first page of this Decision (45 CFR §
155.520(c)).

If you have questions about appealing to the Federal Marketplace, you can
contact them in any of the following ways:

e By calling the Customer Service Center at 1-800-318-2596
e By mail at:

Health Insurance Marketplace
Attn: Appeals

465 Industrial Blvd.

London, KY 40750-0061

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).



e By fax: 1-877-369-0129

If you wish to be represented by an attorney in bringing an outside appeal and do
not know how to go about getting one, you may contact legal resources available
to you. You may, for example, contact the local County Bar Association, Legal
Aid, or Legal Services.

If You Have Questions about this Decision (Customer Service
Resources):

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

Summary
The October 28, 2017, eligibility determination is AFFIRMED.
Your case is RETURNED to NYSOH to refer your case to Monroe County DSS.

NYSOH shall reinstate your Medicaid fee-for-service coverage as of January 1,
2018

NYSOH shall continue your Medicaid coverage until your case can be properly
transferred to Monroe County DSS for a redetermination of your eligibility for
Medicaid on a non-MAGI basis.

Legal Authority

We are sending you this notice in accordance with 45 CFR § 155.545(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).



A Copy of this Decision 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).



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.

Espaiiol (Spanish)

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

1 (Traditional Chinese)

ERREREAT - WREFHFEES RN BRSNS T AT - 5520 1-855-355-5777 - FffTn] LUK
e RHEATEHESEEAR -

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 entéprét gratis nan lang ou pale a.

F (Simplified Chinese)

KR EERSC . RS T B SO, T T FAE A 1-855-355-5777. AT LA G g A it
FRRZTE AR R 55 o

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.

3}=o] (Korean)

=Rt MFYLICH Ololot= O =301 2 R06tAIS 1-855-355-5777 HO 2 HEGH =& A2, #6tS
SO0l CHE B2 &9 MEIAIF HIZELICH

Pyccknn (Russian)

OTO BaXHbIN JOKYMEHT. Ecnv Bam HyxxHa NomoLLb AN NOHUMaHWS 3TOro AOKYMeHTa, MO3BOHMTE MO
TenedoHy 1-855-355-5777. Mbl moxxeM BecnnaTHO npegocTaBuTe Bam nepeBoaymka Bawero a3bika.

4w »li(Arabic)
) Al ell (5558 an e b 58 LiSe) ,1-855-355-5777 il Juai¥l (oa i Ll sine agdl sacbiss ) dalay i€ 13 dage 48855 020
Blae Lghans
= (Bengali)

a6 a3 @y IR At FAE IAFTEE I TR IO W ORE, AeqsR FE 1-855-355-5777
TN I FPA| AN (T O FN I FARCT A AANE AFOA (et fate 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).



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.

f&dr (Hindi)
IE UF AGcaqUl GEATAS ¢ 3PN IS 38 FHSE H HgIdm a1fey, dF FoAr 1-855-355-5777 TR
I Y| §H T AT Slelel dTelT Teh GHTTIAT To¥:3fcch 3Uclet] Hidl Hohl ¢ |

HAZE (Japanese)

NIFEELGERTT, BRETI-OICKENBELRIEEIL., 1-855-355-5777 IZH BEESIZELY, BEREEH
TRML=LET,

A4l _(Nepali)

Il T3 HETdqUl TSI 8Tl JHATS gge1 AU Hegd dliges 31, HUAT 1-855-355-5777 AT BleT
TR | BT TUTSel Slowl $ISTAT AUSels fo:Qeeh Iy 3Uclet IRT3 HeFo! |

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, 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) 52

G S Gl 8 IS 5 1-855-355-5777p S ol 5 2 Ciysmad (S 2 ol S emans il Sl R o 5l ol SOl g
O e S a8 s yle it SO e L) 3 S

Tiéng Viét (Vietnamese)

Day la tai liéu quan trong. Néu quy vi can tro gitp dé hiéu tai liéu nay, vui ldng goi 1-855-355-5777.
Chung t6i c6 thé cung cap thong dich vién mién phi néi ngdn ngl cta quy vi.

w'T'R (Yiddish)

K Y 1 .1-855-355-5777 091N YU ,|"OWIRD IX OV §7'0 UDIXRT V'R QIR .VIVAIPRT WAV K T'R ONT
.0TYY IR ORIEIRIOY 'T 'R IXYON [I19 '"M19 TWWWOYNIRT N |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).





