Ohio Department of Medicaid
YOUR RIGHTS & RESPONSIBILITIES AS A CONSUMER OF MEDICAID HEALTH COVERAGE

The Ohio Department Medicaid (ODM) assures that no person seeking participation in any program or person currently
participating in a program shall have services denied/delayed or otherwise be discriminated against on the basis of race,
color, religion, sex, national origin, disability, age, veteran status or sexual orientation.

YOU HAVE A RIGHT TO A STATE HEARING before the ODIJFS if you are not satisfied with actions taken or decisions on your
application. When the county department of job & family services receives your application, you will get a form that tells you how
to ask for a hearing.

YOU HAVE A RESPONSIBILITY:

TO REPORT CORRECT AND UPDATED INFORMATION. You are always responsible for giving complete and correct information
about yourself and members of your household. You must include all supporting documentation and verifications with your
completed application. You must report to the county department of job & family services, within 10 days, any change in your
circumstances, such as: ®You move to another address eSomeone moves in with you or moves out eAny household member’s
income changes ® A household member gets or loses a job ®A child drops out of school or reaches the age of 19 eThe end of your
pregnancy and/or the birth of your child(ren).You should also report if anyone in your household, (including children) becomes
disabled, is unable to work, or has applied for disability benefits (e.g., Social Security Disability, SSI, Workers Compensation,
veteran’s benefits.) You should report this information as soon as you become aware of it because it may help the person stay
eligible for Medicaid benefits.

TO PROVIDE PROOF OF U.S CITIZENSHIP/ALIEN STATUS. If you or members of your family are applying for Medicaid, you must
provide the county department of job & family services with verification of U.S. citizenship for each person you are applying for.
Family members who are not U.S. citizens must provide the county department of job & family services with proof of alien
status such as an alien registration card or re-entry permit. If you are applying for Medicaid for a child, but not for yourself, you
are not required to give proof of your own citizenship.

TO COOPERATE WITH ESTABLISHING PATERNITY AND THIRD-PARTY MEDICAL SUPPORT. You must agree to help establish
paternity (who the legal father is) for each child who gets assistance from Medicaid, and you must include medical support
payments in the child support order.

TO GIVE MEDICAID ANY PAYMENTS YOU RECEIVE FROM OTHER HEALTH INSURANCE. You must tell the county department of

job & family services about any other medical coverage you have or if someone else is legally responsible for paying medical bills
for you or members of your family. Medicaid does not pay medical bills that a private health insurance company is supposed to pay.
When you accept assistance from Medicaid, you must agree to give the ODM your right to medical payments from a private medical
insurance company while you have Medicaid. If you receive money directly from your medical insurance company to cover medical
bills that Medicaid has paid for you or for anyone for whom you are legally responsible for, the ODM has the right to get that
money back from you.

TO COOPERATE WITH QUALITY CONTROL REVIEWS. Your name may be picked from a list of all the eligible cases in Ohio to see
if you really are eligible for assistance based on the information you gave the ODM. If your case is picked, you must cooperate
by answering all the questions in order to continue to get medical coverage.

RELEASE OF INFORMATION ON SOCIAL SECURITY NUMBER FOR MEDICAID. You must give the county department of job & family
services your Social Security Number (SSN) or apply for an SSN for each person seeking medical coverage. If you are applying for
Medicaid for a child, you are not required to provide your own SSN, but we must have the child’s SSN in order for the child to
receive Medicaid. If you are applying for Medicaid for yourself, you must provide your SSN. The agency will use the SSN to verify
income, eligibility, and the amount of medical assistance payments we will make on your behalf. Your SSN may also be matched
with the records in other agencies such as the Social Security Administration. These matches may be done by computer or on an
individual basis. Your social security number is given to medical insurance companies to see if there is coverage to pay all or part
of your medical bills. Your social security number will be used during program reviews to make sure you are eligible for this
program.

SIGNATURES:
I received a copy of and | have read all my rights and responsibilities or they have been read to me, and | understand
them.

