The Commonwealth of Massachusetts
Executive Office of Health and Human Services
MassHealth Premium Assistance Program

PO Box 120068, Boston, MA 02112

6/28/19

MassHealth ID#: 100010001000 Case ID: SHP111

Jane Doe
10 Smith Lane
Orange, MA 01010

Dear Jane Doe

Good News! MassHealth has determined that you are enrolled in an acceptable student health insurance plan
(SHIP) and has approved you for the MassHealth SHIP Premium Assistance Program (Program). This means
that MassHealth will cover the premiums for your student health insurance plan beginning on 9/1/19, either
for the entire plan year or by semester depending on how your school administers their SHIP program.
MassHealth will send premium payment directly to your school or insurance carrier on your behalf.

MassHealth may also cover services that are not covered by your student health plan, such as doctor and clinic
visits, hospital stays, prescription medicines, personal care attendant services, dental services, and
transportation to medical appointments, even if it is not an emergency. This may include copays and
deductibles. Always show both your MassHealth and your student health insurance card when getting
medical services.

Enrollment in SHIP Premium Assistance Program is mandatory if you qualify for it.

Please be aware that if you qualify for the Program, MassHealth requires that you enroll in and stay on a SHIP
plan if you have access to one. This will not cost you more than you may currently pay for MassHealth. If you
do not enroll in the SHIP plan, you may lose your MassHealth benefits. If you receive coordination services
through the Department of Children and Families (DCF) or receive services through the Children’s Behavioral
Health Initiative (CBHI), or if you have complex medical needs and are concerned about your ability to
continue a current treatment, you may have additional options. Please contact SHIP PA customer service at 1-
855-273-5903 to learn more.

The member approved to receive Premium Assistance is:

= Jane Doe,
MassHealth ID#: 100010001000
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The Commonwealth of Massachusetts
Executive Office of Health and Human Services
MassHealth Premium Assistance Program

PO Box 120068, Boston, MA 02112

Your MassHealth coverage will continue without interruption until your SHIP policy ends.

This program allows for you to have continuous MassHealth eligibility without interruption while you are
covered on your SHIP plan. You must be active on MassHealth as of the start date of the SHIP policy shown
above for this to happen. Please be sure to still respond to all requests for information from MassHealth
during this period.

You must report changes. How can you send us information?

You must report any change in your information to MassHealth as soon as possible, but no later than 10 days
from the date of the change. This includes changes to your income, address, phone number, family size, job,
health insurance coverage or health insurance premiums.

» To report changes to your health insurance (coverage or premium cost) you can contact the Premium
Assistance Unit in the following ways:
Call: 1-855-273-5903 TTY: 1-617-886-8102 (For people who are deaf, hard of hearing or speech
disabled.)

Fax: 1-617-886-8400

Mail: MassHealth Premium Assistance Unit - SHIP
PO Box 120068
Boston, MA 02112

» To report all other changes, you can contact MassHealth in the following ways:
Call: 1-800-841-2900
TTY: 1-800-497-4648 (For people who are deaf, hard of hearing or speech disabled.)
Fax: 1-857-323-8300
Mail: Health Insurance Processing Center
P.O. Box 4405
Taunton, MA 02780-0419

How did we make this decision?
MassHealth has determined that the health insurance meets MassHealth rules for Premium Assistance. This is
according to MassHealth regulations at 130 CMR 506.012.

What if you think our decision is wrong?
You can ask for a fair hearing if you do not agree with our decision.

» Read How to Ask for a Hearing that came with this letter

The Premium Assistance Unit looks forward to working with you. Please do not hesitate to call if you have any
further questions. The Premium Assistance Unit can be reached by calling 855-273-5903.

Sincerely,
MassHealth Premium Assistance Unit

(855) 273-5903 | Fax (617) 886-8400 APPR-SHIPPA



Name:
Date:

Jane Doe SSN:

June 28, 2019

HOW TO ASK FOR A FAIR HEARING

Your Right to Appeal: i you diagree with the action taken oy MassHaatn,
¥ou Nave the right to 3ppagl and ask for a Nearing Derore an Impartial naanng
DFFICEr. You Can als0 request a Nearing i MassHealth oig not act on your
raquest In 4 reasonanie tme.

How to Appeal: TO ask fOr a heanng, flll out this Neanng request form and
Send [t 0 the Board of Hearings, Office of Medicald, 100 Hancock
Street, 6t Floor, Quincy, MA 02171 or fax It to (517) 847-1204. if yoU nave
d question about your neanng call {e17) 847-1200 or (8000 655-0338.

TNe BOan OF Heanngs MUS racaive YOUr COMPIStad, SIgNaa raguess Witin
30 Calendar tays from the Oate YoU re0vad the NoHoR of our acton. i you
0K MOt Te0aive 3 WITttan Notoe OF the action to D taken, o MassHeaith din
Not taKe 3 CHon O your application, You mMuUst Send your raquast no Iater
than 120 calendar days from the date the action takes place.

