CALIFORNIA

(m) coveren Request for a State Fair Hearing to Appeal a
ihe. Covered California Eligibility Determination

» If you need help in another language, or would like this form in another language, please refer to
the last page of this document.

» If you are blind or vision impaired and need this form in another format such as Brallle, large
font print or an electronic format, or you need assistance filling out this form, please call 1-855-
795-0634.

> If you would like free legal help, call Covered California at 1-800-300-1506 and we will refer you
to your local legal aid or welfare rights office.

Does your appeal need to be expedited?* » Yes [ No []
* If you have an immediate need for health services and a delay could seriously jeopardize your health, you can ask for an expedited
appeal by calling 1-855-795-0634.

Have you been disenrolled and would like to
keep your Covered California coverage?* -  Yes [J No LI

* If you, or your family members, were disenrolled from Covered California, you have a right to keep your coverage while you appeal.
This is called Continued Enrollment. You can ask for Continued Enroliment at any time during the appeals process. See the Continued
Enrollment form on page 6 for more information.

Instructions:

You have a right to a hearing if you do not agree with the eligibility decision made by Covered California. You
can appeal if you think we made a mistake about you or your family members’ eligibility. For example, you can
appeal if you think we determined your eligibility incorrectly because we made a mistake about your income,
household size, citizenship, immigration status, or residency. If more than one family member wants to appeal,
list each name so we know whose eligibility determination(s) are being appealed.

To ask for a hearing with an Administrative Law Judge who will review the decision, you can fill out this form
and return within 90 days of the date Covered California mailed you the eligibility decision. You can file an
appeal using this form or by writing out that you request an appeal and sending your appeal by one of the
methods below or by calling 1-855-795-0634 (TTY 1-888-889-4500) or one of the other numbers for other
languages on the back of this form.

You can return the form in one of the ways listed below:

1. Fax to the State Hearings Division at: 4. Email your appeal to:
916-651-2789 SHDACABuUreau@DSS.CA.govV (please

do not email private information such as your
Social Security Number)

2. Mail your appeal to:
CA Department of Social Services

. 5. Submit your appeal in person at your
Attn: ACA B
Pttcr)] ng 9 42264%’“ local County Welfare Department (call
Mail Station 9-17-37 Covered California and we can refer
Sacramento, CA 94244-2430 you to your local CWD).

6. If you need more help, call Covered
California at 1-800-300-1506,
(TTY: 1-888-889-4500), Monday to
Friday, 8 a.m. to 8 p.m. and Saturday,
8 a.m. to 6 p.m. The call is free.

3. Call the State Hearings Division and
submit your appeal over the phone:
1-855-795-0634
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If you use this form to appeal, the date of the postmark on the envelope or the date a fax or email is received will be
considered the date you filed your appeal. You may be able to file your appeal after the 90 day deadline if you have
a good reason for filing late. A judge will decide if there is good reason for a late appeal.

If you appeal and we agree with you, we may change our decision prior to the actual hearing. If we change
our decision, your family members’ eligibility may also change, even if they do not file their own appeal.

Please keep a copy of all forms for your records

CLAIMANT #1
(The claimant is the person whose eligibility is being appealed. This section should be filled out by the claimant
or by a parent/guardian/Authorized Representative of the claimant.)

Case ID:
First Name Middle Initial Last Name Suffix
Date of Birth (mm/dd/yyyy) Phone Number (with area code)

Email Address

Street Address Apt./Ste. #

City State Zip Code

List the names of other household members who are filing an appeal using this form. Use extra paper if
there are more people in your household who want to file an appeal using this form.

Household Member #2:

Household Member #3:

Household Member #4:

Reasons for filing an appeal
Your eligibility notice explains what you are eligible for and the programs for which you do not qualify. Depending on
your eligibility results, you may appeal any of the following (check as many boxes as you would like):

Q | was denied enrollment into a Covered O Covered California stated that | failed to complete
California health plan. my application.

