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I. PURPOSE
This Administrative Directive (ADM) advises sgocial services districts
of the actions to be taken when a change in an institutionalized
Medicaid recipient's income or other circumstances results in an
increased or decreased amount of net available monthly income (NAMI).
The NAMI amount is the portion of the recipient's monthly income which
must be applied toward the cost of care.

II. BACKGROUND

For individuals in permanent absence status in a medical facility, or
for an institutionalized spouse as defined in Section 360-4.10(a) {7) of
State regulations, after Medicaid eligibility is established, post-
eligibility rules are used to determine the amount of income that is to
be applied toward the cost of care. When an increase in an
individual's income or other circumstances results in an increase in
the NAMI amount, timely and adequate notice must be provided to the
individual. Timely notice must be mailed at least 10 days in advance
of the date the social services district increases the NAMI amount. In
addition, because income contributions are applied on a monthly basis,
any increase in an individual's NAMI is made effective on the first day
of the month which is at least 10 days after the notice is mailed.

Until timely notice is provided, no action may be taken to increase the
NAMI amount that an individual is required to pay toward the cost of
his or her care. 1In instances where a change in a recipient's income
or circumstances goes unreported, the amount of Medicaid overpayment
can be significant.

Overpayments resulting from a change in a recipient's income or
circumstances may be recouped by:

- asking the recipient to wvoluntarily repay the agency for the
amount of the overpayment;

- commencing appropriate court actions to recover incorrectly paid
Medicaid;

- utilizing an option under federal post-eligibility rules to
project and reconcile income at the end of a specific budget
period or when a significant change occurs.

Under this last option, an adjustment is made to an individual's NAMI
in a future month(s) to reflect the amount that would have been
contributed had the change in income or c¢ircumstances been taken into
account when the change occurred. To reduce Medicaid overpayments
which can occur in the post-eligibility process, social services
districts are instructed to use this method of reconciling income
contributions.

s
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IITI. PROGRAM IMPLICATIONS

In accordance with the post-eligibility rules under federal regulations
42 CFR 435.725 and 435.832 (and the spousal impoverishment provisions
at 42 U.S8.C. 1396r-5), in determining the amount of an individual's
income to be applied toward the cost of care, monthly income will be
projected for a prospective budget pericd. At the end of the budget
period, or when any significant change occurs, the social services
district must reconcile projected income with actual income received.

If a change in income or circumstances results in an increase in the
amount that an individual should have paid to a facility, an adjustment
will be made to the individual's NAMI in a future month(s) (following
10-day notice) to reflect the amount that should have been contributed
for the budget period. In situations where the full amount of an
adjustment together with an individual's on-going NAMI exceeds the
monthly Medicaid rate, the adjustment is limited to the difference
between the on-going NAMI and the Medicaid rate. The balance of the
adjustment is carried over and added to the following month's NAMI.
This process continues until the full amount of an adjustment has been
applied toward the cost of care.

It should be noted that adjustments may only be made in cases where an
individual continues to be financially eligible for Medicaid. If an
income change or change in circumstances renders an individual
ineligible for Medicaid, the social services district is not able to
make an adjustment prospectively. However, in such situations, the
social services district may seek to recoup the amount of Medicaid
overpayments by asking the individual to veoluntarily repay the district
or by pursuing recovery through appropriate court actions.

The following are the most common situations resulting in a NAMI
increase:

- there is an increase in an institutionalized individual's income
(including receipt of a lump sum payment or other payment that is
congidered income in the month of receipt) and 10-day notice
cannot be provided in advance of the month the income is received;

- a community spouse's income increases, which reduces the deduction
for the community spouse monthly income allowance;

- spousal impoverishment rules cease to apply due to the
institutionalization of the community spouse.

In instances where a reconciliation results in a decrease in the amcunt
that an individual should have contributed toward the cost of care, the
individual's NAMI amcunt will be decreased prospectively. This will
serve to: reimburse the individual, if the individual actually paid the
incorrect NAMI amount to the provider; or furnish the individual with
the necessary income to pay the provider, if payment has not been made.

Note: This procedure will no longer require the provider to refund the
recipient the amount he/she overpaid and re-submit an adjusted Medicaid
claim.
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Iv.

The adjustments discussed in this ADM deal with NAMI changes due to
income. For funds subject to evaluation as resources, regular
budgeting procedures apply. Consequently, if an individual is found to
have excess resources during a budget period, and has retained the
resources, the individual is ineligible for Medicaid until resources
are reduced to the Medicaid resource level or the individual incurs
medical bills equal to the amount of the excess. If in the month
following the 10-day notice, the individual will incur medical bills
equal to or greater than the total amount of the excess resources and
monthly income contribution, the excess resocurces can be added to the
individual's income contribution for the cost of care. If the excess
resources together with any income contribution exceed the amount of
medical expenses that are expected to be incurred the month following
10-day notice, the individual's Medicaid case will be cleosed, unless
the individual elects to voluntarily repay the district for the amount
of past Medicaid paid on his/her behalf up to the amount of the excess
resources.

To inform individuals who are budgeted with a NAMI amount that an
adjustment will be made to the NAMI amount if estimated income gdiffers
from actual income received, language has been added to the "Notice of
Intent to Establish a Liability Toward Chronic Care" (LDSS-4022 Rev.
5/99) and the "Notice of Intent to Change the Contribution Toward
Chronic Care Costs" (LDSS-4021 Rev. B/98). In addition, to advise
individuals of the calculations used to determine the amount of such an
adjustment and resulting NAMI change, a new notice has been developed
("Important Notice Concerning Your Contribution Toward Chronic Care
Costs") .

REQUIRED ACTION

Social services districts are to take the following actions when
changes in a recipient's income or circumstances result in a change in
the individual's NAMI.

Note: These procedures apply to individuals who are in permanent
absence status, and are to be used once chronic care budgeting begins
{the first day of the month following the month in which an individual
is determined to be in permanent absence status).

