nystate

The Official Health Plan Marketplace

SEAN WAYLAND
652 5th Ave
Brooklyn, NY 11215-6305

April 4, 2020

Account ID: AC0009057016
Dear SEAN WAYLAND,
This notice concerns your health insurance through NY State of Health.

We got your request for help with paying bills for medical care received in the three month period
prior to your application for health insurance for SEAN WAYLAND.

We have made a decision on eligibility for the time period(s) listed below for the following
individual(s).

Household Member Eligibility Results

SEAN WAYLAND You are eligible for Medicaid for October 1, 2019 through

Marketplace ID: December 31, 2019.

HX0001710633

CIN: MM75423Y Because your household monthly income of $0.00 is at or below
the allowable monthly income limit of $1,945.00, you are eligible
for Medicaid.

How to Get Unpaid Medical Bills Paid by Medicaid

If you have any unpaid medical bills for a month that you were determined eligible for Medicaid,
please give the provider (if a Medicaid provider) your Client Identification Number (CIN) and ask
them to bill Medicaid for services that are covered by Medicaid.

How to Request Reimbursement of Paid Medical Bills

You may be eligible for reimbursement if you have paid bills for medical care you received in the
three month period prior to your application for health insurance.

Please follow these directions carefully.

1. Please send a copy of the medical bills and proof that they were paid.

Call NY State of Health at 1-855-355-5777 (TTY: 1-800-662-1220) to get help in other languages or for help
reading this notice. This notice is also available in other formats. Call for more information. To find a
navigator or certified application assistor near you, visit https://www.nystateofhealth.ny.gov or call us.
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2. The bills must include:
+ Dates of service
» Description of service and procedure code (CPT code)
» Prescription drug name, quantity, strength and National Drug Code (NDC)
3. Be sure to include your name, contact information and account number with the bills.

4. Send to:
Reimbursement Unit
P.O. Box 11780
Albany, NY 12211

Please note: If you owe documents to prove you were eligible for Medicaid in the three month
period prior to your application, please return those documents to NY State of Health before you
submit paid bills for reimbursement. After you receive notification from NY State of Health that
you are eligible for Medicaid during this time period, then you can go ahead and send your paid
bills to the address above.

Reimbursement is generally limited to no more than the Medicaid rate in effect at the time
of service, even if you or your representative paid more. Processing time is approximately 90
days.Please submit the bills right away.

If You Think We Made A Mistake

If you think we made a mistake about your eligibility, you can call us to discuss your concerns. Call
NY State of Health at 1-855-355-5777 (TTY: 1-800-662-1220).

Decisions you can appeal

» Decision that you do not qualify to buy a health plan for yourself or your family through
NY State of Health.

» Decision that you do not qualify for federal help paying for a health plan purchased
through NY State of Health.

» Decision on how much you must pay for your monthly premium if you applied for financial
help.

» Decision that you do not qualify for Medicaid or Child Health Plus.

» Decision on how much money you must pay for Child Health Plus coverage if your
children are eligible for this program.
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» Decision that you do not meet the rules for signing up for insurance through NY State
of Health during a "special enroliment period."

You will find more information on how to ask for an appeal in the "How to Request an Appeal and
Additional Information" section at the end of this notice.

How to Contact NY State of Health

Contact us if you have any questions about this Notice. Let us know if you need help applying for
or accessing your health insurance coverage.

« Call: 1-855-355-5777 (TTY: 1-800-662-1220)

* Mail: NY State of Health
PO Box 11727
Albany, New York 12211

Sincerely,

NY State of Health, The Official Health Plan Marketplace

Legal Reference:
This decision is based on Section 366(1)(b) of the Social Services Law.
Eligibility standards for enroliment through NY State of Health may be found at 45 CFR §155.305.

Applicant has the right to appeal an eligibility determination pursuant to 45 CFR §155.355 and
155.505(b).

We are sending you this notice based on federal regulation 45 CFR §155.310(g).
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How to Request an Appeal and Additional Information

An appeal is your request to NY State of Health to review and change a decision we have made
about your eligibility.

How and When to Ask for an Appeal

You can request an appeal by doing one of these things:
— Call us at 1-855-355-5777 (TTY: 1-800-662-1220).
— Mail your request to: NY State of Health, PO Box 11729, Albany, NY 12211.
— Fax your request to 1-855-900-5557.

You have 60 calendar days from the date on this notice to ask for an appeal. You will receive a
letter from NY State of Health saying that we received your request. We will send you a letter
telling you the date and time of your appeal hearing.

Asking for Aid to Continue

You can ask for Aid to Continue to keep your current coverage while you go through the appeals
process. You must ask for this when you ask for an appeal. This means that your current insurance
program will continue until a decision is made about your appeal.

