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MISSOURI DEPARTMENT OF SOCIAL SERVICES

FAMILY SUPPORT DIVISION

NOTICE OF CASE ACTION FOR MO HEALTHNET FOR KIDS, PREGNANT WOMEN, AND 

 PARENTS APPLICATION
	FROM
	ELIGIBILITY SPECIALIST
     
	TELEPHONE NUMBER

   -   -    
	DATE



	
	COUNTY OFFICE ADDRESS (STREET, CITY, STATE, ZIP CODE)

           

	TO
	NAME

     
	RE
	PARTICIPANT NAME

     

	
	ADDRESS (STREET)

     
	
	CASE NUMBER

     

	
	CITY

     
	STATE


	ZIP CODE

     
	
	

	We have reviewed your MO HealthNet for Kids, Pregnant Women, and Parents application. Based on information you reported on the application :



	 FORMCHECKBOX 

	There has been no change in your healthcare benefits.  

	 FORMCHECKBOX 

	Other:       

	

	This action has been taken because:       
If you:

· 

	· disagree with this decision,

· have questions regarding this notice, or

· would like to request a fair hearing,



	Contact your local Family Support Division office at the address on the front of this letter. You have 90 days to request a hearing.



	If you agree with the above decision, you do not have to request a hearing.
If you request a hearing:



	· you may represent yourself,

· an attorney may represent you,

· other persons who have knowledge of your situation may represent you,

	· you have the right to present witnesses in your own behalf, and 

· you have the right to question witnesses who appear at the request of the Family Support Division.



	FOR THE POSSIBILITY OF FREE LEGAL SERVICES CONTACT:



	

	If you have any questions or require further information, please contact:

	

	NAME           
	TITLE           

	Enclosure: Information Leaflet No.      

	MO 886-    (08-08)
	RETAIN CURRENT FORM
	IM-33 MOH (08-08)







     

  
   FORMTEXT 

     
 
