Ohio Department of Medicaid

NOTICE OF DENIAL OF YOUR REQUEST TO
TERMINATE MEMBERSHIP IN YOUR MANAGED CARE ORGANIZATION FOR “JUST CAUSE”

FROM THE OFFICE OF MANAGED CARE
En Espafiol 1-800-324-8680

Name Parent/Authorized Representative
Street Address Case Number Medicaid Billing Number
City State |Zip Code County Mailing Date

The Ohio Department of Medicaid (ODM) has denied your request to terminate your membership with your
managed care organization (MCO) because you do not have “just cause.” You made
your requeston __

Based on the information available to us, you do not have “just cause” to terminate membership in the MCO because
ODM has determined:

® You have not moved out of the MCO’s service area.

e The MCO is not denying you a medical service because the MCO has a moral or religious objection to
providing the service.

e No medical provider, including your primary care provider (PCP), has determined that you need multiple
medical services that should be provided at the same time to avoid unnecessary risk to you, but these
services are not available through the MCO.

® You are not experiencing any of the following:

e Poor quality of care, or
e Lack of access to services, or
e Lack of access to providers experienced in dealing with your health care needs

e There are other primary care providers (PCPs) in your MCO's network that speak your primary language
or no other MCOs in your service area have a PCP who speaks your primary language.

® You are not in a situation that would be harmful to your interests if you remain a member of the MCO.

We based this decision on Ohio Administrative Code rule 5160-26-02.1.

If you do not understand this decision, or want to talk to us about it, you may call us:

Name Toll-free telephone number

If you disagree with our decision, or think we are making a mistake, you may appeal by asking for a State
Hearing. Follow the instructions on the following pages to ask for a State Hearing.
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ASK FOR A STATE HEARING IF YOU WANT TO APPEAL

Ask for a State Hearing if you disagree with our decision or think we are making a mistake. At the State
Hearing you can explain your reasons. We will explain our reasons. A State Hearing Officer from the Ohio

Department of Job and Family Services (ODJFS) will decide who is right.

We must receive your hearing request by this deadline:

Please use the next page (“State Hearing Request”) to ask for a State Hearing. Save all other pages of this

notice for your records.

Someone else may help you (a lawyer, social worker, friend, relative, etc.). Someone else may ask for the

hearing for you and come to the hearing with you.

You can ask your local Legal Aid program for free help with your case. Call the Ohio State Legal Services

Association at 1-800-589-5888 (a free call) if you need the local phone number.

To help you understand this notice, language assistance, interpretation services, and auxiliary aids and services are
available upon request at no cost to you. Services available include, but are not limited to: oral translation, written
translation, and auxiliary aids. You can request these services and/or auxiliary aids by calling the Medicaid Consumer

Hotline 1-800-324-8680; individuals with a hearing impairment may call TDD 7-1-1.

Spanish

Para ayudarle a comprender este aviso, se encuentran disponibles a pedido asistencia lingliistica, servicios de
interpretacidn, ayudas auxiliares y otros servicios sin costo alguno. Los servicios disponibles incluyen, entre otros:
traduccion oral, traduccidn escrita y ayudas auxiliares. Puede solicitar estos servicios o ayudas auxiliares llamando a la
Linea directa para el consumidor del Departamento de Medicaid de Ohio al 1-800-324-8680; las personas con
discapacidad auditiva pueden llamar al TDD 7-1-1.

Nepali

) T g2 TETIdT T, HINT YeTadT, SIReAT 9T, I Y ST adT Yal dUTs ! SRIHT (- 3[edh & uHT Suas
B IUAS YATGEH A 3dTe, f[Ifad 3rare, I Uered IUBUEE THTAR &+, aR AT 7 Hfia 841
qUTEdl Ot YA ¥/al GeTad TeRdaee SR1Y T4 Fag-3; Medicaid Consumer Hotline 1-800-324-8680; AT &d
TRR; YIUIRIIG HHGIR HUH] AGdeEd TOD 7-1-1 AT Hd T4 G|
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Arabic

Jods 4S5 (5T 09 bl i ddLoY) Sl lually L9l daz il lodsg dgall uslunsdl Glods ;3935 lasYl 1 0gd § Elidelune
Sl lual o lodsdl oda s $iSay &dUoYI Oluelually &yl Aoz Ay Lgiddl daz Al 1 pas) Y Jlall Jawo Ao cdobiall olodsel
Ol 2l 3,891 ausgyg £1-800-324-8680 JWI ed))l s Medicaid J gl ¢Slgiuall 3-Ladl Lol JUaid! 3oyl (6 lagaiS of &8LsY)
T7-1-1 W1 @31 e el algdl dease JUas! mewd! Canis (1

Haitian French Creole

Pou ede w konprann avi sa a, gen asistans lengwistik, sevis entépretasyon, ed oksilye ak sevis ki disponib gratis, le ou fe
demann pou sa. Sevis ki disponib yo gen ladan yo, men se pa sa selman: tradiksyon oral, tradiksyon alekri ak ed oksilye.
Ou kapab mande sévis sa yo ak/oswa éd oksilye & w rele Liy Asistans pou Konsomaté Medicaid la nan 1-800-324-8680;
moun ki gen pwoblém tande yo ka rele TDD 7-1-1.