A. Determination of Income

In determining the amount of an individual's income to be applied
toward the cost of care, social services districts are toc project

total monthly income for the prospective budget pericd. For
income that is received regqularly in fixed amounts (e.g., social
security benefits), the projection is to be based on the current
amount received. For income that is irregularly received or that
fluctuates in amount (e.g., interest and dividends), social
services districts should base the projection on the average
amount received in the preceding six-month period. For income
that is received annually (e.g., an annuity payment), the

projecticon should be based on an average monthly amount.
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Social services districts are to project monthly income solely on
the basis of income currently being received and expected to
continue during the prospective budget period. Income that an
individual may receive in the future is not to be considered. For
example, if an individual owns uncccupied rental property which he
or she intends to rent within the next few months, no rental
income can be budgeted until the rental income is actually
available. In such case, the district may want to use an
anticipated future action (AFA) code to flag the case for review
the month that the rental income is expected to be available.

Income Adjustments

The following example is provided for use in subsequent sections
of the ADM to illustrate how a reconciliation/adjustment is to be
made.

Case Situation: Recipient is in a nursing facility. His/her only
income is social security and a pension.

Events -

- In January, the recipient receives a COLA increase in social
security and an unreported $50 increase in his/her pension.

- The social services district determines that the social
security increase does not render the individual ineligible,
but does increase the amount the recipient is to contribute
toward the cost of care ($637 NAMI).

- In April, when the district £finds out about the unreported
increase in the individual's pension, the district determines
whether the additional increase in income renders the
individual ineligible or only results in a larger NAMI
amount . The district determines that the increase results
only in a larger NAMI amount ($637 NAMI increased to $687).

- Timely and adequate notice is mailed to the recipient on May
10th. The district takes action to make an adjustment to the
individual's NAMI amount effective June 1st.

1. Reconciliation of Income

At recertification, or when notified of a change in a
recipient's income or circumstances, the social services
district must reconcile estimated income with actual income
received. The reconciliation may be made for a peried up to
six months prior to the month the reconciliation is done.
Since timely notice must be provided before the district can
increase an individual's NAMI, the month{s) that it will take
to provide timely notice must be taken into account in
determining the amount that should have been contributed.
For example, in the case example provided, the months to
consider in reconciling the recipient's income would be
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January, the month of the pension increase, through May, the
month during which timely notice is provided. Since the
individual's NBMI can be increased effective June 1st, the
month of June is not part of the reconciliation pericd.

Although State regulations do not require timely notice to be
provided when action is taken to reduce an individual's NAMT,
social services districts are instructed to provide timely
notice when a NAMI reduction involves an adjustment. The 10-
day notification period will serve to inform the recipient,
Power of Attorney or representative of the NAMI change prior
to making the next month's payment. This time period is also
needed in order to update the NAMI on the Principal Provider
Subsystem.

When reconciling income it will be important for social
services districts to determine the effective month of an
income change. While most income increases are effective the
month in which the increased income is received, if income
changes because spousal impoverishment rules cease to apply,
the change in available income is effective the first month
following the month in which the change in the couple's
circumstances occurred.

Computing the Amount of an Adjugtment

The full amount of an adjustment from an increase/decrease in
an individual's income is the difference between what was
contributed toward the cost of care and the amount that
should have been contributed. In the example provided, the
increase in the individual's pension resulted in a $50 a
month increase in the amount to be contributed toward the
cost of care ($637 NAMI increased to §687). The total
adjustment for the reconciliation period (January through
May, five months} would be $250. The individual would be
advised in the notice provided May 10th that he/she is
required to contribute $937 toward the cost of care for June
{5250 adjustwent + $687 increased monthly contribution due to
pension increase). Effective July 1, the monthly
contribution would be reduced to $687.

Note: Had the example inveolved a $50 decrease in the
individual's income ($637 - 350 = 5587) for the same
reconciliation period, the NaMI for June would be reduced to
$337 (5587 reduced monthly contribution due to decrease in
income - $250 adjustment)}. Effective July 1, the NAMI would
be $587.

In determining the amount that an individual's NAMI is to be
increased, the adjustment and the individual's on-going NAMI
cannot exceed the monthly Medicaid rate for the type of

services the individual is receiving {(i.e., nursing home
level of care, or in the case of an institutionalized spouse,
long term home health care or acute care in a hospital). 1If

the full amount of an adjustment and the on-going NAMI
exceeds the applicable Medicaid rate, the excess amount is to
be carried over and applied to the subsequent month's NAMI.
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For example, if an individual has an on-going NAMI of $3,500
and a $1,500 adjustment, and the Medicaid rate is $4,500, the
first month's adjustment would be limited to $1,000 (34,500 -
$3,500 = $1,000). The total NaAMI would be $4,500. The
remaining balance of the adjustment ($1,500 - §1,000 = $500)
would be added to the NAMI for the following month. The
total NAMI would be $4,000. For subsequent months, the NAMI
would be changed to $3,500, the on-going NAMI amount.

Note: For purposes of the above calculation, any available
third party insurance benefits must be considered in
determining the amount of Medicaid expenditures for a
particular month. After applying any third party insurance
benefits, the total amount of an individual's on-going NAMI
and adjustment amount is compared to the amount of Medicaid
expenditures for the month. For example, if in the above
scenario, insurance covered $500 of the services provided
each month, the Medicaid rate of $4,500 would be reduced to
$4,000. The $4,000 potential Medicaid payment would decrease
the first month's adjustment to $500 instead of $1,000.

When reconciling income due to the receipt of a lump sum
payment, the amount of the adjustment cannot exceed the
difference between the individual's NAMI and the applicable
Medicaid rate for the month of receipt. If the lump sum
payment, or a portion thereof, is retained beyond the month
of receipt, the amount retained is subject to resource rules.

To assist social services districts in computing the amount
of an adjustment, a "NAMI Adjustment Worksheet™ has been
developed (Attachment I}. Social services districts may find
this worksheet helpful in determining an individual's
adjustment. Copies of the worksheet may be reproduced
locally. See Attachment II for an example of the worksheet

as it would be completed for the example presented in this
ADM.

jces

Form 1DSS5-4022: Notice of Intent to Establigsh a Liability

Toward Chroni¢c Care, and IDSS-4021: Notice of Intent to
n he Contributi Toward Chronic Care Costs

To notify individuals who are budgeted with a NAMI that the
NAMI amount is based on projected income and subject to an
adjustment if a change in income or circumstances occurs, the
following language has been added to the LDSS-4022 (Rev.
5/99) and the LDSS-4021 {Rev. 8/98):

"NOTE: Your monthly income contribution is based on a
projection of income expected to be received.
Adjustments will be made if your income or circumstances
change . "

Copies of these notices can be found as Attachments III and
IV to this directive.
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VI.