Applicant Date
Authorized Representative or Person Helped Complete the Form Date
If an “X” is used, Signature of One Witness is Needed Date
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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
interpretacién, ayudas auxiliares y otros servicios sin costo alguno. Los servicios disponibles incluyen, entre otros:
traduccion oral, traduccion 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
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Arabic

Jots3 4885 (5T 090 Cllall e 38LoYI Olielunlly 4)5a)) Aozl lods-g dgalll Buclunell Wlads ;8935 ¢yUasYl e 048 (3 elideluns]
Oldeluall 9l Olodsdl i s ey ad LY il lually &yl doz 1y gl Aozl pasdl Y Jliall Jowe e cdobiall colodsd)
O93lay 51,391 auwgag €1-800-324-8680 JW! 03, (A Medicaid J goli) rSlgiual) 3Ll Lasdl JUasdl gy (p LagatS sl 5L
7-1-1 W @301 e gaill (@5l dodse JUas) peudl Cans (30

Haitian French Creole

Pou ede w konprann avi sa a, gen asistans lengwistik, sevis entepretasyon, 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 oksilyeé l& 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 gonomorti Bam 3p03yMiTh 3MICT LibOro MOBiAOMJ/IEHHSA, 32 3aMUTOM BU MOMKETE OTpMMaTn 6e3onaaTHy MOBHY
A0NOMOTry, MOC/YrX YCHOFO NepeKiaay, a TakoXK AoNoMixKHe obnagHaHHA Ta 40AAaTKOBI nocayru. JocTynHi nocayru
BK/1H0YAIOTb, 30KpPEeMa, YCHUIM nepeknag, NMCbMOBUIM Nepeknag, i 4onomixkHe obnagHaHHA. B MmoXKeTe 3aMOBUTH L
nocayru ta/abo gonomixkHe obnagHaHHA, 3aTesiedOHYBaBLUM Ha rapavy NiHilo KaieHTis Medicaid 3a Homepom 1-800-324-
8680; ana ntogen is Bagamm cayxy npautoe Homep TDD 7-1-1.

Russian

Y106bl MOMOYb BaM NMOHATbL CMbIC/1 3TOTO YBEAOM/IEHMA, MO 3aMPOCY Bbl MOMKETE NOAYYUTb HECNNATHYIO A3bIKOBYHO
MOMOLLb, YCNYTM YCTHOFO NepeBoAa, a TakKe BCnomoraTe/ibHoe 060pyA0BaHMe U JONONHUTENbHbIE YCayru. [locTynHble
YCAYrn BKAKOYAIOT, B YaCTHOCTM, YCTHbIM NepeBos, NMCbMEHHbIM NepeBos U BcnoMmoraTenbHoe obopyaoBaHue. Bbl
MOKETe 3anpoCuTb 3TW YCAYrM U/Mam BcnomoratesibHoe 060pyA0BaHUeE, MO3BOHMWB Ha FOPAYYIO IMHUIO KNUEHTOB
Medicaid no Homepy 1-800-324-8680; ons Nt04eN C HAPYLLEHMAMM CayxXa NpeaycmoTpeH Homep TDD 7-1-1.
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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 z'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.

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
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Uzbek

Bu bildirishnomani tushunishingizga yordam berish uchun so‘rovingiz asosida bepul til yordamchi xizmatlari, og‘zaki
tarjima xizmatlari va qo‘shimcha yordamchi vositalar taqdim etiladi. Mavjud xizmatlar qatoriga og‘zaki tarjima, yozma
tarjima hamda yordamchi vositalar kiradi. Siz ushbu xizmatlar va/yoki qo‘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

DE gilip ban hiéu thdng bao nay, hé trg ngén ngit, dich vu phién dich, phuong tién tro gitip va dich vu phu tro duoc cung
cap mién phi theo yéu cau. Cac dich vu cé san bao gdm, nhung khong gidi han &: dich bang 1 néi, dich bang vin ban va

phuong tién phu tro. Ban cé thé yéu cau cac dich vu nay va/hodc phuong tién phu trg bang cach goi téibudng 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
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