March 1-5

April 5

April 15

April 30

May 1

RRR Desk Aid Timeline

RRR packet is mailed out.

Requested verifications are due.

Member should have all verifications submitted
prior to this date to ensure accurate eligibility
determination. Eligibility Run. Member is sent
letter stating whether or not they are still eligible.

This date is the deadline listed on the letter.
The member must report changes and provide
any needed proof by this date. RRR certification
period ends.

If member remains eligible, new eligibility
certification begins.




RRR Letter Desk Aid

This is the date

the letter was

mailed out. It is
60 days prior to
the RRR due date.

STATE OF COLORADO

This is the
standard
language.

April 05, 2017 The letter is mailed to the
head of the household (HH).
BeaBee
100 S STREET ST
COLORADO SPRINGS CO 80000-0000 Case Number: 1B12345
Redetermination for Health First Colorado/CHP+ Dependlng on
the scenario
Dear Bea Bee, portrayed,
different
It is time to renew your health benefits. We need to see if you and your household verbage may

members still qualify for Health First Colorado (Colorado’s Medicaid Program) or Child

Health Plan Plus (CHP+). be used from

one individual

Whatyouneedtodo <€ to the next.
See page 19
1. Review the current information we have about you and your household for additional

members. This information is printed on the first part of the "Renewal Form"

included with this letter. scenario
2. Then, report any changes or corrections to your information. Use the verbage.
"Renewal Form" to figure out if there is updated information you need to |
report. |
3. Report changes by April 30, 2017. € After this date,

eligibility will be

If the member
has changes
to report, they
must do so in
one of these
ways.

If you do not have any changes, you do not need to report anything. . .
y y ges.y P yining redetermined using

Report your changes in one of these ways by April 30, 2017. the information we

have on file.
L] Go to Colorado.gov/PEAK. Log in to your account. Click on

"Redetermination/Recertification." If you do not have an account, you can
create one at any time. Follow the instructions on Colorado.gov/PEAK to
create an account.

= Complete the "Renewal Form" included with this letter. Mail, fax, or bring the

Renewal Form to:

EL PASO County

Family Intake 5

1675 GARDEN OF THE GODS RD
COLORADO SPRINGS CO 80907-9444

QUESTIONS 1} Visit CO.gov/HCPF/Letters-FAQs or call (111)111-1111 Page 1 of 14
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To access FAQ's related to this letter visit
this website or call your local county
office at the phone number listed.




After eligibility is redetermined, using the
information the county has on file, the
member will receive a Notice of Action (NOA).
The NOA will let them know the current

eligibility status of all household members.

Fax:

Call EL PASO County at (719) 444-5124/ State Relay: 711 and tell them you
are calling about renewal of your health benefits.

What happens next

| S

We will check to see if you and your household still qualify for Health First
Colorado or CHP+.

We will contact you if we need anything else from you to help us make our
decision.

After February 05, 2017, we will send you another letter to tell you if you
and your household still qualify for Health First Colorado or CHP+.

Report changes by February 05, 2017

Thank you,

Family Intake 5

You may get two renewal notices, for the same or different benefits. If you
get more than one renewal notice, report any changes on both notices. You
may need to report some changes twice to make sure we get all the
information we need for you and your household members.

To maintain your benefits, you are required to report changes. If you have
changes and do not report them, you may have to pay back medical
payments paid by Health First Colorado or CHP+.

For CHP+ members, you have 90 days from the date
at the top of this letter to change your CHP+ Health
Plan. If you would like to change plans, please call

Health First Colorado Enrollment at (303)839-2120.

Outside of Denver: (188)367-6557 or
TTY 1(888)-876-8864
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Test HCPF-6
1B12345/0000000000 Med MAGI Redetermination Notice4_EN




There will be a step 1 for each
household member.