Somali

Si lagaaga caawiyo inaad fahanto ogaysiiskan, kaalmada lugadda, adeegyada tarjumaada, iyo kaalmooyinka iyo
adeegyada ayaa la heli karaa marka la codsado lacag la'aan adiga. Adeegyada la heli karo waxaa ka mid ah, laakiin aan ku
xaddidnayn: tarjumaada afka, turjumaadda qoran, iyo galabyada caawinta. Waxaad codsan kartaa adeegyadan iyo/ama
caawimada caawimada adiga oo wacaya markaas Khadka Tooska ah ee Macmiilka Medicaid 1-800-324-8680;
Shakhsiyaadka maqalka liidata waxay wici karaan TDD 7-1-1.

Ukrainian

LLlo6 sonomort Bam 3p0o3ymiTh 3MICT L,bOro NOBiAOM/IEHHS, 33 3aMMTOM BM MOXKETe OTpuMaTh 6e3onaaTHy MOBHY
[OMNOMOryY, NOCAYTM YCHOrO NepeKknay, a TakoX AonoMixHe obnafHaHHA Ta AoaaTKoBi nocayru. [LlocTynHi nocayru
BK/IIOYAIOTb, 30KPEeMa, YCHWI NepeKknas, NMCbMOBUIN Nepekna, i 4onomikHe obnagHaHHA. BU moxKeTe 3aMOBUTH Ui
nocnyrv ta/abo gonomixkHe obnagHaHHA, 3aTenedoHyBaBLLIM Ha rapady AiHito KnieHTis Medicaid 3a Homepom 1-800-324-
8680; ana noaen i3 Bagamu cayxy npautoe Homep TDD 7-1-1.

Russian

Y106bI MOMOYb BaM NOHATb CMbIC/ 3TOTO YBEAOMIEHMSA, MO 3aMPOCY Bbl MOXKETE NOAYYMTb BECNNATHYIO A3bIKOBYHO
MOMOLLb, YCNYTM YCTHOFO NepeBoAa, a TakKe BCnomorate/ibHoe 060pyA0BaHMe U JONONHUTENbHbIe Ycayru. [locTynHble
YCAYrn BKAKOYAIOT, B YaCTHOCTM, YCTHbIM NepeBos, NMCbMEHHbIM NepeBos U BcnoMmoratenibHoe obopyaosaHue. Bbl
MOKETe 3anpoCcuTb 3TU YCAYrM U/mam BcnomoratesbHoe 060pyA0BaHWE, MO3BOHMWB Ha FOPAYYIO JIMHUIO KNTUEHTOB
Medicaid no Homepy 1-800-324-8680; ons Ntogen C HapyLWEHMAMM Cayxa npeaycmoTpeH Homep TDD 7-1-1.

Swabhili

[li kukusaidia kuelewa notisi hii, usaidizi wa lugha, huduma za ukalimani, na visaidizi na huduma za ziada zinapatikana
unapoomba bila gharama kwako. Huduma zinazopatikana ni pamoja na, lakini sio tu: tafsiri ya mdomo, tafsiri ya
maandishi, na visaidizi vya ziada. Unaweza kuomba huduma hizi na/au visaidizi kwa kupiga simu ya Medicaid Consumer
Hotline 1-800-324-8680; watu walio na ulemavu wa kusikia wanaweza kupiga simu TDD 7-1-1.

Kinyarwanda

Kugira ngo tugufashe gusobanukirwa iri tangazo, ubufasha bujyanye n'indimi, serivisi zZ'ubusemuzi, n'ibikoresho na
servisi bifasha abafite ubumuga mu kumva biraboneka nta kiguzi utanze iyo ubisabye. Serivisi ziboneka zikubiyemo, ariko
si gusa: ubusemuzi mu mvugo, ubusemuzi mu nyandiko, n'ibikoresho bifasha abafite ubumuga mu kumva. Ushobora
gusaba izi serivisi na/cyangwa ibikoresho bifasha abafite ubumuga mu kumva binyuze mu guhamagara Umurongo
utishyurwa ufasha Abakiriya ba Medicaid 1-800-324-8680; abantu bafite ibibazo mu kumva bashobora guhamagara TDD
7-1-1.

ODMO01711 (Rev. 6/2025) Page 3 of 6



French

Pour vous aider a comprendre cet avis, une assistance linguistique, des services d'interprétation et des aides et services
auxiliaires sont disponibles sur demande et sans frais. Les services disponibles comprennent, sans toutefois s’y limiter, la
traduction orale, la traduction écrite et les aides auxiliaires. Vous pouvez demander ces services et/ou des aides
auxiliaires en appelant la Medicaid Consumer Hotline 1-800-324-8680 ; les personnes malentendantes peuvent appeler
TDD 7-1-1.

