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MEDICAID UNDUE HARDSHIP BEDHOLD NOTICE
<Date>
<Medical Facility>
<Address Street/PO>
<City, State, Zip Code>
Regarding: <Applicant / Member Name> 


Date Of Birth: <Date Of Birth>
To whom it may concern:

An undue hardship waiver request has been received by our agency from the person named above on <date received>.  We understand this person is residing in your long term care facility.  If the undue hardship request is approved, some or all of the Medicaid divestment penalty period will be waived.  
We are sending this letter to notify you that a bed hold payment will be made by the Wisconsin Medicaid program covering while the undue hardship request is being evaluated.  The covered period will run from the date the written undue hardship waiver request was received by our agency (indicated above) until the date that we issue our notice of decision, but no longer than the 30 day maximum period allowed under federal law.  
If the undue hardship waiver request is denied, we will notify you of that decision and the specific period of time (not to exceed 30 days) for which the client will be enrolled in Medicaid for Elderly, Blind or Disabled Long Term Care Services.  Upon receipt of that notice you will be able to bill the Wisconsin Medicaid program for the Long-Term Care Services that you provided to this individual during the undue hardship evaluation period.
If you have any questions regarding this notice, please contact the agency staff person shown below.
<Local Agency Name>
<Local Agency Address>
<Local Agency Address>
     
<Agency Worker>
<Telephone Number>
	<Case Name>

	<CARES Case Number>


NOD











