DSS- 4037EL (Rev. 9/89)
Transmttal No: 95 LCM 68

Date: June 30, 1995

Division: Health and Long
Term Care

TO Local District Comm ssioners

SUBJECT: Pharnmacy Co-Paynents for Medicaid Recipients

ATTACHVENTS: Medi cai d Co- Paynent Fact Sheet
(Engli sh and Spani sh) (On-1line)

CONTACT: Policy and Procedure Questions should be directed to
the Bureau of Ambulatory Policy and Wilization Review
at 1-800-343-8859, ext. 3-5983.
WVE Questions should be directed to Dennis D Muria at
1- 800- 343- 8859, ext. 3-5614.

The purpose of this Local Conm ssioners Menorandum (LCM is to inform you
that on Septenber 1, 1995, Medicaid co-paynents will be extended to pharnmacy
services and supplies. Refer to 93 LCM 119 and 93 LCM 125 for additiona
informati on on the Medi caid Co- Paynment Program

Due to an adver se court decision the New York State Departnent of
Social Services (the Departnment) was unable to inplenent pharnmacy co-pay
when the program first began on Novenber 1, 1993. However, since the
court's decision was based on federal |egislation which expired on Decenber
31, 1994, the Departnent is now able to inplenent this part of the co-pay
program Al so, the Social Services Law authorizing the co-pay program has
been extended fromJuly 30, 1995 until July 30, 1997.

This LCM provides a description of pharmacy co-paynment requirenents. The
only action required by social services departnents wll be the
distribution of the "Medicaid Co-Paynent Fact Sheet" (Attachnent) at the
time of application and authorizing "Aid to Continue" for recipients who
request a State fair hearing on Medicaid co-paynents.
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Ef fective Septenber 1, 1995, nopst Medicaid recipients age 21 or ol der may be
asked to contribute to the cost of sone drugs and nedical supplies provided
by pharnaci es. QO her existing co-paynents and exenptions will continue
uni nt errupt ed. Information is being sent to all Medicaid enrolled
phar maci es advi sing them of the inplenentation of pharnacy co-paynents.

Medi caid providers cannot refuse to give goods or services based on a
recipient's stated inability to pay the co-paynent anount. However, t he
recipient is still responsible for any unpaid co-pay anounts and may stil
be billed or asked for these paynments at a later tine.

A "Dear Medicaid Recipient" letter explaining the new program requirenents
will be mailed by the Departnment beginning in early August 1995 to the heads
of households of all Public Assistance and Medi cal Assistance Only cases
appearing eligible on the WWs5 system on July 7, 1995. Nursing hone
recipients will be excluded fromthis mailing because they are exenpt from
co- paynents.

Copies of both the "Dear Medicaid Recipient" |letter and the "Dear Pharnacy
Provider" letter will be sent to you under a separate LCM

Effective July 10, 1995, social services departnments nust distribute the
attached Medi cai d Co- Paynent Fact Sheet, along with the application packet,
to all PA and MA Only applicants. The "Medicaid Fact Sheet" nust be locally

repr oduced. Revi sed Client Booklets which include all the necessary co-
paynent client information are currently being printed. When you receive
them you will no longer be required to distribute the attached Fact Sheet

to new applicants.

Additionally, social services departnents should note that all co-paynents,

i ncl udi ng phar macy co- paynents, shoul d be appl i ed t owar d an
applicant's/recipient's spenddown when determning financial eligibility for
Medi cal Assi st ance. Reci pi ents have been instructed to save all co-paynent

recei pts, including pharmacy co-paynent receipts.

Following are the mmjor highlights of the pharnacy co-paynment program
Refer to the attached docunent (Medicaid Co-Paynent Fact Sheet) for further
details on the program

Phar macy Co-paynents will apply to the followi ng services only:

Prescription drugs, nonprescription (over-the-counter) drugs and
si ckroom suppl i es di spensed by a pharnacy;
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Excepti ons:
-Psychotropic drugs, as defined by the Departnent;
-Fam |y Pl anni ng drugs and supplies;

- FDA approved drugs for the treatnent of TB.

Co- paynent amounts are as foll ows:

Prescription drugs Amount  ($)

and Suppl i es

Generic 0.50 per prescription
Brand Nane 2.00 per prescription
Psychot ropic NO CO- PAYMENT

Fam |y Pl anni ng drugs NO CO- PAYMENT

TB Dr ugs NO CO PAYMENT
Nonprescription Drugs 0.50 per order
(over-the-counter)

Enteral / Parent eral Formul ae and 1. 00 per order/prescription
Suppl i es

Medi cal / Surgi cal Supplies 1. 00 per order

(e.g. ostony bags)

Not e: For each 12 nonth period, there is a nmaxi mum per recipient of $100 for
ALL co-paynents, including pharnmacy co-payments. The co-pay year runs from
April 1 through March 31 regardl ess of when the recipient became eligible
for Medicaid paynents. All co-paynents, including pharnmacy co-paynents, are
counted when cal cul ating the $100 cap. Wen the $100 naxi numis reached for
the vyear, the Departnent wll notify the recipient by letter that the
maxi mum co- paynent has been reached. The co-pay anpunt(s) count toward the
$100 maxi mum regardl ess of whether they are paid or unpaid to the provider.
Providers are notified through EMEVS when the recipient has reached the $100
cap.

