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NOTICE OF DECISION ON APPLICATION FOR MEDICAL ASSISTANCE
MANG NURSING HOME/SUPPORTIVE LIVING FACILITY
1 (3 years)
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 Select the decision on this application
Community Regular (New Approval) to Long Term Care (LTC)
unless changes occur or you use other medical bills or receipts to reduce this amount (see attached calculations). 
for this month.
Community Spenddown (New Approval) to Long Term Care (LTC)
unless changes occur or you use other medical bills or receipts to change this amount.
each month unless changes occur or you use other medical bills or receipts to change this amount (see attached calculations).
You are eligible for medical assistance.
Long Term Care (LTC) Credit
each month unless changes occur or you use other medical bills or receipts to reduce this amount (see attached calculations).
You are responsible for the cost of your care in the facility where you are living until there is a change in your income or nonexempt resources.
Long Term Care (LTC) Income/Resource Spenddown
 
You will be eligible for medical assistance if you have medical bills or receipts equal to your monthly spenddown.  Unless you have other medical bills and receipts or other changes occur, 
Non-allowable Transfer
 
You are eligible for medical assistance but because of a non-allowable transfer of resources, the state will not pay for long term care services or in-home care services through the Department on Aging for
The state will pay your medical bills (minus any monthly spenddown or LTC credit) 
You have not asked us to pay your medical bills for the 3 months before you applied for medical assistance.
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NOTICE OF DECISION ON APPLICATION FOR MEDICAL ASSISTANCE
MANG NURSING HOME/SUPPORTIVE LIVING FACILITY
*Date of Notice:  
Case Name:  
Case ID Number 
This is the decision made about your application for Medical Assistance dated .
APPROVED starting .  
DENIED - per Policy Manual Chapter 
 
Explanation:  
 
 
If your application is denied, you may meet with staff at the local DHS Family Community Resource Center (FCRC) to ask questions about the denial.  At this informal meeting, you may present information or evidence you think is important to the decision and you may bring individuals of your choice to represent you.  The action explained in this notice will not be taken if you can show it is wrong.
 
Whether you choose to meet or not, you have the right to appeal the denial of your application.
 
 
 
 
 
 
 
You are eligible for medical assistance starting .  You owe the facility where you live  for this month.
 
For the month of  and the following months, you will owe the facility where you live  unless changes occur or you use other medical bills or receipts to reduce this amount (see attached calculations).
 
Starting , you no longer have a spenddown and will owe the facility where you liveunless changes occur or you use other medical bills or receipts to change this amount.
 
For the month of  and the following months, you will owe the facilityeach month unless changes occur or you use other medical bills or receipts to change this amount.
 
 
You are eligible for medical assistance.  Starting , you will owe the facility where you liveeach month unless changes occur or you use other medical bills or receipts to reduce this amount (see attached calculations).
 
You will be eligible for medical assistance if you have medical bills or receipts equal to your monthly spenddown.  Unless you have other medical bills and receipts or other changes occur, your monthly spenddown is.  You are responsible for the cost of your care in the facility where you are living until there is a change in your income or nonexempt resources.
 
You are responsible for the spenddown amount listed. This means you must have paid or unpaid medical bills equal to your spenddown amount before the state will pay. If you have medical bills or receipts for medical services which equal your spenddown, give them to your caseworker. 
 
You are eligible for medical assistance but because of a non-allowable transfer of resources, the state will not pay for long term care services or in-home care services through the Department on Aging for  months and  days.  This is called a penalty period and is explained below.  If you would like to reduce the penalty by arranging the return of resources, please see that section below.  If the penalty period causes undue hardship, please see the section on the Hardship Waiver.
 
RETURNING RESOURCES
For transfers made before January 1, 2012, if parts of the transferred resources are returned to you, the penalty period will be reduced but not eliminated.  For transfers made on or after January 1, 2012, all resources transferred for less than fair market value must be returned to you.  If all resources are returned, the penalty will be eliminated.
  
