<<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/or others provided at the  FORMDROPDOWN 
. They have decided to <<describe the decision>>.

The reason for the decision <<the reason for reversing the team's decision>>.

This decision is based on the Wisconsin law governing Family Care, Wisconsin Admin Code, sec. DHS 10.44(2)-(3).  
Thank you for using our grievance and appeals process. Your care team will be contacting you within 30 days to implement this decision. If you have any follow-up questions, contact your <<member rights specialist>> at <<telephone number>>. 
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>>. 
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