(Agency LOGO/ADDRESS)

Member Notice of Action

Date
      




Member Name      


Member OHP ID #:      

 
Provider
     


Date(s) of Service Billed     
Dear            ,
This is your notice that you will be discharged on       because     .

You cannot be BILLED if you are eligible under the Oregon Health Plan for the services provided. If you have more information that might change this decision, send it to us with a request for review.
If you disagree with this decision, and you want to do something about it, you must do one or both of the following:
File an appeal.  Information about how to file an appeal is attached to this letter. You must file your appeal within 16 calendar days of the date of this letter.

Request a hearing.  If you request a hearing, you must do so within 45 calendar days of the date of this letter. Instructions are attached to this letter.

IMPORTANT!

If you want your [TYPE OF TREATMENT] to stay the same while you wait for the appeal or hearing decision, you must file your appeal or request a hearing by [DATE OF ACTION] or within ten calendar days after the date this letter is mailed or given to you, whichever is later. You need to say on your appeal form or hearing request form that you want your benefits/services to stay the same. If your benefits/services stay the same and you lose the appeal or hearing, you may be required to pay for the cost of the benefits/services you received from the [DATE OF ACTION] until the decision.
An appeal form and instructions are included with this letter. You can also call Charmaine Kinney 503-988-5464 ext 24424 to request an appeal over the phone.
Therapist (Phone     )


Supervisor (Phone     )


Attachments: 
Verity Appeal Form


Verity Appeal and Hearings Rights

State Fair Hearings Form DOE 443
Oregon State Hearing Rights






