SPECIAL DISENROLLMENT - FOR CAUSE REQUEST

Michigan Department of Health and Human Services

SECTION I (To be Completed by the Beneficiary or Authorized Representative)

Beneficiary Name Beneficiary Telephone Number
Beneficiary Medicaid ID Number Beneficiary Case Number (Optional)
Beneficiary Address (Number and Street) Beneficiary Date of Birth
City State Zip

MI
Beneficiary Signature Date

Authorized Representative Legal Guardian Name Telephone Number | Relationship to Beneficiary

Signature of Authorized Representative or Legal Guardian Date

Name of Current Plan Name of Plan You Want

Reason for Request:

[ |=Concerns with Quality of Care

[ ]=Lack of Access to Covered Services or Providers Experienced in Dealing with Health / Dental Needs
[ ]=Lack of Primary Care within 30 Miles/Minutes from where you live

[ ]=Medical

Describe why you are asking for the change in plans, what actions you have taken to work with your
plan, and why your plan is not able to provide your care or services (attach additional pages if needed).

'SECTION Il (TO BE COMPLETED BY BENEFICIARY’S TREATING PROVIDER)

Provider Name (please print) Provider Specialty NP1 Number

Provider Office Address Telephone Number Office Contact Person

Describe why a change in plans is needed and what has been done to work with the current plan to
resolve issue(s) before asking for this review (attach additional pages if needed).

Provider Signature Date Signed
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SPECIAL DISENROLLMENT - FOR CAUSE REQUEST
Instructions

Please complete this form if Michigan Enrolls cannot change your health plan and you want the
Michigan Department of Health and Human Services (MDHHS) to consider a change from one plan to
another plan “For Cause” outside of your yearly open enroliment period. This review process is in
accordance with 42 CFR 438.56 and the Comprehensive Health Care Program and Healthy Kids
Dental plan contracts. You will get a letter from MDHHS no later than the first day of the second month
following the month in which your signed request form was received. MDHHS will consider a change in
your plan due to:

e Concerns with quality of care.
> Tell us what your concerns are with the quality of care and what you have done to work
with the provider or plan.
e Lack of access to services or providers experienced in dealing with health or dental care needs.
> Describe what you need and cannot get from your plan and what you or your providers
have done to work with the plan to get the covered care or services you need.
e Lack of access to primary care within 30 miles / 30 minutes of where you live.
> Show that there no primary care providers within 30 miles or minutes from where you live,
that they are not taking new patients, or that you have been discharged as a patient.
e To continue medical or dental care with a provider that is actively treating a serious or ongoing
medical or dental condition that no longer works with or accepts referrals from your current plan.

Beneficiary Instructions

e Section | should be filled out by the beneficiary, legal guardian, or authorized representative.

e Use one form for each beneficiary asking for the Special Disenrollment — For Cause review.

e Please print clearly.

e You or your legal guardian must sign the form. If you have someone helping you fill out the form
that authorized representative must also sign the form. By signing the form, you verify that:

» The information is true and complete to the best of your knowledge.
> MDHHS can discuss your personal or enroliment information for this request only.

o Describe why you are asking for the change in plans, what actions you have taken to work with
your plan before asking for this review, and why your plan is not able to provide your care or
services. :

e For requests based on medical or access to care or specialists, please have your provider fill out
and sign Section Il. You do not have to have a provider fill out this section to send the request
in.

Provider Instructions

e Section Il should be filled out and signed by the treating provider (doctor, dentist, other health /
dental professional).

e Describe why a change in plans is needed for your patient and any actions you have taken to
work with the current plan. If you terminated your contract with a plan, please indicate the date
of termination, what other plans you work with, how long you have been treating the beneficiary,
the treatment plan and the frequency of visits. Attach copies of additional medical or dental
information to support a change in plans for your patient.

Please mail the completed form and any additional information in the enclosed return mail envelope to:

Michigan Enrolls
PO Box 30412
Lansing, Ml 48909

If you have questions about this form or need help filling it out, you can call the Beneficiary Help Line at
1-800-642-3195 or TTY 1-866-501-5656.
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Michigan Department of Health and Human Services (MDHHS)

Please note if needed, free language assistance services are available.

Call 800-642-3195 (TTY users call TTY:866-501-5656).

Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia linglistica. Llame al 800-642-3195 (TTY:866-501-5656).
Arabic 800-642- 4y dusll  laally Al 8l 653 & salll saebsall chledd (8 sl Q3 Caanti i€ 13) Al 4ale
(866-501-5656:TTY-:aSll 5 suall iiia 8 )) 3195
Chinese AR MREERERTX, BULKEESESIEYRE. HRE 800-642-
; 3195 (TTY:866- 501—5656)
Syriac (Assyrian) r<z“;.m whonly Lahlngn Loy o (iahE E) L adumind e L ahwid L (o
i 800-642-3195 (TTY:866-501-5656) <o AL L dia &\,W s\
Vietnamese CHU Y: Néu ban nodi Tiéng Viét, c6 cac dich vu hd tro ngén nglr mién phi danh
cho bam Goi s6 800-642-3195 (TTY:866-501-5656).
Albanian KUJDES Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés
gjuhesore pa pagesé. Telefononi né 800-642-3195 (TTY: 866-501-5656).
Karean | 2 BHR0LEABBIAIE B2, 010 XY MH|AE RRZ 0|84 %
UAE L|C}. 800-642-3195 (TTY:866-501-5656) HO 2 3|8l AN L.
Bengali T FPNe I WA J1<ET, AT IATS I, ST (N3 TGN Ol =yl
ARHTIT el TR CFI FFA 5-800-642-3195 (TTY $-866-501-5656)
Polish UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy
jezykowej. Zadzwon pod numer 800-642-3195 (TTY:866-501-5656).
German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer 800-642-3195 (TTY:866-501-
5656).
Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 800-642-3195 (TTY:866-
501-5656).
Japanese ERRHE: BAEZRSNDGE. BEHOSEXBZCHAVERETEY,
800-642-3195 (TTY:866-501-5656) FT. HEHEICTIEK LS
Russian BHVMAHWE: Ecnu Bbl roBopuTe Ha PYCCKOM $I3bIKE, TO BaM LOCTYMHbI

BecnnatHele ycnyru nepesosa. 3soHute 800-642-3195 (Tenetaiin 866-501-
5656).

Seljbo-Croatian

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomodi
dostupne su vam besplatno. Nazovite 800-642-3195 (TTY Telefon za osobe sa
ostecenim govorom ili sluhom 866-501-5656).

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-642-3195
(TTY: 866-501-5656).
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The Michigan Department of Health and Human Services will not exclude from participation in, deny
benefits of, or discriminate against any individual or group because of race, sex, religion, age, national
origin, color, height, weight, marital status, partisan considerations, or a disability or genetic information
that is unrelated to the person’s eligibility. Further, MDHHS:

e Provides free aids and services to people with disabilities to communicate with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other

formats); and
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Section 1557 Coordinator. The contact information is found below.

If you believe that MDHHS has not provided services, or discriminated in another way, you can file a
grievance with the Section 1557 Coordinator. You can file a grievance in person or by mail, fax, or email. If
you need help filing a grievance, the Section 1557 Coordinator is available to help you.

MDHHS Section 1557 Coordinator
Compliance Office, 4™ Floor

P.O. Box 30195

Lansing, Ml 48909

517-284-1018 (Main), TTY users call 711, 517-335-6146 (Fax),
MDHHS-ComplianceOffice@michigan.gov

You can also file a civil rights complaint with the responsible federal agency.

If your grievance or complaint is about your application for or
current food assistance benefits, you can file a discrimination
complaint with the U.S. Department of Agriculture (USDA)
Program by:

If your grievance or complaint is
about your Medicaid application,
benefits or services you can file a
civil rights complaint with the U.S.
Department of Health and Human

Services at https:/bit.ly/2pBS4YG, Completing a Complaint Form, (AD-3027) found online at:

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, 800-537-7697
(TDD)

Complaint forms are available at
https://bit.ly/21IKsHMS.

https://bit.ly/2g9zzpU or at any USDA office, or write a letter
addressed to USDA at the address below. In your letter,
provide all of the information requested in the form.

To request a copy of the complaint form, call 866-632-9992.
Send your completed form or letter to USDA by mail:

U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410

Fax: 202-690-7442; or Email: program.intake@usda.gov

MDHHS is an equal opportunity provider.
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