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Medical Assistance or MinnesotaCare Discrepancy Notice

Important: Action Needed

We have received information about you or members of your household that is different from what you reported.
You must confirm or update the information on this notice within 30 days from the date on this notice. If
you do not respond, health care coverage for some or all household members may end. Contact the
agency listed above or complete the enclosed form and send it to the agency listed above.

We will use the information you give us to redetermine your eligibility. This may result in:
« Your health care program staying the same
« Your health care program changing

« Your health care program closing

If you would like to call the agency listed above and do not know the phone number, call the DHS Member Help
Desk at 651-431-2670 or 800-657-3739 for assistance.

Medicare Discrepancy

Information from electronic sources indicates that the following people have Medicare Part A.

[Name]



Death Discrepancy

Information from electronic sources indicates that [Person Name] is deceased. This person’s death
may affect health care coverage for the following people:

[Name]

Income Discrepancy

Income information received from electronic sources indicates that the following people may no
longer meet the income limit for their health care program. You must confirm the income information
for your household.

[Name]



Medical Assistance or MinnesotaCare Discrepancy Response Form

Review the information below. You must tell us if this information is correct or if it is incorrect and
needs to be changed.

If you know the information below is complete and correct:

« Call the agency listed on the first page of this notice to confirm the information; or
- Enter your name below, review and send this form to the agency listed on the first page of
this notice.

If you know the information below is incomplete or incorrect:

- Call the agency listed on the first page of this notice to provide updated information; or
« Enter your name below and provide updated information in the boxes below. Send this form
to the agency listed on the first page of this notice.

Name of person completing this form:

You must respond within 30 days from the date on this notice. If you do not respond, health
care coverage for some or all household members may end.

Medicare Information
The information below is complete and correct unless you enter a change in the box below.

Name Type of insurance Start date
[Person Name] [Insurance type] [Start date]

If the information above is not correct, clarify in the box below:




Death Information

If the information below is correct, enter the date of death for the deceased individual.
Name of deceased Gender Date of birth Date of Death

[Person Name] [Gender] | [DOB]

If the information above is not correct, clarify in the box below:

Income Information

1. Income you reported

This is the income you have reported for your household. Information we have from electronic
sources is how showing this income may not be correct.

You must confirm or update this information within 30 days from the date on this notice.

Review the income information below and:
- Contact the agency listed on the first page of this notice to confirm or change what is
reported below OR
- Send this form to the agency listed on the first page of this notice to confirm or change what
is reported below

Name Source of Check | Amount | Frequency | Amount of
income here if interest
this received or
income Social
source Security
has benefit that is
ended tax exempt
[Person Name] [Income [Amount] | [Frequency] | [Tax exempt
Source] amount?]

If any of the information reported above is no longer correct and complete, you must report the
change, even if it is the same source of income. If you have new income to report, add this
information as well.

Name Type of Amount Frequency Amount of
income interest
received or
Social
Security
benefit that
is tax exempt




2. Income Adjustments

Below are income adjustments you reported. They are expenses you can subtract from your
income on the IRS 1040 tax form. Some examples include alimony paid and student loan interest.
For a complete list of allowable income adjustments, see lines 23—35 on the 1040 tax form. You can

list adjustments even if you don'’t file a tax return.

T fi Amount of  |Frequency
Name ype ot INcome | jncome of income
adjustment . .
adjustment |adjustment
[Person Name] [Adjustment [Adjustment |[Adjustment
Type] Amount] Frequency]

The information above is complete and correct unless you enter a change below:

Name Type of income | Amount of Frequency of
adjustment income income
adjustment | adjustment




3. Projected Annual Income

Projected annual income (PAl) is the income your household expects to have for the calendar year
(January through December). If you file taxes, it is the modified adjusted gross income your
household expects to have for the tax year.

What is

PAI?

It includes income your household already received this year, even if that income has
stopped.

It includes all taxable income.

It also includes Social Security benefits, interest income and foreign earned income your
household expects to receive this year, even if it is not taxable.

It doesn’t include Supplemental Security Income (SSI), child support or workers
compensation.

It includes adjustments that you expect to claim on your federal tax return if you file one.
Some common adjustments are alimony you pay and student loan interest.

You can use your most recently filed federal tax return (1040 tax form), if you filed one, as

a guide. The income is listed on lines 7-21. The adjustments are listed on lines 23-35.

This is the PAI we have for people in your household. If you need help with your PAI, please
contact your county agency or MinnesotaCare Operations.

Name

PAIl for [Current Tax Year] | PAI for [Next Tax Year]

[Person Name] [Current Year PAI] [Next Year PAI]

The information above is complete and correct unless you enter a change below:

Name

PAIl for [Current Tax Year] | PAI for [Next Tax Year]




What if | have questions about this notice?

Call us if you have questions.

For questions about Medical Assistance, call your county or tribal agency.

For questions about MinnesotaCare, call Healthcare Consumer Support at 800-657-3672
or 651-297-3862.

For general questions about Medical Assistance or MinnesotaCare, call Healthcare
Consumer Support at 651-431-2670 or 800-657-3739.