O The amount of premium assistance (tax credits Q4 Covered California stated that | do not qualify for
that help pay my monthly premium) is not correct financial assistance because | am eligible for or
or | am ineligible for premium assistance. enrolled in other health coverage (such as free

Medi-Cal, Medicare, or employer-sponsored

U The level of cost-sharing reduction (help paying my insurance).
out of pocket expenses) is not correct or | am
ineligible for cost-sharing reduction. U Covered California stated that | am not a California

resident.

O Covered California did not process my
application/information in a timely manner. O My health plan carrier terminated my coverage

through Covered California because | did not pay

4 Covered California did not provide me with a notice my premiums by the due date.

of eligibility determination in a timely manner.
U4 Covered California stated that | am incarcerated or
U Covered California stated that | am not a US in jail.
citizen or US national or a lawfully present
individual living in the United States.
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Optional: Tell us more about why you disagree with Covered California’s decision. You may attach additional
sheets of paper if you need more space to write.

Privacy and use of your information. We will keep your information private as required by law. For more
information, read the Privacy Act Statement below.
Privacy Act Statement

We are authorized to collect the information on this form and any supporting documentation, including Social Security numbers, under the
Patient Protection and Affordable Care Act (Public Law No. 111-148), as amended by the Health Care and Education Reconciliation Act of
2010 (Public Law No. 111-152) and the Social Security Act.

We need the information provided by you and the other individuals listed on this form to process your eligibility appeal request for: (1)
enroliment in a qualified health plan through Covered California, (2) for insurance affordability programs, and (3) for certifications of exemption
from the individual responsibility requirement. As part of that process, we will review all information provided on the form, may verify any new
information gathered through the appeals process, and communicate with you or your Authorized Representative. We will also use the
information provided as part of the ongoing operation of Covered California, including activities such as verifying continued eligibility for all
programs, reporting on and managing the insurance affordability programs for eligible individuals, performing oversight and quality control
activities, combatting fraud, and responding to any concerns about the security or confidentiality of the information. We will not share your
immigration status for immigration enforcement purposes.

While providing the requested information (including Social Security numbers) is voluntary, failing to provide it may delay or prevent your ability
to obtain health coverage through Covered California, advanced payment of the premium tax credits, cost sharing reductions, or an exemption
from the requirement to have health insurance. If you do not qualify for an exemption from the requirement to have health insurance and you do
not maintain qualifying health coverage for three months or longer during the year, you may be subject to a tax penalty. If you do not provide
correct information on this form or knowingly and willfully provide false or fraudulent information, you may be subject to a penalty and other law
enforcement action.

In order to verify and process an appeal request, determine eligibility, and operate Covered California, we will need to share selected
information that we receive with:

1. Other federal agencies, (such as the Internal Revenue Service, Social Security Administration, Department of Homeland Security and
the Health and Human Services appeals entity or the Center for Medicare and Medicaid Services(CMS)), state agencies (such as
Medicaid or CHIP), or local government agencies. We may use the information you provide in computer matching programs with any
of these groups only to make eligibility determinations or to verify continued eligibility for federal benefit programs;

Judicial review entities at the state or federal level as available by law;

Applicants/enrollees and Authorized Representatives of applicants/enrollees;

CMS contractors engaged to perform a function for Covered California; and

Anyone else as required by law or allowed under the Privacy Act System of Records Notice associated with this collection (CMS
Health Insurance Exchanges System (HIX), CMS System No. 09-70-0560, as amended, 78 Federal Register, 8538, March 6, 2013,
and 78 Federal Register, 32256, May 29, 2013).

This statement provides the notice required by the Privacy Act of 1974 (5 U.S.C. § 552a(e)(3)). You can learn more about how we handle your
information at: https://www.coveredca.com/enroliment-assistance/npp.html.

akrwn
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COVERED Authorized Representative Form (optional)

CALIFORNIA

Help completing this appeal

Instructions: An “Authorized Representative” is a person/organization you trust to help you with your application or appeal with us, who is able to see
your personal information and to act for you on matters related to this application (including getting information about your application or signing your
application on your behalf). If you would like to assign an Authorized Representative to act on your behalf, complete this page and return it to us. If you
ever need to change your Authorized Representative, contact Covered California. If you would like to assign your Authorized Representative over the
phone, call us at 1-800-300-1506.

