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Action
We received your premium payment(s) and you are now eligible for Medicaid Buy-In program coverage for the month(s) listed above. For your eligibility to continue, you must pay the monthly premium amount of $
A monthly payment notice with a payment coupon and a postage-paid return envelope will be mailed to you the first of every month. Your premium payment must be postmarked no later than the 20th of every month for your Medicaid Buy-In program coverage to continue. Pay only the amount listed on the monthly payment notice.
Partial premium payments will not be accepted and will be refunded to you. It may take up to 60 days for you to receive a refund check. If you are denied coverage for not paying a premium, you cannot get back on the program until all past due premiums are paid in full.
This is not a payment notice. Only submit payments with the coupons that will be sent to you.
in one payment every month. Partial payments are not accepted.
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You may request a conference to discuss any of the action described in this notice by calling 2-1-1 or 1-877-541-7905 (TDD 1-888-425-6889).
Right to Appeal: You may request a hearing to appeal any action described in this notice. You lose this right 90 days from the effective date of the action described in this notice or the date of this notice, whichever is later. If you request a hearing, you may represent yourself or have any person represent you, including legal counsel (see the information in this notice about free legal services in your area). If you request an interpreter, one will be provided at no cost.
Benefits During Appeal: If you are receiving benefits and request a hearing to appeal within 13 days of the date of this notice, you may receive benefits at current levels either until the appeal is decided or until the end of your current certification period, whichever comes first. If you lose the appeal, you may have to pay back benefits you received while waiting for the appeal hearing.
How to Appeal: If you want to request a hearing to appeal, call 2-1-1 or 1-877-541-7905 (TDD 1-888-425-6889).
To find out where to get free legal services in your area, call 2-1-1.
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