Renewal Form

p Step 1: Review the current information we have for Bea Bee

Member's name: Bea Bee

Member's date of birth: 05-21-1970
Asking for Health First Colorado or CHP+: Yes

Address:
100 S STREET ST
COLORADO SPRINGS CO 80000-0000

Files federal taxes: No
Living with both parents, but parents do not expect to file a joint tax return: No

Expects to be claimed by a non-custodial parent (the parent the child does not live with
most nights): No

Expects to be claimed as a dependent on someone else’s tax return: No
Employed: Yes

Employer: COMPANY LLC

Income type: WAGE - CDLE

Amount: $7560.00

How often: Quarterly

Self-employed: No
Amount:

How often:

Unearned income (non-work income, such as child support or Social Security): No
Income type:
Amount:

How often:

Income from roomers/boarders: No
Amount:

How often:

p Step 1: Review the current information we have for Little Boy

QUESTIONS } Visit CO.gov/HCPF/Letters-FAQs or call (111)111-1111 Page 3 of 14
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Member's name: Little Boy

Member's date of birth: 01-01-1999
Asking for Health First Colorado or CHP+: Yes

Address:
100 S STREET ST
COLORADO SPRINGS CO 80000-0000

Files federal taxes: No
Living with both parents, but parents do not expect to file a joint tax return: No

Expects to be claimed by a non-custodial parent (the parent the child does not live with
most nights): No

Expects to be claimed as a dependent on someone else’s tax return: No

Employed: No
Employer:
Income type:
Amount:

How often:

Self-employed: No
Amount:

How often:

Unearned income (non-work income, such as child support or Social Security): No
Income type:
Amount:

How often:

Income from roomers/boarders: No
Amount:

How often:

p Step 1: Review the current information we have for Little Girl

Member's name: Little Girl

Member's date of birth: 12-09-2008
Asking for Health First Colorado or CHP+: Yes
Address:

QUESTIONS } Visit CO.gov/HCPF/Letters-FAQs or call (111)111-1111 Page 4 of 14

Test HCPF-6
1B12345/0000000000 Med MAGI Redetermination Notice4_EN




100 S STREET ST
COLORADO SPRINGS CO 80000-0000

Files federal taxes: No
Living with both parents, but parents do not expect to file a joint tax return: No

Expects to be claimed by a non-custodial parent (the parent the child does not live with
most nights): No

Expects to be claimed as a dependent on someone else’s tax return: No
Employed: No

Employer:
Income type:
Amount:
How often:

Self-employed: No
Amount:

How often:

Unearned income (non-work income, such as child support or Social Security): No
Income type:
Amount:

How often:

Income from roomers/boarders: No
Amount:

How often:
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The step 2 section is where changes
in the household need to be
reported.

P Step 2: Report any changes in your information

Please check all boxes that apply to your changes. For each box you check, write

the information we need. If there is no change, leave it blank.

[] Name change

Old Name: New Name:

] New phone number:

[J New address

Street address Apartment #

City State ZIP

(] Someone has been added to my household

Name:
Date of birth: Date added to my household:

How is this person related to you? This person is my:

Does this new person in your household need health coverage? [JYes [INo
= |f no, do they have other health coverage? [JYes [INo
What is their Social Security number or Taxpayer ID?
If they do not have a Social Security number, have they applied [JYes [INo
for one?
= |fyes, fill in their application date:
Is this person a newborn child? [1Yes []INo
Does this person file federal taxes? [JYes [JNo
Is this person living with both parents, but the parents do not expect [JYes []No
to file a joint tax return?
Does this person expect to be claimed by a non-custodial parent? [JYes []No
(the parent the child does not live with most nights)
Does this person expect to be claimed as a dependent on someone [ JYes []No
else’s tax return?
QUESTIONS } Visit CO.gov/HCPF/Letters-FAQs or call (111)111-1111 Page 7 of 14
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P Report any changes in your information (Step 2 continued)

Please check all boxes that apply to your changes. For each box you check, write
the information we need. If there is no change, leave it blank.

Does this person have a medical, physical, mental, or developmental condition that
has lasted, or is expected to last, more than 12 months, including blindness?

[JYes []INo
Does this person have a medical, physical, mental, or developmental condition that

causes them to regularly need help with some or all of their self-care activities (such
as bathing, dressing, eating, using the bathroom)?

[1Yes []No

Does this person need to move to a nursing home, acute care, hospital, group home,
mental health institution or long-term care facility within the next 30 days, or do they
need in-home health care to stay in their home?