Applicant/Enrollee Case ID:

Name of Authorized Representative or Name of the Organization

Address Apt./Ste. #
City State ZIP Code
Phone Number (with area code) ID number (if applicable)

Email Address

For Certified Enroliment Counselors, agents, and brokers acting as Authorized Representatives

First name, Middle name, Last name, & Suffix

Organization Name (if applicable)

ID number (if applicable) Agents/Brokers only: NPN number

Permission to share information

| as the applicant/enrollee, authorize the person/organization above to act on my behalf regarding my application or appeal with
Covered California. | authorize Covered California to speak with this person/organization on my behalf. | understand that this
permission to act for me ends on the date that Covered California sends me its decision regarding my application or appeal.

Do you want your Authorized Representative to receive notices on your behalf? > YesO No O

What is your representative’s preferred method of communication? > E-mail O or US postal mail O

v | have signed and dated this form below.
v" I understand that the Covered California cannot speak with the person/organization | have appointed above (my Authorized
Representative) until it receives this signed form from me.

By signing, you allow this person to sign your application, get official information about this application, and act for
you on future matters related to this application until the end of the appeals process.

Applicant’'s/Enrollee’s signature Date (mm/dd/yyyy)

Authorized Representative declaration and signature. This is required.
By signing below, | hereby agree to the following conditions in order to serve as an Authorized Representative:

. | agree that | am legally bound to maintain the confidentiality of any information regarding the applicant or enrollee provided by Covered
California;
. | agree to be responsible for fulfilling all my responsibilities within the scope of the authorized representation to the same extent as the
applicant or enrollee who | represent; and
. | agree to comply with all applicable state and federal laws concerning conflicts of interest and confidentiality of information.
Authorized Representative’s signature Date (mm/dd/yyyy)
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What happens next?

1. Acknowledgment letter of your appeal request and
further instructions. Your appeal will be reviewed by a
judge. If there is a problem with your appeal request, for
example if it is missing information, we will inform you
and ask you to provide or correct the information by a
specific deadline.

2. Review of your information. You have the right to
review the information being used to resolve your
appeal, including the information in your Covered
California online account.

3.Submitting additional information. You can submit
additional information to support your appeal. Any
information you submit will be reviewed along with the
information on your application that was used to make
your eligibility determination. You may submit additional
information with this appeal form. You also have the
right to provide additional information about your case to
the judge before or at the time of the hearing.

4. Informal resolution. Before the appeal hearing is
held, we may be able to resolve your appeal informally,
by reviewing all of your information and discussing it with
you. After reviewing your information and discussing
your appeal with you, we will send you Covered
California’s informal resolution decision that tells you if
we have changed our eligibility decision. If you agree
with this informal resolution decision, we will send you a
form to withdraw your appeal that you must sign and
return to the California Department of Social Services. If
you disagree with the informal resolution decision, you
can continue your appeal at a hearing.

5. Hearing. Your hearing will take place over the phone,
unless you would like to have it in person or by video-
conference (through a computer). Call the California
Department of Social Service’s Affordable Care Act
Bureau at 1-800-743-8525 if you would like to have the
hearing in person.

You have the right to represent yourself at the hearing or
to be represented by a friend, relative, lawyer, an
Authorized Representative (if you have one), or another
individual.

You have the right to review all the information that the
judge will be considering for your appeal, including any
information in your Covered California account. Covered
California will send you a Statement of Position and
evidence packet two business days before your hearing
date. This information can also be found on your online
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account, or you can go to your local County Welfare
Department to request it in person.

After the hearing, all your information will be reviewed
and a final decision on your appeal will be mailed to you.

If you need an interpreter or need accommodations to
attend your hearing, please contact CDSS'’s State
Hearings Division. You can contact the State Hearings
Division at 1-855-795-0634 (TTY 1-800-952-8349 for
hearing or speech impaired). The call is free.

If you do not attend your scheduled hearing or withdraw
your hearing before the date of your hearing, your
appeal will be dismissed. You will not be able to have
another hearing unless you can show a good reason
(called “good cause”) for missing your hearing.

If you would like to postpone your hearing, call the
California Department of Social Service’s Affordable
Care Act Bureau at 1-800-743-8525.