If you have Medicaid coverage, we will continue your coverage if you request Aid to Continue
within 10 days from the date of this notice OR before the eligibility effective date listed in this
notice, whichever is later.

The Appeal Hearing

The hearing is your chance to explain why you disagree with the NY State of Health’'s decision.
A hearing officer will make a decision about your appeal. The hearing officer will not take sides
and will not favor you or NY State of Health. The officer will conduct the hearing by phone. Here
is what you need to do before, during, and after the hearing.

Before the hearing

— Look at the documents NY State of Health used to make a decision about your eligibility.

You can send us information that might help us understand your appeal.

You can request specific policy materials necessary to help you decide whether to ask
for an appeal or to help you prepare for your appeal hearing.

We may try to resolve your issues through an informal dispute resolution process.
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During the hearing

— You can have someone with you during your telephone hearing if you want to. That
person can be a friend, relative, lawyer, or other individual. Or you can participate in your
hearing on your own.

After the hearing

— The outcome of an appeal could change the eligibility of other people on your account
even if they do not ask for an appeal.

— If the appeal is not resolved in your favor, you may be responsible for the cost of the
health coverage that you used while your appeal was being processed. Here are some
examples of what you may have to do when the appeal is not resolved in your favor:

 If you received coverage through Medicaid while your appeal is being determined,
you may have to pay back the cost of Medicaid benefits you received.

+ If you were enrolled in the Essential Plan or Child Health Plus while your appeal
was being determined, you may have to pay back your premium, if you have a
premium.

 If your appeal found that you are not qualified for tax credits, the IRS will reconcile
your tax credits when you file your federal tax return, which may result in a tax
penalty.

HIPAA Privacy Notice

New York State is committed to protecting your privacy. To learn more about NY State
of Health’s privacy practices go to www.nystateofhealth.ny.gov or call customer service at
1-855-355-5777 (TTY: 1-800-662-1220).

Notice of Nondiscrimination Policy

NY State of Health complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, sex, age or disability in its health program and
activities.

NY State of Health also complies with applicable state laws and does not discriminate on
the basis of race, color, national origin, creed/religion, sex, marital/family status, disability,
arrest record, criminal conviction(s), gender identity, sexual orientation, predisposing genetic
characteristics, military status, domestic violence victim status and/or retaliation.

NY State of Health:
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Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

« TTY through NY Relay Service

» Written information in other formats such as large print, audio, accessible electronic
formats and other formats

Provides free language assistance services to people whose primary language is not English,
such as:

* Qualified interpreters
» Written information in other languages

If you need these services or for more information, contact 1-855-355-5777 (TTY
1-800-662-1220).

If you believe that NY State of Health has discriminated against you, you may file a complaint
by going to: http://www.health.ny.gov/regulations/discrimination_complaints/ or by emailing the
Diversity Management Office at DMO@health.ny.gov.

You may also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
or by mail or phone at U.S. Department of Health and Human Services, 200 Independence
Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; 800-368-1019 (TTY
800-537-7697). Complaint forms are available at https://hhs.gov/ocr/office/file/index.html.
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Getting Help in a Language Other than English

This is an important document. If you need help to understand it, please call 1-855-355-5777. We can
give you an interpreter for free in the language you speak.

Espaiiol (Spanish)
Este es un documento importante. Si necesita ayuda para entenderlo, llame al 1-855-355-5777.
Podemos proporcionarle gratuitamente un intérprete en el idioma que habla.

F B3 (Traditional Chinese)
ErR—HEEXH, REEEREO X4 LEEEE) , BIBITEFE | 1-855-355-5777, BT ALRE
RE—Z2SBLNESHNOEAE,

'ﬁﬂﬁ“FSC (Simplified Chinese)
—HEEXH, MREEERXOXH EEEHE |, ERITHIE : 1-855-355-5777, BAIAT RN ERHE
j:ﬂai{ % l#,.,\El'Jln = E’J I:I'lFF*J\o

Pycckuin (Russian)
OTO BaXHbIVi AOKYMEHT. Ecnn Bam Hy)XHa NOMOLLb, YTOObI NOHATL €ro, MO3BOHUTE NO TeNedOHY
1-855-355-5777. Mbl moxxem 6ecnnaTtHO NpeaoCcTaBUTb BaM NepeBoaYMKa Ha Ball POAHOM A3biK.

Kreyol Ayisyen (Haitian Creole)
Sa a se yon dokiman enpodtan. Si ou bezwen éd pou w konprann li, tanpri rele 1-855-355-5777. Nou ka
ba ou yon entépret gratis nan lang ou pale a.