2. New Notice: Important Notice Concerning Your Contribution
Toward Chronic Care (Attachment V)

When a change in a chronic care recipient's income or
circumstances results in an adjustment in the recipient's
NAMI, soclal services districts must use the new mandated
notice entitled "Important Notice Concerning Your
Contribution Toward Chronic Care". The notice informs the
individual of the amount of the adjustment and the method
used to determine the amount. This notice is to be used in
place of the LDSS-4021 in all chronic care change situations
involving an adjustment. Similar to the LDSS-4021 and DSS-
4022, a copy of the new notice must also be sent to the
medical provider and community spouse, if applicable. See
Attachment VI for an example of the new notice as it would be
completed for the example presented in Section IV.B. of this
ADM.

To ensure that usage of the new notice begins immediately,

districts are Iinstructed to reproduce the attached copy
{Attachment V} until this notice is available.

ADDITIONAL INFORMATION

Te notify medical providers of this change in procedures, information
will be included in a future issue of the "Medicaid Update». It will
be important for providers to use the exact contribution amount which
has been approved by the socijal services district when submitting a
claim to Medicaid.

SYS S INPL ION.

A. MBL

The calculation of the NAMI amount that an individual should have
contributed toward the cost of care may be done using regular
budgeting procedures. This budget may not be the budget that will
be stored on MBL. For example, if an income increase was for a
limited time period (i.e. a lump sum payment that is only income
in the month received), the budget that the district would store
would not include the lump sum payment. The calculation of the
full amount of an adjustment must be done off line.

B. Principal Provider Subsystem

Cnce the amount of an adjustment 1is determined, this amount
together with the on-going monthly NAMI is the amount to be
entered in the Principal Provider Subsystem. A second entry will
be required for the subsequent month's NAMI.
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VII. EFFECTIVE DATE

The provisions of this ADM are effective July 1, 2000.

Kathryn Kuhmerker, Deputy Commissioner
Cffice of Medicaid Management



Attachment I:

Attachment II:
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APPENDIX I
Page 1 of 1

Listing of Attachments
NAMI Adjustment Worksheet (available on-line)

NAMI Adjustment Worksheet - Increase Example (available on-
line)

LDSS-4022 "Notice of Intent to Establish a Liability Toward
Chronic Care" {not available on-line)

LDSS-4021, "Notice of Intent to Change the Contribution
Toward Chronic Care" (not available on-line)

New Notice "Important Notice Concerning Your Contribution
Toward Cost of Care" (not available on-line)

New Notice Example (not available on-line)



Attachment I
NAMI ADJUSTMENT WORKSHEET

Client's Name:
CIN:

Today's Date:

Income Source/Reason for Change:

Effective Date of Increase/Decrease
or
Effective Date of Income

A. New NAMI Amt. (From MABEL) s
B. Previous NAMI Amt. s

C. Monthly Difference s
{Subtract Lower Amt. From Higher Amt.)

D. No. of Months in Reconciliation

Period (From To *) month {s)
E. Total Adjustment to NAMI (C x D) ]
F. Monthly MA Rate for Nursing Facility $

G. NAMI Increagse - If Total Adjustment (E) Plus On-going NAMI (A) Greater
Than Monthly MA Rate (F), Limit NAMI Increase To The MA Rate. ADD Excess
Adjustment To NAMI For The Next Month.

NAMI Decrease - If Total Adjustment (E) is Greater Than On-going NAMI
(A), Subtract Excess Adjustment From The Next Month's NAMI.

H. Increased/Decreased NAMI for (A) s

1. Total NAMI for (A +/- E) $
{(Includes Adjustment}

Total NAMI for (A +/- remaining adjust.)$

J. On-going NAMI Effective 8

* If 10-day notice can be provided by the 1st of the next month, enter
current calendar month as end month for retroactive period. If after the

lst o©of the month, enter the next c¢alendar month as end month for
retroactive period.

Worker Signature



Attachment II
NAMI ADJUSTMENT WORKSHEET

Client's Name:
CIN:

Today's Date: _April 23, 1999

Income Source/Reason for Change:_ Increase in Pension

Effective Date of Increase/Decrease _January 1, 19%9
or
Effective Date of Income

A. New NAMI Amt. (From MABEL) 5__ 687
B. Previous NAMI Amt. 5 637
¢. Monthly Difference $ 50

(Subtract Lower Amt. From Higher Amt.)

D. No. of Months in Rececnciliation

Period (From _ Jan To __May *) 5 month (s)
E. Total Adjustment to NAMI {(C x D) $__250
F. Monthly MA Rate for Nursing Facility $_5,536
G. NAMI Increase - If Total Adjustment (E) Plus On-going NAMI (&) Greater

Than Monthly MA Rate (F), Limit NAMI Increase To The MA Rate. ADD Excess
Adjustment To NAMI For The Next Month.

NBMI Decrease - If Total Adjustment (E) Greater Than On-going NAMI (A},
Subtract Excess Adjustment From The Next Month's NAMI.

H. Increased/Decreased NAMI for June (a) $___687
I. Total NAMI for _June (& +/- E) $__ 937
{Includes Adjustment)
Total NAMI for (A +/- remaining adjust.)$__N/A
J. On-going NAMI Effective _July $__ 687

* If 10-day notice can be provided by the 1st of the next month, enter
current calendar month as end month for retroactive period. If after the
1st of the month, enter the next calendar month as end month for
retroactive period.

Worker Signature



Attachment VI
INPORTANT NOTICE COMCERNING YOUR CONTRINUTION TOWARD CRROMIC CARE

NAME AND ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE

| DATR:

4

¥ T

| CASE NUMBRER [CIN/RID NUMBER

f |

b L.

| CASE NAME {And C/C Name il Present} AND ADDRESS
|

-

GENERAL TELEPHONE MNO.
FOR QUESTIONS OR HELP

T —— S U N——

.l ]

|

| — —

! | |

|

| OR Agency Confarence

| Fair Hearing intormacion

] and assistance

[ | |

t [ — Record Access

}

| Legal Asaistance information
!

