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MC+ ADVANCE ACTI ON NOTI CE

PURPOSE: To provide official notice of the intent to
di sconti nue or change MC+ heal thcare coverage unless the

custoner requests a hearing within TEN cal endar days after the date of
this form This form advises the custoner of the right to a hearing

and the formincludes the reason for the decision

NUVBER OF COPI ES AND DI SPCSI TI ON: Make two copies. Ml the original
to the custoner and file the other copy in the case record.

MANUAL REFERENCE: Chapter | and X — I ncome Mintenance Manua

I NSTRUCTI ONS FOR COMPLETION: This formmay be witten legibly in ink
or typed.

Conpl ete, Date, Case Nane, and Address in the “TO and “FROM boxes.
Dat e shoul d be the date nail ed.

Check the appropriate box to indicate what action is to be taken and
in the blank spaces, conplete the appropriate entries:

“Di scontinue MC+ heal thcare coverage for”: Enter the nane or nanes of
person/s no longer eligible for M+

“The last day of MC+ healthcare coverage is”: Use the |ast day of MC+
cover age

“Require you to pay a premumto continue to receive MC+ heal thcare

coverage for”: Enter the name or nanes of person/s who are eligible
for LOC 3.
“The prem um anmount will be based on your famly size of”: Enter the

nunber in the assistance group (Field 29 of IMJK) “and nonth i ncone
of” enter the gross nonthly inconme fromField 41 of | M.

“The reason for this proposed change is that”: This area MJIST be
conpleted on each form Enter an explanation to the custoner in
under st andabl e | anguage whi ch i ncl udes:

The change in the custoner’s circunstances which resulted in the
proposed action

The eligibility factor involved; and

Ref erence to the specific law, rule, regulation, or manual reference
on which the decision is based. (A manual reference should be used

only if no law or regulation is applicable.)
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“I'f you believe this decision is wong, you have until”: Enter the day
of the week, the nonth, date, and year upon which the custoner’s right
to request a hearing expires. Determne the date by counting ten

cal endar days after the date shown at the tope of the letter.

“To request a hearing by tel ephone call”:

Enter the phone nunmber of the local D vision of Famly Services
of fice.

“For the possibility of free legal service call”: If Legal Services

are available in your area, enter the tel ephone nunber. If not
avai | abl e, | eave bl ank.

Tear-Of Section:

This section is for the custoner to request a hearing in witing.

“I'f you want a hearing, fill out this form tear it off and mail it
to”: Enter the M+ Service Center and the DFS of fi ce address.

FOR OFFI CE USE ONLY: Enter the case DCN, MC+ Service Representative's
(casewor ker) name, |oad nunber and the date the formwas nailed to the
custoner. Conplete these spaces prior to mailing the form Wen the
“tear-of f” is returned, the date it is received nust be entered in the
space provi ded.
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