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MEDICAID ADMINISTRATIVE HEARINGS WITH THE MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES (MDHHS)

Medicaid Appeals of adverse decisions made by Managed Care Health Plans, MI Health Link (Medicaid benefits only), Community Mental Health, Pre-paid Inpatient Health Plans, or MI Choice Waiver recipients.

You have a Right to Request a State Fair Hearing if:

· You are a Medicaid recipient and one of the above-mentioned agencies issued an adverse benefit decision
:
· Denying or limiting the authorization of a requested service.
· Reducing, suspending, or terminating a previously authorized service.
· Denying, in whole or in part, the payment for a service.
· Failure to provide service in a timely manner.

· Failure to resolve a grievance and provide notice to the affected parties within 90 days of receipt of the grievance.
· Failure to resolve a local appeal and notice the affected parties within 30 days of receipt of the local appeal.
· For residents in rural areas with only one managed care organization, the denial of his or her right to obtain services outside of the network.
· Denial of an enrollee’s request to dispute a financial liability, including cost sharing, copayments, premiums, deductibles, coinsurance, and other 
enrollee financial liabilities.

Local Appeal Requirement

· The local appeal is the first step of contesting an adverse benefit decision and must be completed before filing for a State Fair Hearing.

· You have 60 calendar days from the date of the written Notice of Adverse Benefit Determination to request a local appeal.

· If you are a Medicaid recipient and request your local appeal within ten days of the adverse benefit decision, you will continue to receive your benefits until a hearing decision is reached (subject to limited exceptions).

· You may request a local appeal orally or in writing.

· Oral appeals must be confirmed in writing unless the provider requests expedited resolution.

· At your local appeal you should have an opportunity, in person or in writing, to present evidence and testimony and make legal and factual arguments.

· Notice of the decision on your local appeal must be provided within 30 calendar days from the date the appeal is received.

· All local appeal decisions must be in writing and include
:

· The results of the resolution and the date it was completed.

· If the appeal is not wholly in favor of the consumer:

· The right to a State Fair Hearing, and how to do so.

· The right to request and receive continuing benefits while the hearing is pending, and how to make the request

· Notice that the consumer may be liable for the cost of continuing benefits if the Administrative Law Judge (ALJ) upholds the adverse benefit decision.

How to Ask for a State Fair Hearing:

· You must file a local appeal and obtain an adverse decision before you can file for a State Medicaid Fair Hearing.

· If you do not receive a decision on your local appeal request within 30 calendar days from the date the agency receives the appeal, and no extension has been granted, you may file a request for a fair hearing without obtaining a decision on your local appeal.

· A request for a State Fair Hearing must be in writing and it is recommended that you use the State approved form (MDHHS-5617-MAHS) for requesting a hearing. See Exhibit 1.

· You must state the reason you are requesting a State Fair Hearing and sign the hearing request.

· You may have someone represent you at the hearing. The person representing you does not need to be an attorney.

· The person representing you must be at least 18 years old and you must give them permission to represent you.

Hearing Request Timelines

· You must request a State Fair Hearing within 120 calendar days from the date of the notice of resolution of the local appeal decision.

· If you are a Medicaid recipient and request your hearing within ten days of the local appeal decision, you will continue to receive your benefits until a hearing decision is reached (subject to limited exceptions).

· It is important to note, if MDHHS’s decision is found to be correct, you may be responsible for paying back benefits you are determined to be not entitled to.

Before the Hearing

· You should get a notice in the mail with the date, time and location of the hearing. It will usually be held at the agency’s local office with the judge appearing by telephone.

· The notice will tell you about your rights at the hearing. You may represent yourself or have an attorney, friend or other advocate do it for you. You would need to notify the Michigan Administrative Hearings System (MAHS) if someone will be representing you.

· If you cannot attend, contact MAHS to postpone. The notice will also say if the hearing will be by phone or in person. Your hearing will most likely be by phone but that can be changed if you send a request, in writing, to MAHS asking for an in-person hearing.