If You Are Now Getting MassHealth Beneflts. You may De elgie to
Keap your benefits Detween the Hme you appeal and the time that the Board
DF Hearings makes a dacision to approve of dany your 3ppadl. ¥ you dacide
0 KEEp yoUr Denefits Datween tha time the appeal Is penading, and ther you
|0S& YOUT 3ppedl, You May ave to pay Dok the 005t of the Denefits you
recelved. If you do not get Denefits, &nd then you win your appeal, we wil
restore your Densfts. You wil Keep your beneftts If the hearng form &
reCeived afther Defore the Denefit swops ar within 10 cakendar days from the
malling data ofF the MasSHESEN Notios, whchever 15 Bter Piagse mark your
CNOICE I the Cher INFOMTEHon Section of the form.

Date of Falr Hearing: At least 10 days Derona te nearing, we will 2nd you
3 Notice taling you the 0ate, time, and place of the NEanng. Your neanng
may D2 CONAUCtRd DY BR0NS. YOU Can aSk US to rescheduie 2 Neanng, but you
MLUSt NEVE Q000 CaUS2. I YOU 00 N0t raschadule or 3ppadr on tme to the
NEaring without cocumentad good cause, your 2ppagl will be dismissad.

Your Right to Be Helped at the Hearing: At the Neanng, you may nave
& |3Wyer o Othier DErson Tepresant you, or You May represant yourset.
W will not pay For Znyone to reprasent you. You may contact a local legal
ald senvica or COMMUNIEY agency to See If you Can recelve advice or
FEpIesentation at no cost. A NEaring request can k0 be filed on your
DENGF Dy 2 INCividual AUhonzed t act on your Denatf. If Someone other
than a lawyer s acting on your Dehalf, please attach a copy OF the 0ocu-
Ment authorizing that person to flla @ Nearing request an your benas [For
Example, POWEr OF AttOmey, GUardlan, Health Cara Prowy).

If You Need an Interpreter, Assistive Device, or Other Accommodation.
If you 00 NOt UNderstand English or IF you are haaring o signt Impairad, we
WIIl Provie an INtErpretar or aSsistive aavice at the Neanng at no cost to you.
We wil 350 make Other reasonable a0COMMOCAHONS @ parson win a
OisADIttY May Nesd b paricipate In the neanng. Please tell Us Wiat you need
In the “0ther Information” secion of the fam.

Your RIght to Review Your Case Flle: You anc/or your raprasantative can
el YOur C3se flla DRFOMe tNa NEaring. ¥ you wish to revisw your case fllg,
call (300) 841-29C0, TTY: (B0O) 497-4648 (FOr PRODIE WNO ane OR3F, NaNT of
NEaring, or speecn disanied).

Your Right to Ask to Subpoena Witnesses and Your RIght to
Question. YU or YOUr rapresantative may Witte to K that witnessss or
(0CUMENtS be subpoenaed to tha Nearing. You OF Your representative may
present eyldence and Cross-examing witnasses at the nearng. This means
YOU CaN a5k QUESHONS OF Witniesses. The Nearing officer will make a oeckion
Dased on all evienoe presentad & the nearng.

Impact on Other Household Members. Plezse note tha an apped
dacision for one Rousenoid member may result In a chande In algibiiky for
Dther nousencikd membars. i that Nappens, any afacted nousahold
MemDars will F20sve 3 NEw SIgIDIMty NOCe expiaining the cnanges.

FHA-1 [Flew 02-19)

XXXx-xx-0000

SHIP Premium Assistance

FAIR HEARING REQUEST FORM

Arst Name-

Miadie Intial-

Last Wame:

Malling Acdress:

Clty: Stata: Zp:
Pnone Numbper:

Memper |D: Date of BIrth-

Reason FOr Your Appeal (CIrCle any radsonist that may appiy)

income «  CitizensnipAmmigraton Status
Arcess to Other insurance < Family size = Residency
Incarceration status = Other (see balow)

Please explaln why you are appealing.
Aftach any documents that SUPPOrt your reason.

Other Information (Cneck one i you arg now getting
MassHealn.)

0 | accept the proposad change In my coverage during the
AppaE process. i you check tis ine &nd you win your
appal, we will restone your origingl level of Denefits.

[ | Want t0 Keap the benafits auring the appedl prooess that |
Was recelving DeFOre. IF you Check this ine and you isa
your appaal, you may Nave to pay back the Cost of the ban-
g61ts you received during your appeal.

[ | Nead an Interpreter. My Anguage i

[We will provide the Interpreter for the hearing )
[ | nead an assistve Gevice to commUNICate at a hearing.
[Descripe what type of device you
nead, and we Wil provioe an assistive oavice for the hearing.)

[0 | need another accommodation for a alsaclllty. (Descripe the
accommodation needed.)

[ | nead an expedited heanng

Mamga of Appeal Representative, i you nave one:

ADDEal Representative name:

Prione numoer:

Malling AGdress:

Clity: Stapa: Zp:

signature

The Infiormation on this foom s Dnue and acourate, to the best of my

Enowledge. | awtnorze MassHeESn 1o provide me and my representatve, i
hiave one, with my Individus! Information, Including federal and state t@x
nForTation wsd In the determination of my elgibilty, for pUTPCSeS of this

appeal Process.

Signature:

FIrst & Last Name (Print):

If thiks Is signiad by someaona other than an appalant 18 years oF age or oldar
wha has aihorty to fle, plaase dttach a copy of your authorty tofile the
appeal on behalf of the appellant For example, 8 Copy OF YOUr power of attomay
QDCLMENT Or evidence OF COUrT poointmant # 3 Personal reprasentatie),

Date:

(855) 273-5903 | Fax (617) 886-8400
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