Pashtu
(gL > guwliw digiads gl (luwg drgdiiuwye SLa! 9l digiods S plad s ‘G dJ-’ )l (942 4) o458 S)Ho daw o Wips S 4 gunline
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299 S5 4 TDD 7-1-1 (& J55 Sy 1955 sl oz Ol dad £15,S9 &)Y 4 lag
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5,8 5ole3 TDD 7-1-1 oyles b didlgi s (3loids

Uzbek

Bu bildirishnomani tushunishingizga yordam berish uchun so‘rovingiz asosida bepul til yordamchi xizmatlari, og‘zaki
tarjima xizmatlari va go‘shimcha yordamchi vositalar tagdim etiladi. Mavjud xizmatlar gatoriga og‘zaki tarjima, yozma
tarjima hamda yordamchi vositalar kiradi. Siz ushbu xizmatlar va/yoki go‘shimcha yordamlar hagida Medicaid mijozlari
uchun mo'‘ljallangan 1-800-324-8680 telefon ragamiga qo‘ng‘iroq gilib so‘rashingiz mumkin; Eshitish gobiliyati
cheklangan shaxslar TDD 7-1-1 ragami orqali bog‘lanishlari mumkin.

Vietnamese

DéE gilip ban hiéu théng bao nay, hd trg ngdn ngit, dich vu phién dich, phuong tién trg gitip va dich vy phu trg duoc cung
cap mién phi theo yéu cau. Cac dich vu cé san bao gdm, nhung khong gidi han &: dich bang 1o néi, dich bang vin ban va

phuong tién phu trg. Ban cé thé yéu cau cac dich vu nay va/hodc phuong tién phu trg bang cach goi t¢ibudng day ndng
cho Ngudi tiéu dung Medicaid theo s8 1-800-324-8680; ngudi khiém thinh c¢6 thé goi TDD 7-1-1.

Tigrinya

TH, 2ANF AFCLAP TAAIHNTIRT ATH £7%T A4 T TCFIRE NIOA'D-T +OA N ATHTT A1ARFFT AN
HA+TNIPP NHE AEAT £ChMr: HA® A7A1 et T2 HZN FCFIRE T2 & & TCFIRT +OA L ATHF T HM B AN
NePIR: NH, Médh HEZE ARNFEY: TN APAARC HALT +MP IR+ T8 NL.E (Medicaid Consumer Hotline) 1-800-324-
8680 NIPLPAT THI® A1A >t /ML +ON At ATHT htht ThAk ATHIRI TL A0 R79° HAPIR M-A$-ANT T
TDD 7-1-1 h&mA LhAK AP gD
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Name Case Number BMC Mailing Date

State Hearing Request
If you want to appeal our decision, send the completed form to us by the deadline shown on page two (2) of this notice

Step 1: Sign and fill in the blanks.
| disagree with what you are doing or think you are making a mistake.

Sign Here: Date: Phone ()

Step 2: (Optional) Complete this if someone else has already agreed to represent you (a lawyer, social worker, friend,
relative, etc.). If someone later agrees to represent you, tell us at that time.

The person who has agreed to represent me (my Authorized representative) is

Name Phone Number
Address City State Zip Code
Fax Number E-mail

Step 3: Choose one of the following ways to send this request to us. We must receive the completed form by the
deadline shown on page two (2) of this notice.

Mail only this page to us. Follow the steps on the back of this page. Please keep a photocopy of your completed
request for your records.

Or

Fax only this side of this page to the ODJFS Bureau of State Hearings at (614) 728-9574. Please keep proof of faxing, and
your completed request, for your records.

Or

E-mail to the ODJFS Bureau of State Hearings < bsh@odjfs.state.oh.us >. Please include the phrase “State Hearing
Request, BMC” in the subject box. Please include in the message box: all the information in box at the top of the first
page of this notice, and all of the information from Step two (2) of this page if applicable.

Please keep a copy of your e-mail for your records.

Or

Phone the ODJFS Consumer Access Line at 1-866-635-3748 (1-866-ODJFS-4-U) and follow instructions for State Hearings.
Mention this notice. Only you may phone. Please keep a record of your call, including the date you called and the
name of the person with whom you spoke.

Or

Go to https://hearings.jfs.ohio.gov/SHARE to request a State Hearing.
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https://hearings.jfs.ohio.gov/SHARE

Mailing Steps:
(1) Fold this page only along the dotted lines.
(2) Tape after folding.

BUSINESS REPLY MAIL
FIRST-CLASS MAIL  PERMIT NO 5249 COLUMBUS OH

POSTAGE WILL BE PAID BY ADDRESSEE

OHIO DEPT OF JOB AND FAMILY SERVICES
BUREAU OF STATE HEARINGS

P.O. BOX 182825

COLUMBUS, OHIO 43272-5376
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