










Erie County Board of Developmental Disabilities

Notice of Your Rights to Medicaid Due Process
(Modification of iFS 07334, iFS 04065, iFS 04074)

___________________

MAILING DATE

__________

TYPE OF WAIVER Select One

This letter is to inform you of actions that have occurred or are being proposed:

APPROVED: EFFECTIVE DATE:

Name of Service(s):

DENIED: EFFECTIVE DATE:

Name of Service(s):

The reason for this proposed action:

NAME

ADDRESS

CITY STATE ZIP CODE

TERMINATION/REDUCTION:
A Medicaid/waiver service you currently have will be Select One Effective Date:

________________

Name of Service(s):

EJ This service will be reduced from

__________________________

to

_________________________

If you do not agree and request a hearing within 15 days of the mailing date, this action will not occur
until a hearing is held and a decision is made. For a full explanation of your rights, see page two of this
notice.

WAITING LIST:

Select One Effective Date:

__________________________

If you do not agree, you must request a hearing within 90 days of the mailing date of this notice. If the
g0 day falls on a holiday or weekend, the deadline will be the next workday.

The rule(s) that require this action are:


