<<Date Decision ltr mailed>>
<<Member's Name>>
<<Member's MA/MCI Number>>
<<Member/Representative's Street Address>>
 FORMDROPDOWN 

<<City>>  <<State>>  <<Zip Code>>
Dear <<Member's Name>>:
The <<MCO name for committee>> has reached a decision on your appeal about <<describe the appeal>>. The  FORMDROPDOWN 
 was held on <<date>>, where  FORMDROPDOWN 
 The <<MCO name for committee>> carefully reviewed your team’s decision, and the information you and others provided at the  FORMDROPDOWN 
. They have decided to <<describe the decision>>.

The reason for the decision <<include the reason for upholding the team's decision>>.

This decision is based on the Wisconsin law governing Family Care, Wisconsin Admin Code, sec. DHS 10.44(2)-(3). 
[One of the following paragraphs appears only in decision letters depending on if services were continued during the MCO appeal. Must complete entire letter before unprotecting it to delete paragraphs not needed—password is “decision”]

(1. Standard continued benefits)

At your request, we continued your <<describe continued services>> during the appeal process. Based on the <<MCO name for committee>> decision, we will <<describe action--reduction or termination>> <<describe continued services>> on <<effective date of intended action>>. We originally authorized <<insert service in question>> on a temporary or trial basis for <<insert original time or unit limit to authorization>>. The authorization  FORMDROPDOWN 
 on <<date>>. 
(2. Benefits were not continued) 

Your services were not continued during the <<MCO>> appeal, therefore they cannot be provided during the State fair hearing or DHS review. 

Thank you for using our grievance and appeals process. If you have any follow-up questions, contact <<member rights specialist>> at <<telephone number>>. Your care team should be contacting you soon to discuss this decision.

Sincerely,

<<Staff Name>>
<<Title>>
<<Telephone Number>>
Interpreter and Translation Services. Interpreter and translation services are available free of charge. If you need this form in another language, Braille or large print, please call <<MCO>> at <<telephone number>> or toll-free <<toll free number>>. TTY users should call <<Insert TTY>>. 

	1.
	Assistance: Who can help you understand this notice and your rights?

a. The <<MCO>> Member Rights Specialist can inform you of your rights, attempt to informally resolve your concern, and assist you with filing an appeal. He or she cannot represent you at a State fair hearing. To contact our MCO’s Member Rights Specialist, call <<telephone number>>. 

b. The following independent ombudsman agencies may be able to provide you with free assistance. These agencies advocate for Family Care and Family Care Partnership members.
For members age 18 to 59:

Disability Rights Wisconsin Family Care and IRIS Ombudsman Program 

Call the office closest to you:


Toll Free Madison: (800) 928-8778


Milwaukee: (800) 708-3034


Rice Lake: (877) 338-3724


TTY (888) 758-6049
For members age 60 and older:
Wisconsin Board on Aging and Long Term Care 

Toll Free (800) 815-0015



	2.
	Appealing this Decision. If you disagree with this decision, you can request a State Fair Hearing.
State Fair Hearing

If you request a fair hearing with the State of Wisconsin’s Division of Hearings and Appeals, you will have a hearing with an independent judge. You may bring an advocate, friend, family member or witnesses. You may also present evidence at this hearing. If you request a State Fair Hearing, your appeal will automatically go through a Department of Health Services review. 

To file a request for a fair hearing, you can ask for a hearing and/or a hearing form from the Member Rights Specialist at <<telephone number>>. You can also request a hearing form from one of the independent ombudsman agencies listed or you can go online and get a form at:


	
	http://dhs.wisconsin.gov/forms/f0/f00236.doc. 


	
	You can send the completed request form or a letter asking for a hearing and a copy of this notice to: Family Care Request for Fair Hearing, c/o Wisconsin Division of Hearings and Appeals, 5005 University Ave. #201, Madison, WI 53705-5400, or fax it to 608-264-9885. 



	3.
	Continuing your Services during an Appeal of a Reduction or Termination of a Current Service. You have the right to request to have services continued during your appeal. <<insert service in question>> was originally authorized on a temporary or trial basis for <<insert original time or unit limit to authorization>>. We decided to terminate the service before you received all of those services. If you request to have your benefits continued, we will continue providing <<insert unused time or units remaining from original authorization>> of <<insert service in question>> pending the outcome of the appeal. We will continue your service during your appeal if the request is postmarked or faxed on or before the effective date of the intended action. Please keep in mind that even if you make a timely request for your temporary or trial-basis service to be continued pending the outcome of the appeal, it will not be continued beyond the date originally authorized or the number of units originally authorized. You might be responsible for repaying us for the cost of this service if you lose your appeal; however, you may not be required to repay this cost if it would be a significant and substantial financial burden on you.


	4.
	Deadline to File Your Appeal. You should file your appeal as soon as possible. Your appeal must be postmarked or faxed within forty-five (45) days of receipt of this notice of action. 
IMPORTANT NOTE: If you would like your benefits to continue during your appeal, your appeal must be postmarked or faxed on or before the effective date of the intended action. 


	5.
	Department of Health Services Review. You may choose to have this decision reviewed by MetaStar, the Department of Health Services’ external quality review organization. MetaStar will try to resolve your concerns informally. You can request to have your services continued during the review, if you request the review on or before the effective date of the intended action. If you request a state fair hearing, MetaStar will automatically review your appeal. Please note, however, that MetaStar cannot require any MCO to change its decision. 

To request that MetaStar review your case immediately or to learn more about a MetaStar review, call 1-888-203-8338. You may also request a MetaStar review by mail, fax, or email.

DHS Family Care and Partnership Grievances, C/O MetaStar, 2909 Landmark Place, Madison, WI  53713, or fax it to (608) 274-8340. You can also email MetaStar at dhsfamcare@wisconsin.gov




Copies of Your Records. You or your legal representative have a right to a free copy of your records relevant to your grievance or appeal including but not limited to medical records. To request copies contact <<appropriate contact>> at <<telephone number>>. 
DHS/DLTC  F-00232C  Decision Letter, Limited Service Authorization Upheld  (03/2011)
Page 1

