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	Eligibility

	This notice is to inform you about the status of your eligibility for Refugee Medical Assistance (RMA). The following decision has been made: 

	|_| Eligible		
You have been found eligible for RMA for the period of       through      . This means that you have already applied for and been found ineligible for Medicaid/Badger Care+. If you become eligible for Medicaid/Badger Care+ during the time period noted, it is your responsibility to immediately inform the worker listed on this form so that you are not enrolled in both programs at the same time. If you do not, you risk having to pay for or pay back medical expenses incurred during the time of enrollment in both programs. 

	|_| Not Eligible	
We have reviewed your eligibility for RMA and found you ineligible. This means that one or more of the following is true: 
· You are eligible for Medicaid/Badger Care+
· You have already applied for and been found ineligible for Medicaid/Badger Care+, but you have earned income that exceeds 200% of the Federal Poverty Limit in place at this time
· You do not have an eligible immigration status, in accordance with 45 CFR 400.43  


	Important Information

	· If you have been found eligible for Medicaid/Badger Care+ and lose eligibility, you may still be eligible for RMA, but you must get in touch with the worker/agency listed above in order to be enrolled.
· Please direct any questions regarding your RMA to your worker listed above. If you think this decision is wrong, call your worker for an explanation at the number listed above.
· You must notify your worker of any changes such as employment or change of residence within 10 days of the change. Failure to do so may result in a negative decision taken on your case.
· If you will need a language interpreter, sign language interpreter or other accommodation for a disability, please contact your worker.

	Appeal Rights

	You have a right to appeal an agency decision. If you think an agency decision is wrong, call your worker for an explanation. Also, you can ask for a Fair Hearing if you think the decision is wrong. The directions for requesting a Fair Hearing can be obtained from your worker, or you may send a written request with your name, address, phone number, social security number and reason for the appeal to: Division of Hearings and Appeals, PO Box 7875, Madison WI 53707- 7875. If you request a Fair Hearing before the effective date of any change, benefits will be continued until the final decision is made. Benefits will not continue beyond the eligibility period. If the Fair Hearing confirms that you are not eligible for benefits, you will have to pay back the benefits you receive in error. You must send a request for a Fair Hearing within 45 days of the date of notice of decision, or the Hearing Examiner will not consider the request.
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