If you have hearing or speech disabilities, contact us using your preferred telecommunications
relay service.

You can also visit us in person:

For in-person help about Medical Assistance, go to your county or tribal agency.

For in-person help about MinnesotaCare, go to the MinnesotaCare walk-in office. The walk-
in office is on the first floor of the ElImer L. Andersen Human Services Building in St. Paul. It
is next to the security desk in the lobby.

Location: Elmer L. Andersen Human Services Building
540 Cedar Street
St. Paul, MN 55101

Hours: 8:00 a.m. to 5:00 p.m., Monday—Friday

Who can help me resolve a discrepancy?

If you have Medical Assistance, your county or tribal agency has workers who can help you. If you
have MinnesotaCare, you can get help from workers at Healthcare Consumer Support. The
Department of Human Services (DHS) also partners with trusted organizations across the state.
People from these organizations, called navigators, are trained to provide free face-to-face help. To
find a navigator near you, use the MNsure Assister Directory at www.mnsure.org.



Civil Rights Notice

CB3 HC Medlical  1-18

Discrimination is against the law. The Minnesote Depertment of Human Services (DHS) does not discrimincte on the basis of any of the following:

m creed
m religion
m sexual orienfofion

m roce
m color

m nofional origin m Qe

Auxiliary Aids and Services: DHS provides auxiliary aids and services,

like qualified interpreters or information in accessible formats, free of charge
and in a timely manner to ensure an equal opportunity to participate in our
health care programs. Contact the Minnesota Health Care Programs (MHCP)
Member Help Desk at dhs.info@state.mn.us or 800-657-3739, or use your

preferred relay service.

m public ossistance status
m morital status

m disability
m sex (induding sex stereotypes cnd gender identity)
m political beliefs

Language Assistance Services: DHS provides translated
documents and spoken language interpreting, free of charge and in

a timely manner, when language assistance services are necessary

fo ensure [imited English speakers have meaningful access fo our
information and services. Contact the Minnesota Health Care Programs
{(MHCP) Member Help Desk at dhs.info@state.mn.us or
800-657-3739, or use your preferred relay service.

Civil Rights Complaints

You have the right to file a discrimination complaint if you believe you were freated
ina discriminatory wey by o human services ogency. You moy contect any of the
following three agencies directly to file o discrimination complaint.,

U.S. Department of Health and Human
Services’ Office for Civil Rights (OCR)

You have the right to file a complaint with the OCR, o federal agency, if you believe
you hove been discriminated against becouse of any of the following:

m e = qge
m color m disability
m nofional origin m sex

Confuct the OCR directly to file a complaint:

Director, U.S. Department of Health and

Human Services” Office for Civil Rights

200 Independence Avenue SW, Room 509F

HHH Building

Washingten, DC 20201

800-368-1019 (voice) ~ 800-537-7697 (TDD)

Complaint Portal: https://oceportal.hhs.gov /oar/portal /lobby. jsf

Minnesota Department of Human Rights (MbHR)

In Minnesota, you have the right to file a complaint with the MDHR if you believe you
have been discriminated against bacouse of any of the following:

W o m religion m sexual orientotion
m color m creed m moritol stofus
m nofional origin m 5ex m public ossistance status

m disubility

Contuct the MDHR directly fo file a complaint:

Minnesota Department of Human Rights

Freeman Building, 625 North Robert Street

St. Poul, MN 55155

651-539-1100 (voice) ~ 800-657-3704 (toll frae;

711 or 800-627-3529 (MN Relay)

651-296-9042 (fex)  Info. MDHR@state.mn.us (email)

DHS

You have the right to file a complaint with DHS if you believe you have been
discriminated ogainst in our health care programs becouse of cny of the following:

m [0ce m sexual orientation m sex (incuding sex
m color m public ossistance status stereofypes and
m notioncl origin m morital status ender identiry)
— = oge m political beliefs

m religion m disability

Compleints must be in writing and filad within 180 days of the date you discovered
the alleged discrimination. The complaint must contain your name ond address and
describe the discrimination you are complaining about. After we get your complaint, we
will review it ond notify you in wiiting chout whether we hove authority to investigate.
If we do, we will investigate the complaint.

DHS will notify you in writing of the investigution's outcome. You have the right to
appeal the outcome it you disagree with the decision. To appedl, you must send a
wiitten request fo hove DHS review the investigation outcome. Be brief and state why
you disogree with the decision. Indude cdditional information you think is important.

If you file @ complaint in this way, the people who work for the agency named in the
complaint connot retuliote against you. This means they cannot punish you in any woy
for filing a complaint. Fling o complaint in this way does not stop you from seeking
out ather legol or administrative actions.

Contuct DHS directly to file a discimination complaint:

Civil Rights Coordinator

Minnesota Department of Human Services

Equal Oppartunity and Access Divisian

PO. Box 64997

St. Paul, MN 55164-0997

651-431-3040 (voice) or use your preferred relay service



651-431-2670 or 800-657-3739

Attention. If vou need free help interpreting this document. call the above number.
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Attention. 51 vous avez besoin d une aide gratute pour interpreter le preésent document, venillez
appeler au numero ci-dessus.
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