· If you need transportation or childcare while you are at the hearing you need to contact your case manager, social worker, or support coordinator. If this is not helpful, you may contact MAHS and request an accommodation.

· If your disability prevents you from fully participating in the hearing process and you need accommodations, you should request accommodations along with your request for hearing. See Exhibit 1, Section 1.

· You may also submit a disability accommodation request using the MAHS ADA Request Form. See Exhibit 2.

· If you have been denied an accommodation and think the denial was unlawful, you may file a complaint with the Michigan Department of Civil Rights. They may be contacted at:

Michigan Department of Civil Rights

110 W. Michigan Ave., Suite 800

Lansing, MI  48933

517.335.3165

· You should be provided with everything the agency that made the adverse benefit decision used to make its decision at least seven days before the hearing.

· You can provide any additional information you feel is relevant to the need for the services. When you submit additional information, be sure to reference the beneficiary’s name and provide the case number and date of hearing (if you have it) on the cover sheet. Additional information should be submitted via mail (no email) or fax to:

Michigan Administrative Hearing System

PO Box 30763

Lansing, MI  48909

Fax 517.763.0146

· You have the right to call witnesses at the hearing and should arrange for those witnesses to come to the hearing. If a witness refuses to appear, you may request, in writing, that the ALJ subpoena
 someone to testify at your hearing. Make sure you keep a copy of all documents you send to MAHS for your records.

· Be sure to submit your evidence to the ALJ before the hearing. Bring at least two copies of everything you want to be admitted into evidence. Once copy is for your reference and the other is for the agency’s representative.

· It is a good idea to arrange everything you want to submit with page numbers so documents are easy for you to find and refer to at the hearing. A cover sheet that lists the title of each item in order is also helpful. Remember that the ALJ will likely be appearing over the phone so you should consider this when making your argument and referring to documents that have been submitted to MAHS.

At the Hearing

· The hearing is tape-recorded. It begins with instructions from the ALJ. The judge will ask you to state and spell your name for the record and will swear in all witnesses who will be testifying.

· Each side can make an opening statement. The opening statement is not required, but it is a good idea to make a short statement letting the judge know what services are being affected.

· Do not assume the judge has read all the information submitted before the hearing. Argue your case as if the ALJ knows nothing about you or the person you represent.

· All evidence that has been submitted will have to be entered into the record by the ALJ. You or your representative will have the opportunity to object to any information offered by the agency’s representative.

· Usually the agency making the adverse benefit decision will give their argument first and will call their witnesses during this argument. You or your representative will have the opportunity to ask questions of any witness the agency’s representative calls.

· You or your representative will then argue your side and can present any witnesses you have. The agency’s representative will have the right to ask questions of your witnesses.

· Make sure everything you think is important is said or entered into evidence at the hearing so it will go into the record. If it is not, the ALJ will not consider it in making his or her decision.

· Both sides have the option to make closing statements. If you chose to make a closing statement, try to summarize what has been presented as evidence and make a final request regarding what action you would like the ALJ to take in the case.

The Decision

· The ALJ does not usually give a decision at the end of the hearing. Typically, the ALJ will issue a written decision and mail it to you and your representative.

· If you disagree with the ALJ’s decision, you may appeal. The appeal rights will be on the last page of the Decision and Order.

Other Tips

· Try very hard to get to the hearing on time.

· Do not try to talk with the ALJ before the hearing. Do not interrupt when other people speak in the hearing.

· Answer all questions as honestly as you can, even if you say, “I don’t know.”

· Do not eat, drink or smoke during the hearing.
This information is a service of Disability Rights Michigan (DRM). It provides general information, based on the law at the time we wrote it, and is not legal advice. You do not have an attorney-client relationship with DRM. If you need legal advice, you should contact an attorney. If you would like more information about this topic or would like to receive this information in an alternative format call DRM at 800.288.5923 or visit our website, www.drmich.org.
Disability Rights Michigan (DRM) is mandated by federal and state law to protect the legal rights of individuals with disabilities in Michigan. DRM receives part of its funding from the Administration on Intellectual and Developmental Disabilities, the Center for Mental Health Services-Substance Abuse and Mental Health Services Administration (SAMHSA), the Rehabilitation Services Administration and the Social Security Administration.
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[image: image1.jpg]REQUEST FOR HEARING FOR MEDICAID ENROLLEES,
PACE ENROLLEES OR WAIVER APPLICANTS
Michigan Office of Administrative Hearings and Rules.