[1Yes []No

(] Someone has left my household

(For example, legal separation, divorce, death, adult child moved)

Name:

Date of birth: Date left my household:

Based off member feedback,
the pay frequency was

How is this person related to you? This person is my:

(] Someone in my household is pregnant broken out into multiple
Pregnant individual’'s name: Due date: choice options.
Number of babies expected:

(] Someone in my household has a new job
Name:

Employer: v
Income type: Amount: How often: [] Daily
] Weekly [J Every 2 weeks
[ Monthly [] Twice a Month
(] Yearly [ Other
QUESTIONS } Visit CO.gov/HCPF/Letters-FAQs or call (111)111-1111 Page 8 of 14
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P Report any changes in your information (Step 2 continued)

Please check all boxes that apply to your changes. For each box you check, write
the information we need. If there is no change, leave it blank.

Is this a seasonal job? Is this a job that pays commissions or tips?
[JYes []No [JYes []No

(] Someone in my household got another job, in addition to their first job

Name:

Employer:

Income type: Amount: How often: [ Daily
[0 Weekly [ Every 2 weeks
J Monthly [] Twice a Month
[J Yearly [J Other

Is this a seasonal job? Is this a job that pays commissions or tips?

(JYes [No (OYes [INo

(] Income at a current job changed for someone in my household

Name:

New amount: How often:
(] Daily [J Weekly [ Every 2 weeks
] Monthly [J Twice a Month
(J Yearly [ Other

Is this a seasonal job? Is this a job that pays commissions or tips?

[1Yes []No [1Yes []No

(] Someone in my household lost or quit a job

Name:

(] Someone in my household is self-employed
Name:
Amount: How often:
[ Daily [ Weekly [J Every 2 weeks

[0 Monthly [J Twice a Month
(] Yearly [ Other

QUESTIONS } Visit CO.gov/HCPF/Letters-FAQs or call (111)111-1111 Page 9 of 14
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P Report any changes in your information (Step 2 continued)

Please check all boxes that apply to your changes. For each box you check, write
the information we need. If there is no change, leave it blank.

Please submit proof of income from self-employment for this month or last month
with this form, such as a copy of a profit and loss statement, a business ledger, a
contract, or a bank statement.

—
(] Unearned income for someone in my household has changed
Name:
Income type:
[] Social Security ] Unemployment (] Alimony or spousal support
[ Other:
New amount: How often:

[ Daily [ Weekly [J Every 2 weeks
0 Monthly [] Twice a Month
O Yearly [J Other

Based off member
feedback,
additional
information was
added about
different ways

to verify self
employment.

(] Income from roomers/boarders has changed

New amount: How often:
[ Daily [ Weekly [J Every 2 weeks
0 Monthly [] Twice a Month
[J Yearly [J Other

(] Immigration status for someone in my household changed
Name:

Please explain:

(] Someone in my household is enrolled in other health insurance

Name:

Please explain:

(] Someone in my household is now a full-time student
Name:

QUESTIONS } Visit CO.gov/HCPF/Letters-FAQs or call (111)111-1111 Page 10 of 14
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[J Additional information to help explain my renewal changes (optional)

Please explain:

Based off member feedback, this section gives the member the
opportunity to explain in more detail any reported changes or to
explain changes not listed in the letter.

The signature line has been removed.
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Language Assistance

Espanol ATENCION: Si habla espanol, tiene a su disposicion servicios gratuitos de
asistencia linguistica. Llame al 1-800-221-3943 (State Relay: 711).

Tiéng Viét CHU Y: Né&u ban noi Tiéng Viét, cd cac dich vy hd trg ngon ngit mién phi danh
cho ban. Goi sé 1-800-221-3943 (State Relay: 711).

b L' FEE O MREERERTX, GULEEBSESEMRE. HEE 1-800-221-
3943 (State Relay: 711) .

3ol ZO|: BHR0IE AL OHALE 22, (10] NI MEIAE 2E2 08814 5
¢! &LICt 1-800-221-3943 (State Relay: 711) Ho 2 Fals] F LA 2,

Pycckumi BHWUMAHME: Ecau Bbl roBOpMTE Ha PYCCKOM A3bIKE, TO Bam JOCTYMHbI
BecnnaTHble ycayru nepesoaa. 3soHute 1-800-221-3943 (tenetann: 711).

hTICE TAPOF: PTLGIT 23R KTICT WU PRCTR ACHS SCFRTT (1R ALTUPT FHOEPA: @F
htae- &0 £L@-A 1-800-221-3943 (0731 ATagTa-: 711),

108 pmis? a8 el Saally Ul 8 8 4 el B lead) Diledd 8 RN SN Zaa K1Y cAB ke
(117 ;55005 el s 2% 113493-122-008-1

Deutsch ACHTUNG: Wenn 5ie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-800-221-3943 (State Relay:
11).

