Denial of Increase in Authorized Services (Delete bullets/statements that do not apply.)

DATE
PARTICANT/RESPONSIBLE PARTY
STREET ADDRESS
CITY STATE ZIP
REGARDING:
PARTICIPANT NAME
DATE OF BIRTH:
PARTICIPANT DATE OF BIRTH
DCN:
PARTICIPANT DCN
Dear PARTICIPANT/RESPONSIBLE PARTY,

The Healthy Children and Youth (HCY) Program is managed by the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs and the Missouri Department of Social Services, MO HealthNet Division.  All services are authorized according to medical necessity. 

Based on the assessment completed on DATE, PARTICIPANT 1ST NAME has been determined ineligible to receive the increase you requested in SERVICE due to:

· Lack of medical necessity
 PARTICIPANT 1ST NAME will continue to be authorized for SERVICE CURRENT HOURS AUTH. hours per week.

Should there be a change in PARTICIPANT 1ST NAME’s condition you may request a new assessment by contacting the Bureau of Special Health Care Needs.

You have the right to appeal this decision.  You may request an appeal hearing within ninety (90) calendar days of the date of this letter.  If you wish to request an appeal hearing, you may do so in writing or by phone.  Contact:

MO HealthNet Division

Participant Services Unit

P.O. Box 6500

Jefferson City, MO 65101-6500

1-800-392-2161 or email MHD.PSUReferrals@dss.mo.gov
You will be notified of the time and place of the hearing. If you request the hearing within ten (10) calendar days of this written notice, you may request services to continue at the current level until the Hearing Officer makes a decision.  If the change in services is determined to be correct, the state has the right to take back the payment of any services you asked to be continued
If you have any questions concerning this notice, please contact me at PHONE.

Sincerely,

SERVICE COORDINATOR 

Registered Nurse, Service Coordinator

Bureau of Special Health Care Needs

STREET ADDRESS
CITY STATE ZIP
XXX/xx
c:
participant file