F T T T T
|OFFICE NO. |uNtT NO. |HORKER NO. |UNIT OR WORKER WAME | TELEFHONE NO.
|

1

] [ | |

i 1 1 L

We were recently informed of a change in your income and/or
circumstances which requires us to recalculate your monthly contribution
toward the cost of your care (NAMI).

Your monthly income for cost of care changed from $_ 637 to § 687 ,

effective _January 1, 1959 due to an _increasge in your pengion

Because this income change was not budgeted for 5 month(s}, we
are adjusting the amount you are re?uired to contribute in the future
toward the cost of your care. The following is an explanation of how we
calculategd the adjustment in your contribution for the periods

indicated:

A. Your Revised NAMI is $ 687

B. Your Previous NAMI was $ 637

C. The Difference is $ 50

D. The Number of Menths for which this
income difference was not budgeted is 5 month(s)
(From __Jan. To _May y

E. Total Amount of the Income Adjustment is $ 250

In order to make this adjustment, the total monthly income contribution
required towards the cost of care will INCREASE/DECREASE from

5 637 to §___ 937 effective_ June 1, 1999 ; and your monthly
income contribution effective N/A will be § N/A

Starting July 1, 1999 your monthly income contribution will  be
$__68 .

The LAW(S) AND/OR REGULATION(S} which allow us to do thias is Section
166 of the Social Services Law and 18 NYCRR 360-4.9, 360-4.3 and 360-

4.10.

* The enclosed budget worksheet (s) explaine these calculations.

ATTENTION: Persons’ receiving Medical Assistance may be eligible for a
discoun® on their telephone servicz. For information on LIFELINE, call
Bell Atlantic Telephone, toll-free at 1-800-555-5000

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIEY THIS DEPARTMENT OF ANY
CHANGES IN NEEDS, INCOME, RESOURCES, LIVING ARRANGEMENTS OR ADDRESS

YOU HAVE TEE RIGHT TO APPEAL THIS DRCISION
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APIXrL THIS DECISION

Enclosure

cC:

Name of Medical Facility



RIGHT TO A CONFERENCE: You may Nave & confarence 10 review thase actions. If you want a conference. you should ask for ane
as s00n as possible. Al the conference, f we discover that we made the wrong decision of if. because of information yau provide, we
determine 10 change our decision we will take corrective action and give you a new notice. Yoy may ask ler a confgrance by calling us
al the number on the first paga of this nolice or by sending a written request to us at the address listed at the top of the first page of
this notica. This number i3 usad only for asking for @ conferanca. 1t IS ROt the way you raquest a talr hearing. If you ask for a
conference you are alll antitied to a fair hegring. if you want to have your banafits continue ynchanged (aid continuing) untit you get a
fair hearing decision. you mu3sl request a fair hearing in the way described beiow. A requast for & CORMrGNce 3icne will not result in
continuation of bénefits, Read below for a fair heanng information.

RIGHT TC A FAIR HEARING: If you belisve that the above action is wrong, you may request a State fair heanng by:
(1) Telephone: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)

If you live in: New York City [Manhattan, Bronx. Brooklyn, Gueens, Staten island): (212) 417-8550.
If you liva in: Cattaraugus, Chautauque. Erie, Genesce, Niagara, Orfeans or Wyaming County: (716) 852-4868.

If you live in: Aegany, Chemung. Livingatan, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates County:
(716) 2664068

if you live in: Broome, Cayuga, Chenango, Cortland, Jeffsrson, Lewls, Madison, Oneida, Onondags, Oswege,
St Lawrenge, Tompkina or Tioga County: (315) 422-4888

if you live in: Albeny, Clinton, Columbia, Delaware, Dutshess, Ensax, Franklin, Fulton, Gresns, Hamilton, Herkimer,
Mantgomary, Orange. Otsego, Putham, Renssalaer. Rockland, Sarstoga, Schenectady, Schoharie,
Suitivan, Ulster, Warrsn, Washington or Westchester County: (518) 474-8781

1 you live in; Nesssu of Suffolk County: (516) 730-4468
) oR ' ,

{2} Writing: By sending a copy of this notice compiated, to the Ofice of Administrative Hearings, Ofce of Tamporary and Disabilty
Agsigtance, P.0O. Box 1930, Aibany, New York 12201. Flaase keep & Copy for yourse.

D | want a fair hearing, The Agancy's lcﬂﬂ'\lil wrong because:

Signature of Client: PATE:

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING

lfyouraquuuf-irhoming.IMSmawilMMyouanwummgywdmammdpmmmmfhg.voum«marwto
borcpnuqudbyIaqdoomnl.or-mm.lfrlmdotuﬂmponm.whrmmyoumﬂ.Mthehemm.yourMeyurmhor
represantative will have tha opportunity to present wiitien and oral avidence 10 GeMOoNsUNe why the action should nct be laken, as
wall as an opportunity tD question arny persons who appear at the hesring. Al30, you have a right to bring witnesses (o spoak in your
favor. You sheuld bring 10 the hearing any documents such as this notios, paystube, receipts, madical bills, heating DlE. madical
verification, letters, otc. that may ba helpiul in presenting your case.

l:on_'l'mumoYounBENEFl‘m:wmrequeuuhihe-ﬂnobemmeenadnm of the action in thia notice. you will centinue 1o
recaive your Denefits unchanged untt the fair hearing decision is issued, HOwever, If you ioge tha fair haaring we may recover the cost
of any Medical Assistance benefits that you shouid not have racsived. If you want to svoid this possibility, check the box belaw to
ndicate thet you 90 Not WAaNt your sid contnusd, and send INis Page 3long With your hearing request. If you do creck the box. the
action described sbove will be taken on the effective cate Msted on the 1op of the front of this notice.

D laguomhawmoaclionmuwwumummmm.amwnmimtm.prionom-muanc-oflhe
fair heanng decision.