Francais ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-221-3943 (ATS : 711).

ELIGIHE I e T T Aleigs W aE! (i AT ST e e e Ivees @ | $H e 1-
800-221-3943 (ffeam: 711).

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-221-3943
(State Relay: 711).

HAEE FESE: BFREZHEIAIEE. RUOBEXEEZ JRARAVEETET, 1-
800-221-3943 (State Relay: 711) FT. BEFEICTITER LS,

Oroomiffa XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-221-3943 (State Relay: 711).

E LAl el B lad ol OB S e o) DS i€ o SR o g fad
2550 L 1-800-221-3943 (State Relay: 711)

Polski UWAGA: Jezeli mdwisz po polsku, mozesz skorzystac z bezptatnej pomocy

jezykowej. Zadzwon pod numer 1-800-221-3943 (State Relay: 711).
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THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE READ IT CAREFULLY.

As a Colorado Medical Assistance Program client, some of your health information is
collected and maintained by the State of Colorado, Department of Health Care Policy
and Financing. The Department is required by law to maintain your privacy and the
security of your health information and to provide you with this Notice of Privacy
Practices. This Notice describes how your health information may be used and
shared, and explains your privacy rights. The Department is required to follow the
terms of this Notice. We may, however, change our privacy practices and the terms of
this Notice in the future, and those changes may affect all health information
maintained by the Department. If our privacy practices change, we will prominently
post our revised Notice on our web site and provide the revised notice to you at
reenrollment. The most recent version of our Notice is available on the Department’s
web site at http://www.colorado.gov/hcpf.

PERMITTED USES AND SHARING OF YOUR HEALTH INFORMATION:

Treatment: We will use and share your health information to ensure you are provided
medical treatment and services. For example, the Department may share your health
information with a doctor or hospital that is providing you health care. If you are part of
the Department's Accountable Care Collaborative (ACC), we will share your
information with our Regional Care Collaborative Organizations (RCCOs) to attain the
objectives of the ACC to improve clients' health and reduce costs.

Payment: We will use and share your health information to pay for your medical
treatment and services. For example, your doctor may send health information about
you to the Department when billing the Department for your health care services.

Health Care Operations: We will use and share your health information for
Department operations that are authorized by law. For example, the Department may
share your health information with an outside contractor to coordinate your care,
resolve disputes, or audit the compliance of our providers with regulations. We may
also share your information with another state or federal agency to fulfill our mission of
providing coordinated benefits to you.

Communications: We may use your health information to communicate with you

Test HCPF-6
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Colorado Medical Assistance Program

about health care programs and health care choices.

Legal Requirements: We will share health information about you when required to do
so by federal or state law.

To Avoid Harm: We may use or share your health information to prevent a serious
threat to your health and safety or the health and safety of others such as in abuse,
neglect, or domestic violence situations, or for law enforcement purposes.

Research: Under certain circumstances, we may share your health information for
research purposes.

Public Health: We may share your health information with public health agencies to
prevent or control the spread of diseases.

Health Oversight Activities: We may share your health information with a health
oversight agency for activities authorized by law. These activities may include, for
example, audits, investigations, and inspections.

Lawsuits and Disputes: We may share your health information in response to a valid
judicial or administrative order.

Coroners, Medical Examiners, Funeral Directors and Organ Procurement
Organizations/Entities: Consistent with applicable law, we may share your health
information with a coroner, medical examiner, or funeral director so that they may
carry out their duties, or with appropriate personnel for the purpose of facilitating
organ, eye or tissue donation and transplantation.

Workers Compensation: We may share your health information with programs that
provide benefits for work-related injuries or illness.

National Security and Intelligence Activities and Specialized Government
Functions: We may share your health information with authorized federal officials for
activities related to national security and special investigations or for military and
veterans activities.

