<Member Name>
<Worker's Name>
<Member Address>
<Worker's Phone>
<Member Address>
     
     
     
Dear <Member Name>:
<Case Number>
Your enrollment review is due for the plan listed below.  You must complete your review by <Review Date> or your enrollment in this plan will end.
 FORMCHECKBOX 

Wisconsin Well Woman Medicaid 
 FORMCHECKBOX 

Emergency Services Plan

 FORMCHECKBOX 

Tuberculosis Services Plan

Please fill out the enclosed form(s) and return it to your worker before <DateReviewDue>, to avoid any delays in your enrollment review.  You may also complete the review by telephone or in person at your local county or tribal agency.  If you want to do your review by telephone or in person, you must contact your worker to set up an appointment.  Your worker’s name and number are listed above.

You may be required to provide proof or verification of some answers.  Your worker will let you know what you will need.
If you are unable to comply with the review due to a good cause reason(s) and the agency does not accept your good cause reason(s), you have the right to a fair hearing.  
If you have questions about the review process, please contact your worker.  
If you have a disability or other need, you may ask for help to take part in these plans by contacting your worker.