LEGAL ASSISTANCE: if you nood froe logal assistance, you may be able 10 obiain such sssistance by cemacting your local Legal Ad
Sodety or other legal advocate group. You may locate the neatest Legal Ald society or acvocate group by checking your Yellow
Pages under “Lawysrs” or by calling the number indicated on the lop of ihe first page of this natice,

ACCESS TO YOUR FILE AND COPIES OF DOCUMENTS To help you get ready for the Maning, you have 8 right to look st your case

file. liyouallorwQOus.mwil‘hmuiooyoumﬁucuniuoummmmhmwm file which we will give to the hearing

ufﬂw‘at the fair hoanng. Alsa, if you call or wiite 1o us, wa will provide you with free copias of othar documents from your fila which

yOUu think you may need tc prepare for your fair nearing. To ask for ducumenis or 1o find out how to ko at your fiic. cal us at the

2‘001::“::@”%&“ numbsr listed at the top of the front of this NOtGS oF write us at the address pAMed st the top of tha front of
is .

1 you want copies of docurments from your case file, you should asx for them ahead of tme. Thay will be provided (o you within a
reasanabie time bafore the date of tha hearing. Documenis will be mailed 10 you only £ you Specifically ask that they be mailad.

INFQHMATION if you want more information about your casa, how to ask for @ fair hearing, haw t0 8¢ your fiile. or how to get
saditonal copies of documants. call us at the telaphona NUMDETE lisled a1 the top of the front of this NoUCe Of write to us at the addresy
printad at the top of the front of thia notica.



INPORTANT HOTICE CONCERNING YOUR CONTRIBNUTION TOWARD CHRONIC CARE Attachtent v

INoTICE ! NAME AND ADDRESS OF AGENCY/CENTER OR DISTRITT JFFI-E
| DATE:

T

ASE NUMBER |CIN/RID NUMBER
|

1

—_

CASE NAME ‘And C/0 Mame if Present)] AND ADDRESS

IGENERAL TELEPHONE NO.

1
!
|
|
[
-
{
1
[FOR QUESTIONS OR HELP

|
|

—

OR agency Tonference
Fair Hearing :nformat:.on
and ass:stance

Record Acress

]
i
i
t
{
|
|
]

Legal Assistance information

T T T
OFFIGE NG. |UNIT NO. | WORKER MO. JUNIT OR WORKER NAME TELEPHONE NO.

1]

|

| I | . |
1

1 Il .

We were recently informed of a change in your income and/or
circumstances which requires us to recalculate your menthly contribution
toward the cost of your care (NAMI}.

Your monthly income for cost of care changed from $ te §
effective due to
Because this income change was not budgeted for month(g}, we

are adjusting the amount you are required to contribute in the future
toward the cost of your care. The following is an explanation of how we
calculated the adjustment in your contribution for the periods

indicated:
A. Your Revised NAMI isns b1
B. Your Previous NAMI was $
C. The Difference is $
D. The Number of Months for which this
income difference was not budgeted is month (s)
{From To ]

E. Total Amount of the Income Adjustment is $

In order to make this adjustment, the total monthly income contribution

required towards the cost of care will INCREASE/DECREASE from

$ to § effective ; and your monthly
income contribution effective will be § .
Starting your wmonthly income contribution will be
$

The LAW(S) AND/OR REGULATION(S) which allow us to do this is Section
366 of the Social Services Law and 18 NYCRR 360-4.9, 360-4.3 and 360-

4.10.
The enclosed budget workaheet(s) explains these calculations.
ATTENTION: Persons receiving Medical Assistance may be eligible for a

discount on their telephone service., For information on LIFELINE, call
Bell Atlantic Telephone, toll-free at 1-800-555-5000

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT OF ANY
CHANGES IN NEEDS, INCOME, RESOURCES., LIVING ARRANGEMENTS OR ADDRESS

YOU HAVE THE RIGHT TO APPEAL THIS DECISION
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW T0 APPEAL THIS DECISION

Enclosure

cc

‘~Wame of Medical Tacility



RIGHT TO A CONFERENCE: You may have 8 conferancs 1o review thase actions. If you want 3 conference. you should ask for one
a3 300N as possLle. At the canferenca. A we discover that we made the wrong dacision ar if, because of information you afovide, we
determine 10 change our decision we will take corrective action and give you & new notice. Yoy may ask for a conference by calling us
at the number on the firyt page of this notice or by sending 2 writtén request to us at the addreas listed at the top of the first page of
this noucs This number is used only for ssking for a conference. |t 14 NOt e way you raquast a fair hesring. I you ask for a
conference you ars stll sentitlted 10 3 tir nesring. If you want to have your banefits continue unchanged (akl conlinuing) until you get a
faw hearing decision, you must request a fair hearing in the way described below. A request for 8 conference alons wil not regult i
continuation af benafits, Read belew for a fair heanng information.

RIGHT TO A FAIR HEARING: if you beligve that the above action is wrong, yOu may request a State fair neanng by:
{1} Teoiaphone: (FLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)

If you live in: New York City {manhattan, Bronx. Brooklyn, Queens, Staten Island): (212) 4176350,
If you live in: Cattaraugus, Chautsuqua, Erie, Genesee, Niagars, Orleans or Wyoming County: (716) 852-4868.

i you tive in: Allagany, Chemung. Livingston, Montoe, Ontario, Schuyier, Senaca, Stauban, Wayne of Yates County:
{716) 2664888

If you live in: Broome, Cayuga, Chenango, Cortland. Jefferson, Lewts, Madisan, Oneida, Onondags, Oswego,
St. Lawrsnoe, Tompkins or Tioga County: (313) 422-4868

If you live in: Albarry, Glinton, Columbia, Delawere, Dutchess, Easex, Franklin, Fulten, Greens, Mamiiton, Herkimer,
Montgomery, Orange, Otssgo, Putnam, Renssalasr, Rockiand, Saratoge, Schenectady, Schoharie,
sullivan, Ulstsr, Warrsn, Washington or Westchester County: (518) 4748701

If you live in: Nawsau Of Suffolk County: (516) 739-4068

. oR . .

{2) Writing: By sending a copy of this notice completed, to the Ofice of Administrative Hearings, Office of Tamparary snd Disabiity
Assigtarice, P.O. Box 1030, Aibany, New York 12201. Piasse keep & copy for yoursed!.