<1341 (Bengali)
A6 96 wEge Y| I a6 IATS W=F TR ATIG =TT O WJAZ FCF 1-855-355-5777
4 T FFN | WA (T SR FAT ICEAN SN SHNNE [N (7 O (o189 29 FACS A |

(Arabic) dau =l d=2l

ol WiSayy .1-855-355-5777 w8, Lo JLasVl > cassoll pea) 6aclun | >l S 13]9 .dago dasgll 0id
Lo lgazi Ll aslll Uygd Loz io <l ,90;

=3 0{ (Korean)
2 EMeL|ct. olalste o = 20| ZER3HA|H, 1-855-355-5777HC 2 M55t AA|2. F5H7F AHE5HE
olo{o| £ 2 SAUAIE MEZHE=Z £ U&LCt

Francais (French)

Ceci est un document important. Si vous avez besoin d’aide pour le comprendre, appelez le
1-855-355-5777. Nous pouvons vous offrir gratuitement les services d’un interprete qui parle votre
langue.

Polski (Polish)
Ten dokument jest wazny. Jesli potrzebuje Pan(i) pomocy w jego zrozumieniu, prosze zadzwoni¢ pod
numer 1-855-355-5777. Mozemy zapewniC bezptatne ustugi ttumacza w Pana(i) jezyku.

@r (Hindi)
Tg U HEed 01 T&dTasl gl TS ATTRT T8 A o (10 Fgraar il saeqhar gi, a1 F947 1-855-355-5777 19X
FIA HL| GH ATTHT 3T ST ATHT (RS TAd § SHH (79[ FATUAT FAT T&TF FHT T 2|




(Urdu) g5,l

o S S a9 wlez i wde e 0l S ol

shqip (Albanian)
Ky éshté njé dokument i réndésishém. Nése ju nevojitet ndihmé pér ta kuptuar, lutemi merrni né telefoni
né 1-855-355-5777. Mund t'ju caktojmé njé pérkthyes pa pagesé, né gjuhén né té cilén ju flisni.

Tt (Nepali)
T U] WEa 01 FRSTT 21| THATS F2 qUTeeATs Hed ATews A, FIAT 1-855-355-5777 AT I TR+ gTier
TUTES STod ATITHT TUTEATS (H:9[7 AT ITAsY T3 TFS |

Tiéng Viét (Vietnamese)
DAy la tai liéu quan trong. Néu quy vi can trg gilip d€ hiéu tai liéu nay, vui long goi 1-855-355-5777.
Chung t6i c6 thé cung cép théng dich vién mién phi néi ngén ngit cla quy vi.

Italiano (Italian)
Questo & un documento importante. Se ha bisogno di assistenza per capirlo, chiami il numero
1-855-355-5777. Possiamo fornirle gratuitamente un interprete per la lingua da lei parlata.

H7ZA3E (Japanese)
ChZEERERTT, B ITDDICTIAR Y AN BERIBEIE1-855-355-577T7TETHEFETE LV, &
EROBHEUICEZSEOEREZERTHERNITHRLET,

EAANnvikd (Greek)
AuTO gival éva anuavTiko £yypago. Av xpelaleaTe BorBeia pe TNV KATAVONGON TOU, KAOAEQTE OTO
1-855-355-5777. MtTopouUpe va gag TTapEXOUUE dwPEAV dlEpUNVE OTN YAWOTA TTOU MIAATE.

Tagalog (Tagalog)

Ito ay isang mahalagang dokumento. Kung kailangan mo ng tulong upang maunawaan ito, mangyaring
tawagan ang 1-855-355-5777. Maaari ka naming bigyan ng isang interpreter ng libre sa (Tagalog) wika
na sinasalita mo.

Soomaali (Somali)
Kani waa dokumenti muhiim ah. Haddi aad caawimaad ugu baahantahay fahamekiisa, fadlan wac
1-855-355-5777. Waxaan si bilaash ah kuugu siin karnaa adeeg turjumaan luugadda aad ku hadasha ah.

(Yiddish) w1
.1-855-355-5777 091N YU 2,1 UKD 18 DXT 99N UDIXT 1K AMIX .VIYNIPRT WAV X 'K OXT
N0 1K DX XD DYIK UDMTNIX TYOYNORT X 12VA K VIVp 1T

Kiswahili (Swabhili)
Hii ni hati muhimu. Ikiwa unahitaji msaada wa kuielewa, tafadhali piga simu kwa 1-855-355-5777.
Tunaweza kukupa mkalimani bila malipo kwa lugha unayozungumza.

Akan kasa (Twi)
Wei ye nhomaa eho sombo. S€ wobe hia mboa de ateasie a, ye sre fre 1-855-355-5777. Ye be tumi ama
wo nkyerekyeremuni a yen gye ho hwee wo kasa wo ka mu.