Michigan Department of Healh and Human Services
PO Box 30763, Lansing, M| 48909
Telephone Number. 8006483367  Fax 517.7630146

SECTION 1: TO BE COMPLETED BY THE PERSON REQUESTING A HEARING

Cllnt Name. Cllent Telephone No. | Cliet Social Securfy No.
Cllent Adaress (No. and Steet, Apt 1o.) Wedicai 10 No
City State [ Zip Code Client or Legal Guardian Sinature | Date

Wihat agency fook the acton or made the decision thalyou are appealing? Make sure 1o | llent MDHHS
attach a copy of e leter from the agency that 1o the cllent about their decision. Case No.

[WANT TO REQUEST A HEARING: The folowing a1 my reasons for requesting a hearing. Use
ditional shoeets if needod.

Do you have a physical dsabity of olher condfion requiing special arrangements foryou 1 aftend or
participate in a hearing?

[INo [T Yes (If yes, please explain here.)

Wil you need an inferpreter?

[INo_[] Yes (fyes, language needsd)

'SECTION 2: HAVE YOU CHOSEN SOMEONE TO REPRESENT YOU AT THE HEARING?
Has someone agreed 1o represent you al this hearing?.

[INo [ Yes (If Yes, have the representative complete and sign Section 3)

'SECTION 3: AUTHORIZED HEARING REPRESENTATIVE INFORMATION

Narme of Representative (please pini) Representative Telephons 1o, | Relaionship o Envollee
‘Address (No. and Street, Apt No.) City State [ ip Code
Ropresentative Signature. Date Signed

SECTION 4: AGENCY INVOLVED IN THE ACTION BEING DISPUTED BY THE CLIENT

Warme of Agency [Agency Contact Person Name.
“Agency Address (No. and Street, Apt No) [Agency Telephone Number
Ciy State[Zip Cose State Program or Servie being provided b this clent
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[image: image2.jpg]REQUEST FOR HEARING FOR MEDICAID ENROLLEES,
PACE ENROLLEES OR WAIVER APPLICANTS INSTRUCTIONS

A hearing i an impantial review of a decision made by the Michigan Department of Health and Human

Services or one of s conract agencies that  client belives is wrong

“This form is to ask for a hearing if you are a Medicaid enrollee, or a PACE enrollee, or a Medicaid

‘waiver applicant when the action has boen taken by MDHHS of one of its contract agencies. You

can also send in your signed hearing request in wriing on any paper. This form i also avalable ofiine at

‘i michigan govimdhhs >> Assistance Programs > Medicald >> Program Resources >> Michigan

Offce of Adminisrative Hearings and Rules for the Department o Health and Human Services or

i michigan GovILARA >> Bureau List >> Michigan Office of Adminisrative Hearings and Rules >>

Benefi Services Hearings.

Do not use this form to appeal an action

« Taken by a Medicai, Healthy Michigan Plan or W Health Link health plan, Community Mental Health
Services Program / Prepaid Inpatient Hospital Plan (CMHSPIPIHP), Heallhy Kids Denial healh plan,
o i Choics Waiver Agency. You must go thiough theif intemal appeals process first before you ask
for a MDHHS-5617-MOAHR, Request for State Fair Hearing fom. This o i also available online at
the links above.

« Related 1o progran eligiilty, cash assistance, fo0d assistance, or other assistance programs. Use
the DHS-18, Request for Hearing form available online at win.michigan. govimdihs >> Doing
Business wilh MDHHS >> Forms and Applications >> Other, or go fo
‘i michigan.govidocuments/FIA-Pub8_14355_7.5df to download the form

GENERAL INSTRUCTIONS.

« Read AL instructions before completing the attached forn.