6. Hearing by the United States Department of Health
and Human Services. If you do not agree with the
decision that the Administrative Law Judge made on
your appeal case in the State Fair Hearing, you have the
right to appeal to the federal agency called the United
States Department of Health and Human Services
(HHS) within 30 days of the date of the decision you
receive from CDSS. You can send your request for a re-
hearing directly to HHS at the following address:

Health Insurance Marketplace
465 Industrial Parkway
London, KY 40750-0061

Or you can call HHS at 1-800-318-2596 (TTY 1-855-
889-4325). If you decide to appeal to HHS and you win
your appeal, Covered California and CDSS will have to
follow the decision HHS makes.

7. Continued Enrollment during your appeal. You
may be able to keep your Covered California health plan
while your appeal is pending if you are appealing an
eligibility redetermination decision made by Covered
California. This is called “Continued Enroliment.” Please
complete page 6 of this appeal form if you would like to
request Continued Enrollment. Your appeal must be
accepted before we can approve Continued Enroliment.
We will notify you if your request for Continued
Enrollment is approved.

8. Appeals regulations. If you would like to read
Covered California’s Appeals Regulations, please visit:
https://www.coveredca.com/hbex/requlations/
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COVERED  Continued Enrollment Form (optional)

Instructions:

If you submitted an appeal of an eligibility redetermination with Covered California, you may ask to keep your coverage
while your appeal is being reviewed. This is called Continued Enrollment. If you choose to keep your coverage, you must
continue to pay your premiums.

If your coverage has ended and you would like to be re-enrolled, Covered California may retroactively enroll you into the
plan from the date on which your coverage has ended and you may be required to pay your premiums for those months.

Case ID:
First Name Middle Initial Last Name Suffix
Date of Birth (mm/dd/yyyy) Phone Number (with area code)

Email Address

Street Address Apt./Ste. #

City State Zip Code

Check one:

LI 1 would like to be retroactively enrolled into my previous Covered California health plan from the first day of the
month during which CDSS received my valid appeal request. If | am retroactively enrolled, | understand that | will
have to pay any past-due premiums.

[l My coverage will soon be terminated. | would like to continue my coverage while my appeal is being reviewed. |
understand that | will need to continue making my premium payments while my appeal is being reviewed.

LI 1am not losing my coverage, but | am appealing my Advanced Premium Tax Credit (APTC) amount or Cost-Sharing
Reduction (CSR) level.

Sign the form and send it to us before your hearing date.

| am asking to keep coverage while my appeal is being reviewed. | understand that | must pay my monthly premium
payments during the review process. | understand that if | do not make the payments, | will lose coverage or members of
my family will lose coverage. | understand that if | receive too much premium assistance during the benefit year, including
during the Continued Enrollment period, | will have to repay the extra premium assistance back to the IRS when [ file my
federal income tax return for the benefit year.

Signhature: » Date:
Mail this form to: Fax this form to: Call State Hearings Email this form to:
CA Department of Social Services State Hearings Division Customer Service at: SHDCACABureau@DSS.ca.gov
Attn: ACA Bureau 916-651-2789 1-855-795-0634 (Please do not include private
P.O. Box 944243 information such as your Social
Mail Station 9-17-37 Security Number)

Sacramento, CA 94244-2430
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COVERED

caurernia  Getting Help in Another Language

IMPORTANT: Can you read this letter? You can call 1-(800)-300-0213 and ask for this letter translated to
your language or in another format such as large print. For TTY call 1-(888)-889-4500 where you can also
request this letter in alternate format.

Espanol

IMPORTANTE: ¢Puede leer esta carta? Usted puede llamar al 1-(800)-300-0213 y pedir esta carta traducida
en su idioma o en otro formato, como en letras grandes. Si usa TTY, llame al 1-(888)-889-4500, donde
también puede pedir esta carta en algun formato alterno.

