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SAGINAW COUNTY

COMMUNITY MENTAL
HEALTH AUTHORITY



(( ADEQUATE ACTION NOTICE and HEARING RIGHTS ((
with the Department of Community Health Administrative Tribunal

For MEDICAID Recipients
Consumer Name:       
   Case #:      
 

 FORMCHECKBOX 
Consumer Address OR  FORMCHECKBOX 
Guardian Name and Address:  

     


     


     


This notice was  FORMCHECKBOX 
given or  FORMCHECKBOX 
sent to the consumer or guardian named above on the date signed on this notice and copied for the case record.

 Specifically, the action taken is described below:

Your Individualized Service Plan/periodic review define the amount, duration and scope of authorized services.

If you do not agree with your plan as written by Saginaw County Community Mental Health you may:

· Request a Medicaid Fair Hearing within 90 days of the date of this notice.  Hearing requests must be in writing, and signed by you or your authorized representative. 

To request a hearing, complete a Request for Hearing form provided with this Notice, or write to the Tribunal at:

Administrative Tribunal, Department of Community Health

P. O. Box 30763, Lansing, MI  48909

· Request an Expedited Hearing if you believe waiting for the standard hearing process would seriously jeopardize your ability to attain, maintain, or regain maximum function.  To request an Expedited Medicaid Fair Hearing, you must call, toll free 1-877-833-0870

You may choose to have another person represent you at the hearing.

· This person can be anyone you choose.

· This person may request 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.

· If you have any questions you may call the Administrative Tribunal at (877) 833-0870.

In addition to requesting a Medicaid Fair Hearing, you may also:

· Ask to review your plan with your Case Manager, Supports Coordinator, or Therapist, or their supervisor.

· Contact the Recipient Rights Office at (989) 797-3452 or 1-800-258-8678.

· Request a Local Appeal (your provider may also file a Local Appeal) within 45 days of the date of this notice by calling Customer Service at (989) 797-3452 or 1-800-258-8678. 

· The Local Appeal process starts with your request to Customer Service (verbally or in writing) and ends with the decision of the Director of the Customer Service/Recipient Rights Office.

· If you disagree with the results of the Local Appeal, you may ask for a Medicaid Fair Hearing with the Administrative Tribunal as outlined above. Customer Service can assist you in this process.

· You may contact the Customer Service Office for further information at:

Saginaw County Community Mental Health Authority Customer Service


500 Hancock Street, Saginaw, MI 48602 


(989) 797-3452 or toll free 1-800-258-8678

The legal basis for the above decision is 42CFR440.230(d).

Staff signature:
 
Date:___________________

Consumer signature:

Date:___________________                                (individual plan of service only)

Guardian signature:

Date:___________________

If applicable (individual plan of service only)