‘Complete Section 1 using the name of the clint (even if the dlient has a guardian oris a minor).

‘Complete Sections 2 & 3 only f the clent wants someone {0 represent them t the hearing

‘Complete Section 4 f he agency who ook the action you are appealing di not il his out.

Attach a copy of the nlice orletter from the Agency that ok the client aboutthe change that s being

appealed.

« Please make a copy for your records.

Questions can be answered by caling ol free: B00.648-3397.

Afer the fom is completed, mal or &x page 1 o:

MICHIGAN OFFICE OF ADMINISTRATIVE HEARINGS AND RULES.
MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES.
PO BOX 30763
LANSING MI 48909
Fax 517.763.0146.

« The dlient may choose 1o have another person represent them a  hearing
= This person can be anyone the client chooses but must be atleast 18 years of age.
~ The clent must give this person witen permission {0 represent them.
~ The client may give writen pemnission by checking yes in Section 2 and having the person who's

represening them complete Section 3. The dlient must st comlete and sign Section 1,
~ The cilents guardian or consenvator may represent them. A copy of the court order naming the
‘quardian or conservator must be ncluded with ths fequest,

[Complobon: s Vouray
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Please note if needed, free language assistance senices are available.

Call 677-833-0870 (TTY users call TY: 711).

Spansh "ATENGIGN. 51 habla espafol lens a su dIsposicon servicos gratus 66
asistencia nguisica, Liame 3l 677-833-0870 (TTY 711)
Arabic ETT-613- p ot ot 8 35 i it AT S ] el
(Y 711450 ) 03 10870
Chinese R RGEARMTE, Bl G RANBERDNE, WA 877-833-
0870 (11Y 711)
Syrac (Assyrian) e omby B g S G bt it i€
778330870 (ITY 711) e 1t 0 b i
Vietramese "CHU Y- NEu ban 1 TBing VIt co cac dich v NG 1 ngon ngs m&n phi danh
cho ban. Gol sb 877-833.0870 (TTY 711
‘Abanian KUJDES: Nese fltn shaip, parju ka né dispozicion SErbime 18 asisiences
gjuhesore, pa pagese, Telefononi ne £77-833-0870 (TTY 711).
Koreen ol 21018 ABOIAE TP, §Of AR HEAE PRE ol8eld +
USLICH 877-833-0870 (TTY 71 DHO 2 T3I8h FHAIL.
Bengal T G W A A, S 00 A, O T G5 ST
STl SfACE GO WU P P -877-833-0870 (TTY 711)
Poish UWAGA Jozell mowisz po polsku, mozesz skorzystaé z bezplatne] pomocy
Jezykowe. Zadzwon pod numer §77-833.0870 (TTY 711).
Geman 'ACHTUNG: Wenn Sie Deutsch sprechen, stshen Ihnen kostenlos sprachiche
Hilfsdienslestungen zur Ver0gung. Ruffummer 677-833-0870 (TTY 711).
Tiatan 'ATTENZIONE In Gaso la Ingua pa fata sia [Maliano, sono Gisponibil servirar
assistonza lnguistca gratui Chiamare il numero 877-833-0670 (TTY 711
Japanese EEHA ARBEBANSNE. MRORBERE CHALLLTET,
877.833.0670 (TTY 711) $T. SMIITMBC 2L
Russian BHVIVAIVIE: Erin 8l r0B0PHTE Ha pyCOHOM ASHINE, T0 82 AOCTY I
Gecnnathe yory nepesoaa. SaowTe 877-833-0B70 (tenetain 711,
Serbo-Croatian "OBAVJESTENJE: Ako govorite sipsko-hruatsk, usluge Jeziéke pomodi
dostupne su vam besplatno. Nazovit £77-833-0870 (TTY Telefon za osobe sa
ostetenim govorom i sluhom 711)
Tagaog PAUNAWA: Kung nagsasalta ka ng Tagalog, maaar Kang gumarmit ng mga
serbisyo ng ulong sa wika nang walang bayad. Tumawag sa 877-833-0870
Ty 711)
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[image: image4.jpg]“The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any
indiidual or group because of ace, reliion, age, national origin, olor, height, weight, martal status,

genelic information, sex, sexual orientation, gender entty or expression, polfical belefs or disabilty.
Futher, MDHHS:

+ Provides fiee aids and servioes 1o people with disabilties to communicate with us, such as:
o Qualfied sign language interpreters
& Wrten information in other formats (arge print, audio, accessible electronic formats, other
formals); and
+ Provides fiee language senices b people whose primary language s not Englsh, such as:
o Qualfied inerpreters
o Information wten i other languages.

