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HEARING RIGHTS LANGUAGE

The following is DCH Standard language that informs a beneficiary of their right to a hearing. It
must be included on the written notice that is sent whenever action is taken by DCH or one of
its contracted agencies to deny eligibility, or when action is taken to reduce or terminate
medical services:

PROCEDURES FOR REQUESTING A HEARING

If you disagree with this action, you may request a hearing within 90 days of the date of
this notice. Hearing requests must be made in writing and signed by vou or an
authorized person. You may choose anyone to represent you. If you want someone
else to request a hearing for you or represent you at the hearing, that person must first
have your written authorization to do so unless that person is your attorney or your
spouse. The Department of Community Health Administrative Hearings must have
proof that you authorized the person to request the hearing or a copy of a court order
naming the person as your guardian or conservator. Otherwise your hearing request
will be denied.

If you are currently receiving medical benefits and vour hearing request is received
before _ (12 days) |, this action will not be taken at this time. However, you might
be required to repay any contested medical benefits which you receive as a result of
your request for a hearing if the Department’s proposed action is upheld in the hearing
decision; if your hearing request is withdrawn; or you or your authorized hearings
representative do not attend the hearing.

To request a heaning, complete the enclosed Hearing Request, and return it in the
enclosed envelope, or mail to:

Department of Community Health
Administrative Tribunal

P. 0. Box 30195

Lansing MI 48909-7695

If vou want to know more about how a fair hearing works or to find out if free legal
help is available, call 1-800- 642-3195.
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The purpase of this form is for a beneficiary to request an administrative hearing.

BENEFICIARY INSTRUCTIONS:

*  Answer guestions in SECTIONS 1 & 2 ONLY

* Please use a PEN and PRINT FIRMLY .

* Remowve the BOTTOM copy tor your records.

= If you have any questions, please call the
Medicaid Helpline at: 1 (800) 642 - 3195,

| SECTION!-To be completed by BENEFICIARY:

postage paid envelope to:

ADMINISTRATIVE TRIBUNAL

After you complete this form, mail it in the enclosed

MICHIGAN DEPARTMENT OF COMMURNITY HEALTH

PO BOX 30185
LANSING M| 4B909-T695

Coempletion I Voluntary, but d NOT

take place

complated, & heaaring wil not

[TWANT TO REQUEST & HEARING: The lohowing are my reasons Tor (eguesting a hearmg, Use Addional Chesis i Nesded.
| 'mmwmm; Haanng T
[ NO [ YES (Please Explain in Here):
[ NO |:| YES (Please Explain m Eur.tlun 2 Below):
V] me Your Tamphons MUmBEr
{ )
Your AOdrest [(No, K STEaL RpL NG, 915.] Tour Sigvae USw Soned |
Ty Uit | 2 come |
| |
SECTION 2 - Hearing Representative Information:
[REmS of REpresenalre REGTUSBNEalve Temphane WOmGer
{ )
[ AEOTESS (NG, & SITEET, Apl. WS, 615.] FEOTEEENTETVE Sy aT e TAlE Sgred |
Ty ST FALmT-1-1.3
[ Buthionly: 42 GFH 31000 - 431250 | & Departm en Dmman - Agamsl any mdmidual o group DECause

of rece. sax, religwon, 3ge. natienal angm, marital status, political besais of daabdity. |1 you need
halp with mading, writng, heanng, ato,, unces the Amercans with Disabdties Ao, you are nvited
ta make your needs knewn o the Depantmant of Community Haalth

5iUd. no entiende esto,

If you ao not understand this call the

i Sy 3] BemlS) Apimeal) S B bl sl bl gl md 13

_OCHOESY (W (4aa,

epartment of Community Health.
llame a la oficing del Departamento de Salud Comunitaria.

OIS TRIEITION: WHITE: - Agministratve TRounal, TELLLW

1(800)642 -3185

- DCH TWSA, FINF - Beanehciary Copy

Exhibit



Community Health

ent MAMNUAL TITLE SECTION CHAFTER | PAGE
BENEFICIARY ELIGIBILITY 2 1 17
CHAPTER SUBJECT DATE
06-15-08
BENEFICIARY HEARINGS BE 96.01

AGENCY REVIEW OF
HEARING REQUEST

Michigan Department of Communrty Health
Admimistrative Tribunal

To OF T amm

EenEncinry Hame

Case Humh.r

RacEwnt 10 HE.

Counly Hame

Ce, WL [ SRl T Tad War,

DCH - MS5A
DCH - OTHER
CONTRACT AGENCY:

Agency Type [check ONE and entar speciic Wame 1o ihe Right)

o

Hama oT TTR Ofice or Coniracing Agency

Haafing Type. [check ALL Ml apply)
Denial of Prior Authorization
‘Denial of Medicaid Payment
Denial ! Closure of TMA Plus
Denial of Medical Exception
Denial of Home Help Services
Denial of DCH Waiver Pragram

Denial of Children's Waiver Services
Category of Care
Denial of Waiver Services
Reduction of Services

[JManaged Care Issues

Denial of CSHCS Medical Eligibility § Level of Care (LTC or HCBS Waiver)

Recipient Monitoring Restriction
Reduction of Services
O Other (explain):

[MESues in Dispule;

[Pre-Hearing Resolibon (1T Applicabie]

UCH Slal of Conwaciing Agency Sgnatrs

ElEphone RumBer

DCH-02IT2 (W) (4/08)

DISTRIBUTION. WHITE - Administratve Trbunal,

YELLOW -DCH I MSA,

FINK - Benalicary Copy
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HEARING SUMMARY FRsEE |