Mandarin or Cantonese

BEERY - SREDHEILEE 2 &7 LIE 4 1-(800)-300-

1533, ESRFULLEGINEVEIVEHESE REEMAE (41 RFERMAR) WEM - 055 TTY
AR 55 BiE R HAAR AV ES - 1EE R

1-(888)-889-4500,

Viethamese

QUAN TRONG: Quy vi c6 thé doc dugc bire thu nay khong? Quy vi cé thé goi dién dén s6 1-(800)-652-9528 va yéu cau
duoc dich birc thu nay sang ngdn ngit clia quy vi hodc chuyén sang dinh dang khac nhu ban in khé 1on. Nguoi dung
TTY, hdy goi s& 1-(888)-889-4500 quy vi cling c6 thé yéu cau dinh dang thay thé khac cho birc thu nay.

Korean
SR: 0 HXE A2 = ULIR? 1-(800)-300-02130] HGEHA HAEH UHU UM S TE ZWHCZ T
A=HIE LQLEMNZAMR. TTY 1-(888)-889-45000| M &= Ol HX|2| CIE LS QEE =& JAsLIC

Tagalog

MAHALAGA: Makakabasa ka ba sa sulat na ito? Maaari kang tumawag sa 1-(800)-983-8816 at humiling na isalin ang
sulat na ito sa iyong wika o sa iba pang format katulad ng malalaking titik. Para sa TTY, tumawag sa 1-(888)-889-4500
kung saan maaari kang humiling ng alternatibong format ng sulat na ito.

Arabic
Ala: Ja eliSay sl 8 138 S ladl) @liy Juai¥)  826-6317 (800) 1 il s 138 adl) Las yia ) lial i sy s AT lady o€ M, aall
¢S4l 5 Jusi) 1y 4500-889 (888) 1 s iy Ll o ki 138 (lUadl) Axgumy aliss

Armenian

YUCEINL B Gmip Jupn'n bp Jupnu) wju bwdwlp: dmp fupnn bp quiquhwpl;  1-(800)-996-
1009 L puunpt), np wju twdwlp pupguutgh p (Eqynd jud Qbq wpdh bl wyp dbwswthny,
ophti] = punponpuwnwn: TTY-h hwdwp quiquhwuptp 1-(888)-889-4500, npinkn Jwpnn kp twl
wypuinpuipuyhtt dbwsuwhny pugpl] wyju twdwlyp:
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Khmer

NS ISP EAINGHSUSHISONSIRIUIS? INSHSHNG SIUNUMIUS 1-(800)-906-8528 SH1JAIE]
IFHUSTUNSMS:INAMAONIUIIINAES UM SIBRUWINHIS]|SEGMHEMPINYSE0Y (U TTY SI0nus
11U 1-(888)-889-4500 IS UIIMNAHAAMNGI AU SMSNSBHINHIS]SThSRETR

Russian
BAXHAA NHOOPMALMA: Bbl moKeTe NpoymTaTh 3TO NMCbMO? Bbl MoXeTe N03BOHUTL Mo TenedoHy 1-(800)-778-7695 u

3anMpocuTb Noy4YeHMe 3TOro NUCbMa, NepeBeaeHHOro Ha Baw poaHo A3bIK, AWM pacnedyaTaHHOro KPYMHbIM WPUGTOM.
JInua co CHUMNKEHHbIM C/TYXOM MOTYT NO3BOHUTL No TenedoHy 1-(888)-889-4500, uTobbl 3aNPOCUTH 3TO MUCbMO B MUHOM

dopmare.

Farsi
"agar Ll oo 2l 55 ) Al )y Tl s e il i s leds
921-8879 (800) 1 e 2 ;& 5 Lalii i€ a€ (i g b ) L dan 533 98 by s a8 (5 500 2iile g ya Caddpn 4o Led Jla ) 298, ()
TTY Lo_jled 4500-889 (888) 1 b 2550 5 3l sk (e o_jlasd (rinad (oo 2l 53 ol 53 53 2S4S (pl 4l 4y e (5500 40 Lk Ju )|

= n

RE™

Hmong
TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Koj hu tau rau 1-(800)-771-2156 nug daim ntawyv txais ua yog koj cov

lus los yog lwm hom xws lis tus ntawv loj. Hu tau TTY ntawm 1-(800)-889-4500 ua koj thov hloov tau lwm hom.
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