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<<First Name>><<Last Name>>
<<Address Block 1>>
<<Address Block 2>>
<<City>><<State>><Zip Code>>

Your child(ren) is eligible for the
County Children’s Health Initiative Program

<<Date>>
Dear <<First Name>> <<Last Name>>,

Thank you for choosing health insurance through Covered California. When Covered
California receives new information, they must check to see if you and your family
members still qualify for premium assistance. Based on the information received
during the 2016 Open Enroliment Period, the following child(ren) qualify for the County
Children’s Health Initiative Program (C-CHIP) and no longer qualify for premium
assistance through Covered California.

e <<First Name>> <<Last Name>>

This information has already been sent to the C-CHIP in your county of residence for
C-CHIP enrollment and they will be contacting you to enroll your child(ren). Your
child(ren)’s enrollment in a Covered California health plan with premium assistance will
end on March 31, 2016. If you want to keep your child(ren) enrolled in Covered
California without the premium assistance, please let the C-CHIP know that when they
contact you or you call Covered California at 1 (800) 300-1506 to request coverage
without premium assistance.

The C-CHIP offers comprehensive medical, dental, and vision insurance for uninsured
children and teens under 19 years old who:

Page 1 of 6

County Children's Health Initiative Program (C-CHIP)
Medi-Cal Eligibility Division, MS 4607
P.O. Box 997417, Sacramento, CA 95899-7417
Phone: (916) 552-9430
Internet Address: http://www.DHCS.ca.gov



¢ Reside in one of the following counties: San Mateo, San Francisco, or Santa

Clara

e Are not eligible for Medi-Cal or Covered California coverage with premium

assistance

¢ Do not have health care coverage through a parent’s employer-sponsored

insurance

e Are U.S. citizens, nationals, or lawfully present immigrants, and

e Have a family adjusted gross monthly income above 266% and up to and
including 322% of the Federal Poverty Level; example: between $5,376 - $6,508
for a family of four (4).

The children listed above qualify for 12 months of continuous C-CHIP coverage and
their Covered California coverage with premium assistance will end on March 31, 2016.
Family members not listed above who are enrolled in a Covered California plan will
continue to be enrolled in their Covered California plan.

The C-CHIP in your county of residence will be contacting you to enroll your child(ren).
You do not need to do anything else at this time. If you have questions regarding this

letter, or your child(ren)’s eligibility for C-CHIP, or you are not contacted by

March 15, 2016, please contact the C-CHIP in your county of residence by phone or in

writing at:

San Francisco County:

San Mateo County:

San Francisco Healthy Kids
P.O. Box 194327
San Francisco, CA 94119

1 (415) 615-5700

In-Person Assistance:

7 Spring Street

San Francisco, CA 94104
Monday-Friday, 8:00 am to 5:30 pm

San Mateo County Health Coverage Unit
Children's Health Initiative

801 Gateway Blvd. Suite 100

South San Francisco, CA 94080

1 (650) 616-2002
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Santa Clara County: Children's Health Initiative
770 S Bascom Ave.
San Jose, CA 95128

1 (888) 244-5222
1 (408) 808-6180

What To Do Next

If you want to find out what information that was used to make this decision, please log
in to your CoveredCA.com account to review the information they have for your family
based on the 2016 Open Enrollment Period. You can change the information they
have if it needs updating. Be sure that all family members in your tax household are
listed on your application for 2016. It is also important that they have your current
income, so please double check the Income Section. If you do not have a login or you
need help, you can call the Covered California Service Center at 1 (800) 300-1506.

If the information in your account is correct, it means that your child(ren) no longer
qualify for Covered California coverage with premium assistance. You have the option
to keep your child(ren) in Covered California coverage in 2016, but you will not get any
premium assistance to help you pay for their coverage. This means you will have to
pay the full premium for a Covered California plan. If you want to keep your child(ren)
enrolled in Covered California without the premium assistance, please let the C-CHIP
know that when they contact you or you call Covered California at 1 (800) 300-1506 to
request coverage without premium assistance.

If your child(ren) is currently receiving treatment for certain health conditions, talk to
their doctor and the new C-CHIP plan in your county of residence to see if their
provider is in the network or you may be able to request to continue seeing your
child(ren)’s current doctor.

If You Think We Made a Mistake

If you think we made a mistake or you don't agree with our decision, you can appeal.
You have 90 days from the date of the eligibility decision to file an appeal. If you
appeal and we agree with you, we may change our decision. If we change our
decision, your family members’ coverage may also change, even if they do not file their
own appeal. Appeal hearings will be conducted by telephone, video conference, or in
person. You may choose to represent yourself, or be represented by an attorney or
another representative.
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You have the right to appeal any of the following decisions:

1. You did not qualify for a Covered California health plan or premium assistance.

2. You did not qualify for Medi-Cal.

3. The amount of premium assistance (federal tax credits to help lower your
monthly premium) you qualified for is not correct.

4. The level of cost-sharing reductions (help paying your co-payments and
deductibles) that you qualify for is not correct.

5. You did not get a decision about your application in a timely manner. (More
than 10 days after receipt of a complete application if you qualified for Covered
California or more than 45 days if you qualified for Medi-Cal).

