	DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care

F-00237  (05/2014)
	STATE OF WISCONSIN
ss 46.287(2)(c)

	appeal request – Community Care, Inc/Community Care HEALTH Plan, Inc.
(HMO SNP) (Community Care)

	Completion of this form is voluntary. The personally identifiable information collected on this form is used to identify your case and process your request. It will only be used for that purpose.

	Name – Member

     
	Today’s Date

     

	Mailing Address

     

	City

     
	State

WI
	Zip Code

     

	

	 Check this box if you would like to appeal Community Care, Inc.’s decision by requesting a meeting with the Community Care, Inc. Grievance and Appeal Committee.

	Continuing Your Services During an Appeal of a Reduction or Termination of a Current Service
For Family Care and Partnership Members:
If you request to have your benefits continued, we will continue providing your same service during your appeal if you postmark or fax your appeal on or before the effective date of the intended action. 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.

 Check this box if you are a Family Care or Partnership member and if you would like to request the same services to continue during your appeal.
For Program of All-Inclusive Care for the Elderly (PACE) Members:

Community Care, Inc. will continue the current level of a Medicaid service during an appeal until the final decision is made if the following conditions are met:
· Community Care is planning to terminate or reduce services you are currently receiving;
· You request continuation and understand you may be liable for the costs of the services being appealed if the decision is not in your favor.

You may not be required to repay this cost if it would be a significant and substantial financial burden on you.
For All Programs

You have a right to free copies of your records including but not limited to medical records relevant to your appeal. 

 Check this box if you would like to receive records from Community Care, Inc. that apply to your appeal.  

If you need this form in another language, Braille or large print, please call Community Care, Inc. toll-free at 866-992-6600, Monday thru Friday, 8 a.m. to 4:30 p.m. TTY users should call Wisconsin Relay at 711. Interpreter and translation services are available free of charge.

	
	
	
	
	

	
	SIGNATURE – Member
	
	Date Signed
	

	Mail or fax this form to:


Community Care, Inc.

205 Bishops Way

Brookfield  WI  53005

Fax: 262-827-4044
To start your appeal as soon as possible, you can call Community Care, Inc. at 866-992-6600 before mailing this form. 
· If appealing a Medicaid covered service, your appeal must be postmarked or faxed within 45 days of the date of the Notice of Action.

· If appealing a Medicare covered service, your appeal must be postmarked or faxed within 60 days of the date of the Notice of Action.
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