D i want a fair hepring, The Agancy’s action is wrong becauss:

Signature of Cllent. _ OATE:

YOU HAVE §0 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING

|fyouroquuuf-irhudng.mosumwuwumammmmdmmmmdmmrhg.‘(ouhwumeriqmto
bcnpmoqudbyingdmm.udm.nm«odmm.ortoreoreseﬂyoumlt.ﬂthehuﬂum.yourauomeyorother
mm:Mamuhwomwwwmmmmwm«mwuwwwwmmmwunmum-n.ns
weil 28 3n OpPOMUNItY D QuesEON Aty Perons who appear at the hearng. Al3g, you have a right to bring witnesses 1o spoak in your
favor. You should BRNg 10 the Nearing any gocuments such s this notios, paystubs, receipts, madical bille, heating Lifs. medical
varification, letiers, eic. that may be heipful in presenting your case.

CONTINUING YOUR BENEFITS: if you request & fair hearing before the effective daie of the actlon in thia notice. you will continus 1o
recaive your benefXs unmmgﬁuﬂmtmmmmllium.ﬁwww.ﬂywbumﬁairhnﬁngumayfmnrm-con
of any Medical Assistance benefits thal you shouid not have received. if you want to avoid this posaibility, check the box below to
indicate that you 48 Not want your ai¢ continued, and send this page slong with your hesring raquest. If you 00 check the DOX. the
acnonaunribodabovawulmunnmmocﬂ-cﬁuumllmuonth-topdmfmmdmhmﬁce.

D lagrnpnmmeacmnhkwmmumndmmmm.aminmhm.pnorlomuuuamohhe
faer hoarning decision.

LEGAL ASBISTANGCE: If you need free logai assistance, you may be able t0 obtain such assistance by cortacting your local Legm Aid
Society or oiner lagal advocate group. You may locale the nearest Legal Ald society of advacate group by cheching your Yellow
Pages under "Lawyers” or by calkng the number indicated on the Lop of the firtt page of this notice.

ACCESS TO YOUR PILE AND COPIES OF DOCUMENTS To help you get resdy for the haaring, you have & ight to look at your case
fils. (f you call o write to us, nwmwwldoyouwmmmmdthommnnhmmﬂhmkhwewil give to the hearing
officar at the falr haaring. Alag, if vou call pr wiith f0 us. we will prvide you with (s copias of othar documents from your file which
you think you may naed 1o prepars for your fair naaning. To ask for documents or 10 find out how to look at your fike, cail ua at the
:mkm:.mlobphm number listed at the top of the front of his NOtics of writs us at the address printed #t the top of the frant of

If you wan cppluuldowmonhfmnywmaﬁh,youm“thrmmudofﬁm‘ Thay will be provided to you within a
reagonabia time bafors the date of the heating. Documents will be maited 10 you only #f YOu SpecCiically ask that thay be mailed.

INFO_RMA?IOB If you want more information about your case. how ta ask for a fuir hearing, how 0 s8e your file. or how to gt
adartional copies of JOCUMENTS. call us at the TRIepRONE NUMbETE isted at the top of the front of this nonce o write ta us at the address
printad at the top of the from of Ihia notica.



ATTACHMENT 1V
LDSS-4021 (Rev 8/98) MA Onty

NOTICE OF INTENT TO CHANGE THE CONTRIBUTION
: TOWARD CHRONIC CARE COSTS

NOTICE EFFECTIVE NAME AND ACDRESS OF AGENC Y/CENTER OR DiSTRICT QFFICE
DATE: DATE:
CASE NUMBER CIN NUMBER

CASE MAME (And C/O name if Present) AND ADDRESS

GENERAL TELEPHONE NO.
FOR QUESTIONS OR HELP

, ' OR Agency Confarence

Fair Hearing information
and assistance

Record Acceas
I ' Legal Assistance information
OFFICE NO UNIT N WORKER NO. UMIT OR WORKER NAME TELERFHOME NG

This notice is to inform you that this Department has recaiculated the contribution required toward the cost of care for the individual
named above as follows:

Previous Calculation INCOME New Calculation
From To From To
Gross Monthly Income $ Gross Monthly Income $
Deductions . Deductions -
Net Monthly Income 3 Net Monthly Income %
e r——
Income Allowance (Personal Needs ————mee—_ | Income Allowance (Personal Needs p
Allowance/MA Lavel} Allowance)
Contribution to Community Spouse, Contribution to Community Spouse,
Family Member Allowance(s) or Dependent Family Member Allowanca(s) or
Household Member(s) - Dependent Household Member(s) : -
Cost of Medical/Remaeadial Care - Cost of Medical/Remedial Care -
Remaining Available Monthly Income = Remaining Available Monthly Income =
Contribution from Spouse + Contribution from Spouse +
Total Income Contribution Per Mo. $ Total Income Contribution Per Mo. $
Payable to:

NOTE; Your monthly income contribution is based on a projection of income expected to be received. Adjustments will be
made if your income or circumstances change.

Pravious Calculation RESOURCES New Calculation
Countable Resources b 3 Countable Resources $
Medical Assistance Level - Maedical Assistance Level -
Excess Resources = Excess Resources =
Based on these calculations the monthly income contribution required towards the cost of care will:
(] INCREASE from s 0§
(0 oEcREASE from's tos

O wot CHANGE Your monthly income contribution continues to be $

In addition to any income contribution, § of excess resources must be contributed toward the cost of care for

the month of

Thig changs iz effactivs aliG is being mace &s a result ol

The LAW(S) AND/OR REGULATION(S) which allows us to do this is Section 366 of the Social Services Law and 18 NYCRR 360-4 9,
360-4 3() and 360-4,10.

The enclosed budget worksheet(s) explaing these caiculations.

