ACTION NOTICE & HEARING RIGHTS – For Medicaid Beneficiaries

COMMUNITY MENTAL HEALTH for CENTRAL MICHIGAN

	Consumer Name:
	     
	Consumer ID#:
	     

	To Guardian/Parent (as appropriate):
	     
	Date of this Notice:
	     


This is to notify you that Community Mental Health for Central Michigan (CMHCM) has made the following decision(s) about the service(s) you have asked for or the service(s) you receive from us.  This does not mean that you will lose your Medicaid and will not affect other Medicaid services you are receiving, or may need in the future. 

THE ACTION WE HAVE TAKEN IS:
	 FORMCHECKBOX 
 The service(s) requested  FORMCHECKBOX 
 were  FORMCHECKBOX 
 will be

	Table #1  (√ one only)
	Name of Service(s) Affected
	Effective Date

	 FORMCHECKBOX 
 Denied
	     
	     

	 FORMCHECKBOX 
 Delayed more than 14 days
	
	

	 FORMCHECKBOX 
 Authorized per completion and approval of your initial or annual Individual Plan of Service
	     

	 FORMCHECKBOX 
 Authorized per your revised Individual Plan of Service
	Describe Changes:       
	     

	 FORMCHECKBOX 
 Other 
	Define:       
	     

	 FORMCHECKBOX 
 Your current service(s) will be: 

A 12 calendar day advance notice from today’s date is required (see instructions for exceptions).

	Table #2  (√ one only)
	Name of Service(s) Affected
	Effective Date

	 FORMCHECKBOX 
 Reduced
	     
	     

	 FORMCHECKBOX 
 Terminated
	
	     

	 FORMCHECKBOX 
 Suspended
	
	     


THE REASON FOR THE ACTION IS (CHECK AS APPROPRIATE):
	 FORMCHECKBOX 

	A. Eligibility    

	 FORMCHECKBOX 

	You do not meet the clinical eligibility criteria for services.  You do not meet Medicaid eligibility criteria for services as a person with a serious mental illness, a person with a developmental disability, a child with a serious emotional disorder or a person with a substance use disorder.

	
	 FORMCHECKBOX 

	Your Medicaid Health Plan is responsible for providing services to you.  

	
	
	Please call your Health Plan.
	Plan:
	     
	Phone:
	     

	
	 FORMCHECKBOX 

	You have other resources available for services.  Please contact:
 FORMCHECKBOX 
 your insurance company      FORMCHECKBOX 
 your primary care physician      FORMCHECKBOX 
 a community provider agency.

	 FORMCHECKBOX 

	Residency.
	You live outside of the CMHCM service area. We cannot authorize services for you.  

	 FORMCHECKBOX 

	You are currently residing in an institution in which CMHCM cannot authorize your services (e.g., jail, prison, state hospital, extended care facility).


	 FORMCHECKBOX 

	B. Medical Necessity.  The service(s) requested or the current service(s) identified in this notice are not medically necessary for the following reason(s):

	 FORMCHECKBOX 

	The documentation provided does not establish medical necessity.

	 FORMCHECKBOX 

	Your Individual Plan of Service goals and objectives have been met.

	 FORMCHECKBOX 

	You have not attended or participated in your authorized services since
	     
	(date)

	
	CMHCM cannot continue to authorize services for you if you are not interested.


	 FORMCHECKBOX 

	C. Other:
	     

	 FORMCHECKBOX 

	The service(s) requested or the current service(s) identified in this notice are not Medicaid covered services.

	 FORMCHECKBOX 

	You have requested the termination of services. 




The legal basis for this decision is 42 CFR 442.230(d), Michigan’s Mental Health Code, Public Act 258, and/or applicable policy 
found in the Medicaid Provider Manual, Mental Health and Substance Abuse services 

IF YOU DO NOT AGREE WITH THIS ACTION, PLEASE READ YOUR RIGHTS ON THE BACK OF THIS PAGE.



Notice has been provided:   FORMCHECKBOX 
 via mail      FORMCHECKBOX 
 in person     on _____________ (date)

	
	
	
	
	
	
	

	Consumer/Guardian Signature (as available)
	
	Date
	
	Primary Staff Assigned/Credentials
	
	Date


If you do not understand any part of this Notice, please ask for Customer Service 
at (989) 772-5938 or (800) 317-0708 or (989) 773-2890 TTY.

	Your Rights
If you are not happy with the action we have taken, you may do any or all of the following:

· Ask to review your services/plan with your primary clinician or their supervisor; and/or
· Contact the CMHCM Recipient Rights Office by calling (989) 772-5938; and/or
· Request a Local Appeal within 45 calendar days by calling our Customer Services Office (see below), and/or

· Request a Medicaid Fair Hearing within 90 calendar days of the date of this Notice (see below).  

If you were denied access to all services or psychiatric hospitalization by CMHCM, you can request a Second Opinion.

· If a denial of all services, a Second Opinion will be completed within 5 business days of your request.

· If a denial for hospitalization, a Second Opinion will be completed within 3 calendar days (except Sunday/Holidays).

· To request a Second Opinion, please contact Customer Service at (989) 772-5938 or (800) 317-0708 or        (989) 773-2890 TTY.
You may choose to have another person represent you in exercising Your Rights:

· This person can be anyone you choose

· This person may request an appeal or a hearing for you

· You must give this person written permission to represent you.  You may provide a letter or a copy of a court order naming this person as your guardian or conservator

· You do not need any written permission if this person is your spouse or attorney

IMPORTANT NOTE: If you file an appeal and/or a hearing you may ask your primary clinician or their supervisor that   your services remain in place if you appeal within 12 calendar days of this notice, if the authorization has not expired, if the action is a reduction, termination, or suspension, and if the authorization was ordered by an authorized provider.  If services remain in place, you may have to repay the cost of these services if the hearing or appeal upholds the decision, if you withdraw your appeal or hearing request, or if you or your representative does not attend the hearing. 


	Local Appeal Resolution

If you do not agree with this decision, you or your provider (on your behalf and with your written permission) may request a Local Level Appeal.  Your request can be made orally or in writing and must be received by Customer Service within 
45 calendar days of the Date of this Notice.  

Community Mental Health for Central Michigan

Customer Service Coordinator

The George Rouman Center

301 South Crapo, Suite 100

Mt. Pleasant, MI  48858

(989) 772-5938 or (800) 317-0708 or (989) 773-2890 TTY

Expedited Local Appeal Resolution:
You have a right to an “expedited” or “faster” appeal if waiting the standard time of 45 calendar days for the appeal would seriously jeopardize your life or health or your ability to attain, maintain or regain maximum function.   To request an expedited hearing, you must call the Customer Service Office at the number above.


	Medicaid Fair Hearing

If you do not agree with this decision, you may request a Medicaid Fair Hearing within 90 calendar days of the Date of this Notice.   Hearing requests must be made in writing and signed by you or an authorized person.  To request a hearing, complete the enclosed “Request for Hearing“ form and mail it in the enclosed pre-addressed envelope to:

State Office of Administrative Hearings and Rules
For the Department of Community Health

P.O. Box 30763
Lansing, mi 48909
Expedited Fair Hearing

You have a right to an “expedited” or “faster” hearing if waiting for the standard time (up to 90 days) for a hearing would seriously jeopardize your life or health or your ability to attain, maintain or regain maximum function.  To request an expedited hearing, you must call the Administrative Tribunal office toll free at 1-877-833-0870.


Enclosure:  Request for Hearing Form, DCH-0092, & Return Envelope
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                                                                                                        CMHCM-330 (Revised-01/28/10)


