SAMPLE   12/2010

AGENCY LETTERHEAD

NOTIFICATION OF RIGHT TO APPEAL
_______________________ (Date)

_______________________ (Individual’s name/address)

________________________

________________________

This letter is notification of your right to appeal the following action: 
A. Your request for Medicaid MR/ID Waiver Services has been denied.

_____ You have been placed on the Statewide Waiting List – Urgent status

_____ You have been placed on the Statewide Waiting List – Non-urgent status

_____ You have been placed on the CSB’s Planning List

B. Your status on the Medicaid MR/ID Waiver Waiting List has 
 been changed:
	
	From Urgent to Non-Urgent
	
	From Urgent to Planning

	
	From Non-Urgent to Planning
	
	Removed from MR/ID Waiver Waiting List


        
C.  Your enrollment in Medicaid MR/ID Waiver Services has been terminated.

D. The following Medicaid MR/ID Services have been: 
	
	Terminated
	
	Decreased

	
	Suspended
	
	Denied a request for increase

	.
	Denied
	
	


	
	Residential Support – In Home Services
	
	Environmental Modification

	
	Residential Support – Congregate 
	
	Assistive Technology

	
	Day Support
	
	Crisis Stabilization

	
	Prevocational
	
	Skilled Nursing

	
	Supported Employment
	
	Transition Services

	
	Personal Assistance – Agency        CD 
	
	Therapeutic Consultation – List below:

	
	Companion – Agency          CD  
	
	

	
	Respite – Agency           CD    
	
	

	
	Personal Emergency Response System (PERS)
	
	Targeted Case Management


CD = Consumer Directed Services 

 ______________________ (Individual)
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_________________________ (Date)

The projected date for this action is:   
The reason for the above action(s) is: 
Diagnostic eligibility was not met.

ICF-MR Level of Functioning eligibility was not met.

Medicaid eligibility was not met.

No MR/ID Waiver slots were available for assignment.

Urgent Criteria were not met.

No desire/need for waiver services within 30 days.


Other: 
If you are not in agreement with the above-related action(s), you may appeal this decision.  In order to do so, you must send written notification within thirty (30) days of receipt of this letter to:

APPEALS DIVISION

Department of Medical Assistance Services (DMAS)

600 E. Broad Street, Suite 1300

Richmond, VA 23219

If this is a termination or reduction in services and if you file an appeal before the effective date of this action,    _____      , (date) services may continue during the appeal process. However, if you appeal and the Appeals Division upholds this decision, you may be required to reimburse the Medical Assistance Program for the waiver services provided after   _______ . (date)   Additionally, if you file an appeal, you must inform your Support coordinator/case manager of this action in order for your services to continue beyond the above stated end date.

This agency is required to inform you of your right to appeal, based upon State and Federal codes. 

(12 VAC [Virginia Administrative Code] 30-110-70 through 12 VAC 30-110-90) and Federal regulations (42 CFR [Code of Federal Regulations] 431). 
If you have any questions regarding the actions noted in this letter, you may contact your 

Support coordinator/case manager: ______________________________________ .




(Support coordinator/case manager’s name and phone number)
{Signature}
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