Exhibit 30: MMP Model Notice to Research Potential Out of Area Status – Address Verification Form Included
Referenced in §40.2.1.3 of the MMP Enrollment and Disenrollment Guidance
[Note:  Header is for plan information only and should not be included in the letter the plan sends to Participants.] 


 

[bookmark: _GoBack]<Date>
<Name>
<Address>
<City>, <State> <ZIP>
<Name>: 

It is urgent that we confirm your address.

Only people who live in our service area (<counties in which plan is available>) can be part of <plan name>. We need to confirm that you still live in our service area.

Please contact us by <30 days from date of this notice> to tell us your home address. If you are no longer living in <counties in which plan is available>, you will no longer be able to get your Medicaid and Medicare services, including nursing home care, adult day care, and home care, or medicines through <plan name>.

How to contact us:
· Call us at <toll-free phone number> (TTY: <toll-free TTY number>), <days and hours of operation> OR 
· Fill out the “Address Verification Form” and fax it to us at <fax number> or mail it in the enclosed, pre-paid envelope
Please remember the six-month rule!
· You can stay in our plan if you are away from our service area for up to 6 months in a row.
· You cannot stay in our plan if:
· You move and your new address is outside our service area;
· You leave our service area for more than 6 months in a row.
You must also tell Social Security about your address change.
If you have moved and have not told the Social Security Administration your new address, please call them at the phone number in the enclosed List of Resources.
If you need help understanding this letter or have questions about your rights, please call the ombudsman office through the Independent Consumer Advocacy Network (ICAN) at the phone numbers in the enclosed List of Resources.

Thank you.


<Plan Name>

[Plans must include all applicable disclaimers as required in the Medicare Communications and Marketing Guidelines and State-specific Marketing Guidance.]
[Plans are subject to the notice requirements under Section 1557 of the Affordable Care Act. For more information, refer to https://www.hhs.gov/civil-rights/for-individuals/section-1557.]
You can get this document for free in other formats, such as large print, braille, or audio. Call [insert Participant Services toll-free phone and TTY/TDD numbers and days and hours of operation]. The call is free.
The State of New York has created a Participant ombudsman program called the Independent Consumer Advocacy Network (ICAN) to provide Participants free, confidential assistance on any services offered by <plan name>. ICAN may be reached toll-free at 1-844-614-8800 or online at icannys.org. (TTY users call 711, then follow the prompts to dial 844-614-8800.)


List of Resources

	Resources
	

	<Plan Name>

For questions about your plan coverage

	Call: <toll-free number>
TTY users: <toll-free TTY number>

<days and hours of operation>

The call and the help are free.  

Online: <website>

	
New York Medicaid Choice

For questions about the FIDA program and your Medicaid benefits




	
Call: 1-855-600-3432
TTY users: 1-888-329-1541
A free interpreter: 1-855-600-3432

Monday-Friday, 8:30 am – 8:00 pm 
Saturday, 10:00 am – 6:00 pm

The call and the help are free.  

Online: www.nymedicaidchoice.com 

	
Medicare

For questions about your Medicare benefits



	
Call: 1-800-MEDICARE (1-800-633-4227) 
TTY users: 1-877-486-2048

24 hours a day, 7 days a week 

The call and the help are free.  

Online: www.medicare.gov 

	
Social Security Administration

To update your information



	
Call: 1-800-772-1213 
TTY users: 1-800-325-0778

Monday-Friday, 7:00 am – 7:00 pm 

The call and the help are free.  

Online: www.ssa.gov 

	
Independent Consumer Advocacy Network (ICAN)

For questions about your rights 
	
Call: 1-844-614-8800
TTY users: 711, then follow the prompts to dial 844-614-8800
A free interpreter: 1-844-614-8800
Monday-Friday, 8:00 am – 8:00 pm 

The call and the help are free.  

Online: www.icannys.org 




Address Verification Form

	Name



	What is your current HOME address? (This cannot be a P.O. box.)

	Address


	City

	State
	ZIP code

	County
	Phone




What is your TEMPORARY address? (This cannot be a P.O. box.)
You may skip this section if you are currently living at your home address.
	Address


	City
	State
	ZIP code

	County
	Phone


	When did you begin living/staying at this address?

//
(month/day/year)
	When do you think you will go back to your home address?

//
(month/day/year)

	
Where would you like to get your mail?

	Address


	City

	State
	ZIP code


Send us the form in one of two ways:
1. Mail your completed form to <address> in the pre-paid envelope provided.
2. Fax your completed form to <fax number>.
[bookmark: _Appendix_5:_<Name]For more information, visit <web address>. If you have questions, call <plan name> at <toll-free phone and TTY numbers>, <days and hours of operation>. The call is free. 
<Marketing Material ID>		



		