Inmates: If you are an inmate of a correctional institution or under the custody of a
law enforcement official, we may share your health information with the correctional
institution or law enforcement official for the purposes of health care or safety.

Test HCPF-6
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Colorado Medical Assistance Program

Marketing and Sale of Health Information: We will not use or disclose your health
information for marketing purposes (with limited exceptions), or sell your health
information, without your written Authorization.

Other uses and disclosures not described in this Notice will be made only with
your written authorization.

YOUR HEALTH INFORMATION RIGHTS:

Right to See and Get a Copy of Your Health Information: You may see and get a
copy of your health information and billing records by making a written request to the
Department’s Privacy Officer. We can only provide those records that were created for
or on behalf of the Department. The Department need not provide psychotherapy
notes or information compiled in reasonable anticipation of, or for use in, a civil,
criminal, or administrative action or proceeding.

Right to be Notified Following a Breach of Your Unsecured Health Information:
The Department is required by law to notify you following a breach of your unsecured
health information. This notice will describe the circumstances of what happened and
the information that was inappropriately used or disclosed. You may receive this
notice in the mail, or if you have elected to receive communications from the
Department by email, through an email sent to the email address that we have on file
for you.

Right to Request that We Correct Your Health Information: If you feel that the
health information we have provided to you is incorrect or incomplete, you may ask us
to amend the information by making a written request to the Department’s Privacy
Officer. In certain cases, the Department may deny your request to amend your
information.

Right to a List of Disclosures Made of Your Health Information: You have the
right to a list of those instances in which we have shared your health information,
other than for treatment, payment, and health care operations, or other than when you
specifically authorized the Department to share your information. Your request must
be in writing to the Department’s Privacy Officer.

Right to Request that Your Health Information be Communicated in a
Confidential Manner: You may request that we contact you in a specific way, for
example, home or office phone, or to send mail to a different address. The
Department will consider all reasonable requests, and will agree to your request if you
tell us you would be in danger if we did not.
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Colorado Medical Assistance Program

Right to Request that We Not Use or Share Your Health Information: You have
the right to request that we not use or share your health information for treatment,
payment, or health care operations. This would include your right to request that we
not share your information with persons involved in your care except when specifically
authorized by you. Your request must be in writing to the Department’s Privacy
Officer, and we will consider your request but we are not legally required to agree to it.

Right to a Copy of the Notice: You may ask us for a paper copy of this Notice at any
time and we will provide it to you.

FOR MORE INFORMATION OR TO REPORT A PROBLEM:

If you have questions about your privacy rights, would like additional information about
something in this Notice, or would like to file a complaint because you believe your
privacy rights have been violated, you may contact the Department’s Privacy Officer
at:

Privacy Officer/State of Colorado/Department of Health Care Policy and Financing
1570 Grant Street

Denver, CO 80203-1818

303-866-4366

You may also file a complaint with the Secretary of the United States Department of
Health and Human Services at:

Secretary/U.S. Department of Health and Human Services

Office of Civil Rights; 200 Independence Avenue, SW

Washington, DC 20201

Or by visiting: http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html

THE DEPARTMENT WILL NOT TAKE AWAY YOUR BENEFITS OR RETALIATE
AGAINST YOU IN ANY WAY IF YOU FILE A PRIVACY COMPLAINT.

This Notice is effective as of September 20, 2013.
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*Pg. 1: This section may change in verbage depending on the individual’s scenario.

Scenario 3: Self-Employment

What you need to do

Review the current information we have about you and your household members. This
information is printed on the first part of the “Renewal Form” included with this letter.
Then, report any changes or corrections to your information. Our records show that

we need more information about the amount of income from self-employment you or
someone else in your household receives and how often you receive it. Use the “Renewal
Form” to figure out if there is other updated information you need to report.

Report changes and updated information, including proof of self-employment income, by
June 2017.

Scenario 5: Earned Income

What you need to do

1.

2.

Review the current information we have about you and your household members. This
information is printed on the first part of the “Renewal Form” included with this letter.
Then, report any changes or corrections to your information. Our records show that we
need more information about the amount of earned income from employment you or
someone else in your household receives and how often you receive it. Use the “Renewal
Form” to figure out if there is other updated information you need to report.

Report changes and updated information, including proof of earned income, by June 1,
2017.




