Medicaid Active Participant


(DATE)

(PARTICIPANT/FAMILY NAME)

(STREET ADDRESS)

(CITY, STATE, ZIP)

REGARDING:
(PARTICIPANT NAME)

DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)

DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)

(SALUTATION) 

The Department of Health and Senior Services and the Department of Social Services are working together to provide a wider range of health care services for Missouri citizens.  A review of your financial eligibility for Special Health Care Needs (SHCN) indicates that you may also be eligible for a Medicaid Program.  Medicaid programs provide many services that SHCN cannot provide.

Due to changes in SHCN policy we are asking families who have applied or been enrolled in a SHCN Program to apply to Medicaid and/or the MC+ program and to complete the application process.  The status of the Medicaid application will be checked in two (2) months.  If you failed to apply; did not complete the Medicaid application; have withdrawn from the Medicaid program; or failed to comply with Medicaid regulations your SHCN application will not be approved.

All payments for your child will be held and SHCN will not authorize any service until your Medicaid application process has been completed.  If you fail to complete an application for Medicaid or the MC+ program, your child’s file will be closed.  You will be financially responsible for any claims that have not been processed by SHCN.  If our office receives verification that you completed the Medicaid/MC+ application process, your child’s claims will be processed and your child will remain enrolled.  Your local Family Support Division office:

(FAMILY SUPPORT DIVISION OFFICE)

(STREET ADDRESS)

(CITY, STATE, ZIP)

Take the following information with you when you apply at your local Family Support Division office:

· Positive identification of applicant and others in the household (e.g., driver's license, birth certificates of the applicant and children not born in Missouri).

· Social Security card for the applicant, spouse and children.

· Income verification (e.g., paycheck stubs, letter from employer, award letter, etc.).

· Residence verification (e.g., rent receipt, house payment receipt, letter from landlord or mortgage holder).

You may reapply at any time and you always have the right to appeal any decision made by SHCN.  If you have any questions please contact me at (PHONE NUMBER).

Sincerely,

(SERVICE COORDINATOR NAME), (TITLE)
Special Health Care Needs
(REGIONAL OFFICE STREET ADDRESS)
(CITY, STATE, ZIP)

SC/kc

c:  participant file