If you plan to have resources returned to reduce or eliminate your penalty period, please call the Benefits Hotline at 1-800-226-0768 (toll free) or write to: 
         Illinois Department of Healthcare and Family Services
         Bureau of Medical Eligibility and Special Programs
         attn: Long Term Care
         PO Box 19145
         Springfield IL 62794-9145
 
HARDSHIP WAIVER
If the penalty period causes an undue hardship, you may request a waiver to reduce or eliminate the penalty period.  An undue hardship means you will be deprived of medical care, food, clothing, shelter and other necessities of life if the state does not pay for your long term care services.  You must prove that actual, not just possible, hardship exists.       
 
 To request an application for hardship waiver, call the Benefits Hotline at 1-800-226-0768 (toll free) or write to:
      Illinois Department of Healthcare and Family Services
      Bureau of Medical Eligibility and Special Programs
      attn:  Long Term Care
      PO Box 19145
      Springfield IL 62794-9145
PENALTY PERIOD
If you transfer any of your resources for less than fair market value, a penalty period will be calculated by dividing the total value of those non-allowable transfers by the monthly cost of long term care services.  This means that the state will not pay for your long term care services during the months of the penalty period because you failed to keep and use your resources to pay for your care.
The state will pay your medical bills from  through .
The state will pay your medical bills (minus any monthly spenddown or LTC credit) for  of .
The state will pay your medical bills (minus any monthly spenddown or LTC credit) for  of . 
The state will pay your medical bills (minus any monthly spenddown or LTC credit) for  of .
The state will pay your medical bills (minus any monthly spenddown or LTC credit) for  of . 
The state will not pay your medical bills from  through  because:
You have not asked us to pay your medical bills for the 3 months before you applied for medical assistance.
YOUR RESPONSIBILITIES
 
You or your authorized representative are responsible for notifying the DHS FCRC if:
      1. You move and your address changes.
      2. Your income changes.
      3. Your resources change (for example, you cash an insurance policy, inherit money, sell real or personal property, etc.)
      4. You or someone in your immediate family dies.
YOU HAVE THE RIGHT TO APPEAL THIS DECISION
 
If you do not agree with this decision, you have the right to appeal and receive a fair hearing. You must file the appeal within 60 days after the Date of Notice (see page 1 of this notice). You may represent yourself at this hearing or may be represented by anyone else you choose such as a lawyer, relative or friend. 
  
To request an appeal fair hearing: call 1-800-435-0774 (TTY: 1-312-793-2697 or 1-800-526-0857); fax to 1-312-793-3387; email to DHS.BAH@Illinois.gov; or write to:
 
Illinois Department of Healthcare and Family Services
Bureau of Administrative Hearings
69 West Washington, 4th Floor
Chicago, IL 60602
To apply for free legal help:
 
In Cook County (including the City of Chicago)
      Legal Assistance Foundation of Metropolitan Chicago: 312-341-1070
 
In other counties in Northern or Central Illinois with area codes (309), (630), (815) or (847) -
     Prairie State Legal Services: 800-531-7057 (toll free)
 
In other counties in Central or Southern Illinois where the area code is (217) or (618) -
     Land of Lincoln Legal Assistance Foundation 877-342-7891 (toll free)
 
NOTICE TO PROVIDERS OF MEDICAL CARE AND SERVICES
 
For approvals, the Illinois Department of Healthcare and Family Services will assist in medical payments. If this form states the person will owe you (long term care facility/supportive living facility) a certain amount toward medical care and services, you are responsible for collecting this amount. The entire amount, whether collected or not, must be shown as a credit on any statement submitted for payment.
 
Services rendered and billed by providers of medical care and services must meet the Illinois Department of Healthcare and Family Services' requirements. Initial billing may cover services rendered on and after the effective date of eligibility shown on the front of this form. The identifying data required for entry on the billing forms can be obtained from the client's medical card. 
All payments made to you by the person, by insurance companies or by other individuals on the person’s behalf must be shown as credits on statements submitted to the Department for payment.
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