Ifyou need these services, contact the Section 1557 Coordinator. The contact infomation i found below.
Ifyou believe that MDHHS has not provided the above servces, or iscriminated in anofher way, you can
fle a grievance wih the Section 1557 Coordinator. You can fle a grievance in person or by mail fax, or
email I you need help fing a grievance, the Section 1557 Coordinator is available o help you.

MDHHS Sedtion 1557 Coorinator

Compliance Offce, 4° Floor

P.0. Box 30185

Lansing, M 48909

517-284-1018 (Vain), TTY 711, 517-335-6146 (Fax)

You can also i a il rights complaint with the responsible federal agency.

TTyour grievance or complaintis [ ITyour grievance of complainl s about your applcatio for or
‘about your Medicald application, | curtent food assistance benefts, you can fil a discrimination
benefts or servioes you can fle @ | complaint wilhthe U.S. Department of Agriculre (USDA)
il rights complaint withthe U.S. | Program by:

Department of Health and Human

Services at htps:/bitly/2pBS4YG, | Completing a Complaint Fom, (AD-3027) found online at:

or by mail or phone at hitpsi/biIy2g0zzpL or at any USDA office, or write a etier
‘addressed 10 USDA at the address below. 1 your ltter,

USS. Department of Health and | provide al the infornation requested n the forn

Human Services

200 Independence Avenve, SW | To request a copy of the complaint o, cal 865-632-9982.

Room 509F, HHH Eulding Send your completed form orfter to USDA by mall

Washington, D.C. 20201 USS. Department of Agriculure

800-368-1019, 800-537-7697 Office of the Assistant Secretary for Civi Rights

(ToD) 1400 Independence Avenue, SW.

Washington, D.C. 20250-9410

‘Complaintforns are available at
itps /ity 2IKSHMS. Fax: 202-690.7442; or Email program intake@usda. gov

MOHHS is an equal opportuniy provider.
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[image: image5.emf]Disability Accommodation  for MAHS Hearings   Michigan Administrative Hearing System   Licensing and Regulatory Affairs     To be completed by Claimant:   

Name:               Hearing Date:             Judge:              Hearing Location/ Address:               To day’s Date :             Case Name:             Docket/Case Number:            

 

Accommodation s  

 Translator        V isually I mpaired             He aring Impaired   

 Reader    

 Braille    

 Large Font    

 Recording    

 Digital File    

 Other Accommodation ( s )   needed to   effectively participate in  hearing :               

  To be completed by LARA/MAHS Staff:      Administrative Support                Date :                 Office Administrator :               Date   of Receipt :                 Date S ubmitte d to  ADA  Title II Coordinator :                                   Date Returned to MAHS :                              Date Completed :                        



[image: image6.emf]Recommendations  from  ADA  Title II Coordinator    

    Request Approved        Request Denied    

 

Additional Comments :                                                                                         

 


�








� 42 CFR 438.400(b)(1)-(7).


� Timely manner is defined as 14 days from the authorization of the service under the State’s Contract with the managed care organizations.


� 42 CFR 438.402(c)(2)(ii).


� 42 CFR 431.230(a).


� 42 CFR 438.402(c)(3)(ii); 42 CFR 438.406(b)(3).


� 42 CFR 438.406(b)(4).


� 42 CFR 438.408(b)(2).


� 42 CFR 438.408(e)


� 42 CFR 438.408(f)(2).


� 42 CFR 431.230(a).


� A subpoena requires a witness’s attendance at a hearing.
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