ATTENTION: Persons ¢ g Medical Assis y be for & o¥: on their telephane service.
For information on LIFELINE, call Belf Alhnﬂc I’ohphm tol-free ot 1-800-553-5000

REGULATIONS REQUIRE THAT YOU IMMEDIATEL Y NOTIFY THIS DEPARTMENT
OF ANY CHANGES IN NEEDS, INCOME, RESOURCES, LIVING ARRANGEMENTS OR ADDRESS

YOU HAVE THE RIGHT TO APPEAL THIS DECISION
Encicsure BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION

cc




LD23~4021 (Rev. 12197) REVERSE

RIGHT TO A CONFERENCE: You may have 8 conferance o review these actions. If you want a canference. you should ask _ror one
43 SOON a8 PORNILIY. Al the conferenca, If we discovar that we made the wrong decision or if, because of informatidn you provide, we
determine 10 change our decision we will take corrective action and givé you 8 naw notice. You may asit for 2 confargnce Dy calling us
al the number on the frst paga of this notice or by sending 3 wrinen requast to us at the address listed at the top of the first page of
this nouce This number is used only for asking for a confersnce. It I8 ROt the way you request a fair hesring. it you ask for a
conference you are still entitied to 3 f3ir hearing. It you wam 10 have your hanefits continue unchanged (aid continuing) until you get a
fair heanng decision, you must request a fair hearing in he way described below. A requast for & canference alone will nat resuit 1A
cantinuation of bensfits. Resd delow for a fair negnng information.

AIGHT TO A FAIR HEARING: If you Delleve that the above action is wrong, you may request a Stata fair heanng by
{1) Telephone: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)

If you live in: New York City {Manhattan, Bronx, Brooklyn, Queens, Statan tsland): (212) 417-8530.

It you live in: Cattarsugus. Chautauqua, Erie, Genesee, Niagara, Orisana or Wyarning County: (716) B52-4868.

If you live in: Allagany, Chemung, Livingaton, Menroe, Ontario, Schuylor, Senaca, Steuban, Wayne or Yates County:
(716} 266-4868

if you live in: Broome, Cayuga, Chenango, Corttand, Jefferson, Lewis, Madison, Oneida, Onandags, Oswego,
St. Lawrence, Tompkine or Tlogs County: (31%) 4224868

If you live in: Albany, Clinton, Calumbia, Oelawsrs, Dutchese, Eanex, Franklin, Fulen, Gresns, Mamilton, Herkimer,
Montgomaury, Orange, Otasge, Putnam, Renssalaer, Rockisnd, Saratogs, Schenectady, Schoharte,
Sullivan, Ulster, Warren. Washington or Westchesler County. (518) 4748781

I you five in: Nawedu of Suffolit County: (516) 739-4858
' OR . ’

{2} Writing: By sending 8 copy of thiz notics compleled, lo the Ofice of Adminizirative Hearings, Office of Temporary and Disabiltty
Assistance, P.O. Box 1930, Abany, New York 12201. Plsase keep 3 copy for yoursell.

D | want a fair hesring, The Agency's action is wWrong becauss:

Signature of CHent. ‘ DATE:

YOU HAVE 80 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING

If you request a fair heering, the State wil send you & notice informing you of the time and piace of the hearing. You hava the right lo
be representsd by Iegal counsel. a reiative, & friend or other person, or to represent yourse. Al the hearing you. your attorney or other
ropresentative will have the opportunity (0 pressnt writlan and ofal evidencs (0 deMONsUTe why the sction should not be 1aken, as
well as an opportunity 10 QUESHON ANy PErsONS who BPPESr ot the hearing. Also, you have a right to bring witnesses (o spesh in your
favor. You should bring %0 Me hesring any documents Such as this notice, PRystuDS, receipts, madical bills, haating bifs. Mmedical
verification, letters, etc. that may be heipful in presenting your Case.

CONTINUING YOUR BENEFTTS: if you request a fair heating before the effective date of the action in this notice. you will continue to
recaive yourbondmunmungoﬂmﬂimaflirnurhgmmmum.ﬂwwv.ilywmthehirnmingmn\ayucourmcon
of any Madical Assistanca benefits that you shouid not have received. If you want to avoid this posaibility, chack the box below to
indicate that you d¢ ROt want your aid continued, and send this page §iong with your hearing raquest. if you do check the box. ine
SCtion Cescribed above will be taken on the effsctive date fsted on the wp of the front of this natice.

D { agree 1o have the action aken on my Medical Assistance bensfits, as described in this natice, prior to the issuance of the
fawr heanng decision.

LEGAL ASBISTANGE: If you noed froo logal assistance, you may be able to oblain Such sssittance by COMECUNG your local Lagal Al
Society or ol?er legal advocate group. You may locale the nearest Legal Ald society of savecate group by checking your Yellow
Pagos under “Lawyers” or by caliing the number indicated on the lop of tha first 2age of this natice.

ACCESS TO YOUR FILE AND COPIES OF COCUMENTS To help you get ready for he haning, you have @ right to look st your case
fila. If you allqrwﬂto_w us. we will provide you with free copies of the documents from your fils which we will give to the hearing
oMcar At the fair haaring Alnn, H vou cal or writs 16 ue e will prpgide eoa it 134 262122 af 2inoe £otarRente rom yeur e wiver
you think you may need (o prepare fur your fair hearing. Ta ask for documents. or 1o find out how ta look at your file, call us at the

:m :.cmu telephons number listed ot the top of the front of this natice o write Us at the address prnted at the top of the front of

if you want c_opiu of documents from your c3se fils, you should ask for them abwad of time. They will be provided to you within &
reasonable time before the date of the hearing. Documents will be mailed 10 you onfy f YOU SPeciAcally Jek that they be marled.

INFORMATIO‘N If you want more infornation about your casa. how to ask for & fair hearing, how to s6a your flle. or how to gat
addional copies of documents. call us at the WIsphone NUMD'E lisled At the 1op of tha front of this notice or write 1o us at the addresa
printad al the 1op of the front of this notice.



= y ATTACHMENT III
LDSS-4022 (Rev. 509}
NOTICE OF INTENT TO ESTABLISH A LIABILITY TOWARD CHRONIC CARE

NOTICE EFFECTIVE MNAME AND ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE
DATE: DATE:
CASE NUMBER CIN/RID NUMBER

CASE NAME (And C/O Nema if Prasent) AND ADDRESS

GENERAL TELEPHONE NO. FOR
' | QUESTIONS OR HELP

OR  Agency Conference

Fair Hasring information
and sssistance

l_ _J Record Accans

Logal Assistances information
OFFICE NO. UNIT NQ WORKER NO. UNIT OR WORKER NAME TELEPHONE NO.