You may request to stay in your Covered California health plan with your current level
of premium assistance while your appeal is pending. This is called “continued
enrollment”. You must keep paying your share of premium on time to qualify for
continued enrollment. If you request continued enrollment, please do not send your
appeal by mail. To request continued enrollment, be sure to complete page 6 of the
appeal form and fax or email it as described below.

You can request an appeal in any of the following ways:
e Go to www.CoveredCA.com to download and print a "Request for a State Fair
Hearing to Appeal a Covered California Eligibility Determination” form.
e Fax your appeal to the State Hearings Division at: (916) 651-2789
e Mail your appeal to:
CA Department of Social Services
Attn: ACA Bureau
P.O. Box 944243
Mail Station 9-17-37
Sacramento, California 94244-2430
e Email your appeal to: SHDACABureau@DSS.CA.gov (please do not email
private information such as your Social Security Number).
e Request an appeal in person at your County Welfare Department.
e Call the State Hearings Division and submit your appeal over the phone:
1 (855) 795-0634.
¢ You may choose to represent yourself, or be represented by an attorney or
another representative.
¢ 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.
e For free local assistance with appeals, please call the Health Consumer
Alliance: 1 (888) 804-3536.
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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

HEHEI . WEES RIS ? KT LIEE 1-(800)-300-1533.

%*Hﬁlﬁ—f%ﬂwmﬁ Eﬁlm%jz%%?i“%ﬁ{m%t (401> KFHA) (IS 0 TTY
ik 55 BCE R HAAR AV E (- 15240 1-(888)-889-4500.

Vietnamese

QUAN TRONG: Quy vi cd thé doc dworc bire thu nay khdng? Quy vi co thé 90| dién
dén sb 1- -(800)-652-9528 va yéu cau duoc dich bire thw nay sang ngdn ngir cla quy vi
hodc chuyén sang dinh dang khac nhw ban in khé 1&6n. Nguoi dung TTY, hay goi so
1-(888)-889-4500 quy vj cling cé thé yéu cau dinh dang thay thé khac cho birc thuw nay.

Korean

SR 0l X E &= = ULIR? 1-(800)-300-02130 HEotH A HSAE O }UIHLE
OIME S CE LU T U= BHXE QEMNEMR. TTY 1-(888)-889-450001 A &=
Ol HXIC CtE LS g =& USLICH

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

826 ok AJGASJ S (3les 0l Madal J?GAS_} SYU o ¥ 6317 (800) Jas S\j uaa £3 BJ 2 dda
1..1\?;‘).1 Pl 2 gkl 5ed BALIA500 b 4) M e, Jussw Yo S B ua 10-889 (888) " 'c_edc_vc(a
= 3‘54\5_} S\u'a_a\l._u_\la] Jod\)\;.ial._u_ua_ar_al

Armenian

YULBINC B Ynip Jupn'n bp jupnu) wyju bwdwlp: Fnip Jupnn bp qubquhwpby
1-(800)-996-1009 L puunpky, np wyu twdwlp pupguuwugh 2Ep 1Eqyny jud 2tkq nipygh
Ukl wy dbwswthny, ophtiml]” funonpunmn: TTY-h hwdwp quiquhwptp
1-(888)-889-4500, npuntn Jupnn tp twb wyjptnnputipuyht dhwswthny juinpl) wyu
twdwlyp:
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Khmer

B0 S OB JI0MHD™AIGISOEInS:ISENYS? 100/ HOROGINNEINuS
1-(800)-906-8528 Siieu( | eIiBAUNRULEISS: ) IUII0 S/ H™

Y SUNUIURRIS)|SEGHHAINB0EIY JU TTY SINNJUisus
1-(888)-889-4500 S0 FH[ MM IS [IUEINS: [ [SEURIONIMS)S [ SNIHRI

Russian

BAXHAA NHOOPMALINA: Bbl MmoxeTe npoynTtaTth 3T0 NMCbMO? Bbl MOXeTe
No3BOHUTL MO TenedoHy 1-(800)-778-7695 n 3anpocuTb NOMy4YeHne aToro NNCbMa,
nepesBefeHHOro Ha Baw poaHou s3bIK, UKW pacrnevyaTaHHoro KpynHbiM wpudgTom. Jlvua
CO CHWXXEHHbBIM CITyXOM MOTyT NO3BOHUTL Mo TenedoHy 1-(888)-889-4500, 4ToObI
3anpocuTb 3TO NMUCbMO B MHOM bopmare.

Farsi

" (—;@A:ia\eag"_uu 2L dola Al T!J‘.'eﬂg“_u}u 2l el 4 921-8879 (800)
SOl S 2R L Sola ey oG Cona Bl er Gy Sy a0l ey dad

el &y 1 YTT o el e ¥ Gisa, ol 24500 & (il £-889 (888) Le Ga 2 sl 303,45
Cubs K oy 0 slyby Badigilpaniy 31", B Sl e Gy iy Sam Gl pu Y i
S

Hmong

TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Koj hu tau rau 1-(800)-771-2156
nug daim ntawv txais ua yog koj cov lus los yog lwm hom xws lis tus ntawv loj. Hu tau
TTY ntawm 1-(800)-889-4500
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