Case Humber To. | Dl | Sech| Uni | WEr |
Michigan Department of Community Health |
Administrative Tribunal
1. Date Hearing Requested | 2. Effective Date of Action 3. Date Client Notfied of 4. Deleted Pending Heanng ?
Department Acticn
[ NO oYes |

5 Date OHered Case 6. Was This Date Accepied? 7. Date of Administrative Review

Conference
P> oo [ YES

11. Explanation of Actoni{s) Taken:

12Z. Facts ang Fact Sources used in taking this acUon(s):

11. Law(s], Regulationis) or Policy Manual l1em (&) used 0 @king acton.

|74 Frepared By; (Signature] 15. Date

Ifyeu do net understand this call the Depariment of GCommunity Health,
SiUd. no entiende esto, llame a la oficina del Departamento de Salud Comunitaria. 1 (800 )642 - 3185
e RS ) B A A el S Bk e ol gl o 130 |

The Department of Community Health will not discriminale against any individual or group because of race, sex, [
religion, age, national origin. marital status, palitical beliefs or disability. If you need help with reading, writing, !
hearing, etc., under the Americans with Disabilities Act, you are invited to make your needs known to the Family
| Independence Agency office in your county.

DCH-036T (W) (4-98)

Exhibit
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TO OF COmpeETeay oy Do ST H'ﬂ]? T —

Benahcary Rame Cale Seni
HEARING REQUEST WITHDRAWAL
Casw Humber Heciprenl 10 Ha.
Michigan Department of Community Health
Administrative Tribunal GuT [0 Ca Ol T Sech | Umit T.

The purpose of this form is for 2 beneficiary to withdraw his 7 her request for an adminisirative hearing
BENEFICTARY INSTRUCTIONS:
*  Answer questions in SECTIOM 1 ONLY L
* Piease use a PEN and PRINT FIRMLY.
*  FRemove the BOTTOM copy for your records.
* If you have any questions, please call the
Medicaid Helpline at 1 (B00) 642 - 3195,

After you complete this form, mail it in the enclosed
postage paid envelope to:
ADMINISTRATIVE TRIBUNAL
MICHIGAN DEPARTMENT OF COMMUNITY HEALTH
PO BOX 30185
| LANSING MI 48909-7695

SECTION | - To be completed by BENEFICIARY:
[TOUROT WENT & HEAFING: Please cancel my TeG0esTTor 8 Feanng for the Tollowing reason. CHeck The appropriate box below): ]
[J ! now understand that the action taken by the Department of Community Health was correct.
[ The Department of Community Health has changed its action.
[JOTHER - [please explain):

Denial of Prior Authorization
Denial of Medicaid Payment
Denial f Closure of TMA Plus
Denial of Medical Exception
Denial of Home Help Services
Denial of DCH Waiver Program

[J Denial of CSHCS Medical Eligibility [J Level of Care (LTC or HCES Waiver]
[J] Denial of Children's Waiver Services Recipient Monitoring Restriction
Category of Care . Reduction of Services
E Denial of Waiver Services ﬁ Other {expla:n):
Reduction of Services
[JManaged Care Issues

TEZU=E i Eliﬂ oTE.
P TEHERTy HETamanar (T R p ]
FOCH SETSHAanTE SET TERERGE oM BET

{ )

& Lapa M midni L] Wik mot discnm 2 FQAINST By {41 g use
of race, sex, religion, age, national arigin, marital status, postical belefs o disabikty, If you nasd
compketed, & hearng will not help with reading, writing, hearing. atc., undes the Amencans with Diasbdities Act, you are mvisd
take pace o make yous neads known to the Department of Commundy Heash,

Tyou do not understand this call the Deparment of Community Heahn,

5i Ud. no entiende este, lame a la oficina del Departamento de Saiud Comunitaria,

L] ;s &
Campletion Iz Welientary, but f HOT

1(800)642-3195
.thﬁiﬁmnwau_n;J*Hun,ﬂ_“;f

DISTRIBUTION: WHITE, - Acmmisratve Tnbunal, TELLOW - DCR T M Eh, BIMEK - E.mmq Copy

“GCHGE3Y (w1 (4/88]

Tour mame Tour |efephone MOmbeEr
i ]
| |TO0T AEATERY (MG, & STEel, ApL Mo, 6] CIR-T] E | OarE signed |
. Sy S [ ZF CoaE ‘
The area below this line is to be completed by DCH Staff Only:

ency lype. [check UNE and enier speciic Name e Rig [Wame of DLF Dfice or Confrachng Agency

DCH - MSA

DCH - OTHER [

CONTRACT AGENCY:

Exhibit
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ORDER CERTIFICATION

Administrative Hearing or
Departmental Review

Michigan Department of Community Health

, INSTRUCTIONS:

TO O COmeTe T oy DC T ST Ty —

I Tate Genl

Hecp=enl 1D HE :

Co [e[TEN EC, 511 (T3

' * Complete the actions within 18 Days of the Decision and Order's mailing date.

CERTIFICATION

[] 1certify that the actions contained in the decision and order were completed by

on

Hame

]

Date

has not been able to

Name

' comply with the decision and order within 10 days for the following reasons:

The expected Action Date is:

after 10 days by:

E} | certify that the actions contained in the decision and order were completed

Date

on

Date

will never be able to

Hame

comply with the decision and order for the following reasons:

DCH Swatt Signature

Date

Phone Mumber

Supenisar Signature

Date

The Department of Community Health will nol dizeriminals against
any individual or group because of race, sex, religion, age, national
ofigm, marital status, political beliels or disabiity .

DCH-0107 (4/98)

COPY DISTRIBUTION: |
WHITE - Admnistrative Tribunal Retains
TELLOW - Reply to Adminstratve Tribunal
PINK = DCH Staff
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