This Department has made a decision conceming eligibility under the Medical Assistance Program of the individual
named above, who has been determined to be residing in a medical institution on a permanent basis. (If the individual was
previously in receipt of full Medical Assistance coverage or Medical Assistance coverage subject to a spenddown amount
of § . the required contribution towards institutional costs is explained Lelow.)

Date of Application:

Date of Institutionalization:
Date of Chronic Care Status:

We have calculated the total monthly contribution toward the cost of this individual's care for the periods indicated, as
follows:

| {NCOME

Fromi To From To
Gross Monthly Income $ ‘ Gross Monthly Income $
Deductions - Deductions -
Income Allowance Income Allowance

{Medical Assistance Level) e — (Personal Needs Level) -
Contribution to Community Spouse | - Contribution to Community Spouse -
Family Member Allowance(s), or Family Membar Allowance(s), or

Dependent Household Member{s) | - Dependent Household Member(s) -
Cost of Medical/Remedial Care - Cost of Medical/Remedial Care -
Remaining Available Monthly Remaining Available Monthly
Income = Income =
Contribution from Spousa + Contribution from Spouse +
Total Income Contribution Per Mo. | $ Total income Contribution PerMo.  §
Payable to: Payable to:

NOTE: Your monthly income contribution is based on a projection of income expected to be received. Adjustments will be
made if your income or circumstances change.

RESOURCES
Resources, if any, must also be considered in calculating your efigibility,
Countable Resources $
Medical Assistance Level -
Excess Resources =

Medical Bills Used to Reduce
Excess Resources -

Remaining Excess Resources 3
In addition to any income contribution(s) the remaining $ of excess resources must be contributed toward the
cost of care during the month of . ’
The Medical Assistance Program will pay any additional covered institutionalized costs during the authorized period.

The LAW(S) and/or REGULATION(S) which allows us {o do this is Section 366 of the Social Services Law and 18 NYCRR
360-4.9, 360-4.3(f) and 360-4.10.

The enclosed budget worksheet{s) explains these calculations.

REGUILATIONS REQUNRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CHANGES IN NEEDS, RESOURCES, LIVING ARRANGEMENTS OR ADDRESS

YOU HAVE THE RIGHT TO APPEAL THIS DECISION. BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION.
Enclosure

G

NAME OF MEDICAL FACILITY




LDSS-4022 (Rev. 5/99) REVERSE
NOTICE OF INTENT TO ESTABLISH A LIABILITY TOWARD CHRONIC CARE

RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference, you should ask for one as
soon as possible. At the conference, if we discover that we made a wrong decision or if, because of information you provide, wa
determine to change our decision, we will take corrective action and give you a new notice. You may ask for a confarence by calling us
at the numbar on the first page of this notice or by sending a written request to us at the addrass listed at the top of tha first page of this
notice. This number is used only for asking for a conferance. It is not the way you request a fair hearing. [f you ask for a conference
you are still sntitled to a fair hearing. Read below for fair hearing information.
RIGHT TO A FAIR HEARING: if you believe that the above action is wrong, you may request a State fair hearing by:
(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)

If you live in: New York City {(Manhattan, Bronx, Brooklyn, Queens, Staten sland); (212) 417-6550

Ifyou live in: Cattaraugus, Chautauqua, Erie, Genesee, Niagarn. Odeans or Wyoming County: (716) 852-4868

Hyou five in:  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Senaca. Steuben, Wayne or Yates County:
(716) 266-4868

If you live in; Broome, Cayuga, Chenango, Cortland, Harkimer, Jefferson, Lawis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 422-4888

If you live in:  Albany, Clinton, Columbia, Delaware, Duichess, Easex, Frankiin, Fulton, Greene, Hamiiton, Montgomery,
Orange, Otsego, Putnam, Rensselaer, Rockland, Saratogs, Schenectady, Schohacie, Sullivan, Ulster,
Warren, Washington or Wesichester County: (518) 474-8781

i
if you live in: Nassau or Suffolk County: (518) 7304868

OR

(2) Writing: By sending a copy of this notice completed, to the Fair Hearing Saction, New York State Office of Temporary and Disability
Assistance , P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourself.

D I want a fair hearing. The Agency's action is wrong because:

Name: Case Number:

Address:;

Signature of Client: Date:

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE YO REQUEST A FAIR HEARING

if you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing. You have the right to be
represented by legal counsel, a retative, a friend or other person, or to represent yourself. Al the hearing you, your attomey or other
representative will have the opportunity to pressnt writtan and oral evidence to demopnstrate why the action should not be laken, as well as
an opportunity to question any persons who appear at the hearing. Also, you have right to bring witnesses 1o speak in your favor. You
should bring to the hearing any documents such as this notice, paystubs, receipts, medical bills, heasting bilts, medical verification, letters,
eic. that may be helpful in presenting your case.

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such assistance by contacting your iccal Legal Aid
Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate group by checking your Yellow Pages
under “Lawyers” or by calling the number indicated on the first page of this notice.

ACCESS TO YOUR FILE AND COPIES OF DOCUMENTS: To help you gul ready for the hearing, you have a right to look at your case
file. If you call or write to us, we will provide you with free copies of the documents from your file which we wili give to the hearing officer at
the fair hearing. Also, if you call or wrils 10 us, we will provide you with free copies of other documents from your file which you think you
may need to prepare for your fair hearing. To ask for documents or to find out how to look at your file, call us at the Record Access
tetephone number listed at the top of page 1 of this notice or writs us at the address printed at the top of page 1 of this notice.

If you want copies of documents from your case file, you should ask for them ahead of time. They will ba provided to you within a
reasonable time before the date of the hearing. Documents wilf bs mailed lo you only if you spacifically ask that they be mailed.

INFORMATION: If you want more information about your case, how to ask for a fair hearing, how to see your file, or how to get additional
copies of documents, cail us at the telephone numbers listed at the top of page 1 of this notice or write to us at the address printed at the
top of page 1 of this notice.



