
Dear

We have reviewed your _____________________________ application for health insurance through Missouri’s MC+

program. Based on information you reported on the application, the following persons are not eligible for MC+:

____________________________________________________________________________________________

____________________________________________________________________________________________

You do not qualify because

You have the right to appeal decisions made involving your application. You can request a hearing within 90 days from

the date of this letter, by calling ______________________________ . If you request a hearing you may present your

information yourself or you may be represented by your own attorney or by other persons who know your situation.

You have the right to present witnesses in your behalf and to questions witnesses who appear at the request of the

MC+ Service Representative. For the possibility of free legal services, call __________________________ .

Sincerely,

MC+ Service Representative

File No. ___________________
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