Reci pi ents exenpt from co-paynment under the co-pay program including
phar macy co-pay include the follow ng:

0 Recipients under the age of twenty-one;

o Pregnant wonen (this exenption continues for two nonths after
the nmonth in which the pregnancy ends);

0 Recipients institutionalized in a nedical facility who are
required to spend all of their incone, except for a persona
needs all owance, on nmedical care. This includes al
recipients in Nursing Facilities and Internediate Care
Facilities for the Devel opnental ly Di sabl ed (| CF/ DD)
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0 Recipients enrolled with Medicaid Managed Care Pl ans;

0 Residents of OvH and OVRDD certified comunity residences and
reci pients enrolled in Conprehensive Medi caid Case Managenent
Program (CMCM) or OVRDD Honme and Community Based Services
(HCBS) wai ver prograns;

0 Recipients who request a Fair Hearing and are eligible
for Aid Continuing benefits;

0 Reci pi ents who have reached the $100 maxi mum for that year.

Exenpt services under the co-pay program including pharnmacy co-pay
i nclude the follow ng:

o Energency services;

o Famly Planning services;

o Psychotropic drugs as defined by the Departnent;

0 Tuberculosis Directly Oobserved Therapy;

o FDA approved drugs used for the treatnent of Tubercul osis;

o Methadone Maintenance Treatnent Progranms (MVITP), nent a
health «clinic services, nmental retardation clinic services,
al cohol and substance abuse clinic services.

Note: There is no co-paynent for services provided by private

practicing physicians or private practicing dentists. There is

al so no co-paynent on hone health and personal care services.

FAI R HEARI NGS:

Certain Medicaid recipients may be entitled to a fair hearing if they

di sagree with the co-paynent charge. Since this change is required by
section 367-a(6) of the Social Services Law, if the only issue the recipient
is asking to be reviewed at a hearing is the change in law itself, the
hearing officer may decide that the Medicaid recipient does not have a right
to a fair hearing. However, a Medicaid recipient does have a right to a

fair hearing if we nmade a mstake about the recipient's date of birth or
whet her the recipient is a resident of a Nursing Facility, an Internediate
Care Facility for the Devel opnentally Disabled (ICF/ DD), a community based
residential facility licensed by the Ofice of Mental Health (OW) or the
Ofice of Mntal Retardation and Devel opnental Disabilities (OVRDD) or
whet her the recipient is enrolled in a Conprehensi ve Case Managenent Program
(eves , a Honme and Community Based (HCBS) waiver program or a Medicaid
Managed Care Pl an.
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Reci pi ents who request a Fair Hearing before Septenber 1, 1995, are entitled
to Aid Continuing. Reci pients who are eligible for Aid Continuing benefits
are exenpt fromco-pay at least until a Fair Hearing decision has been
issued by the Departnent. Reci pients who request a Fair Hearing after
Septenber 1, 1995, are also entitled to a Fair Hearing. Eligibility for Ad
Continuing for persons who request a Fair Hearing after Septenber 1, 1995,
will be determ ned on a case by case basis.

WVB | nstructions:

Note: The followi ng information supersedes the WVB instructions contained in
93 LCM 146, dated Cctober 22, 1993.

WS  Exception Code 39 was devel oped to exenpt recipients who have Aid
Conti nui ng from co-pay requirenents.

WVS I nstructions for input of Restriction/Exception Code 39 - Aid Continuing
are as foll ows:

Accessing the Restriction/Exception Subsystem

-Access the Medical Assistance Menu by choosing selection 25 on the WB
menu.

-Access the Restriction/Exception by typing "R' in the subsystem
sel ection.

-Select the function "Input": Type "I".
-Enter CIN, Case Nunmber and Worker |.D. Nunber.
-Transm t.
Entry of Individual in Aid-Continuing Status (Exception Code 39)
-Enter the R/'E Code 39 (aid continuing) in the RE/EXC TYPE fil ed.

-The RE/EXC PERI OD FROM DATE is entered equal to the first day the A/IR
is in aid-continuing status.

-Transmit the information and review for accuracy.
-Store the accurate data using SF13.

I nacti vati on of an Erroneous Entry
-Access the RE/ EXC subsystem

-Enter the RE/EXC type of the inactivation (code 39).
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-Enter the RE/EXC PERI OD THRU date equal to the RE/EXC FROM DATE.
-Transnit and review the data.
-Store the accurate date using SF13.
Term nation of Code 39
-Access the RE/ EXC subsystem | nput screen.

-Enter the restriction type (39) and the ternination date in the period
THRU fiel d.

-Transmit and revi ew the data.
-Store the accurate data using SF13.

Not e: Code 39 nust be terminated for individuals who | ose their Fair Hearing
and are consequently responsible for the co-pay.

Ri chard T. Cody
Deputy Conmi ssi oner
Di vision of Health and Long Term Care



July 10, 1995

VEDI CAl D CO- PAYMENT FACT SHEET

As vyou nmay be aware, nost Medicaid recipients age 21 or older are asked to
pay for part of the cost of their nmedical care each tine they see a Medicaid
provi der. This paynent is called a co-paynent or co-pay. On Sept enber
1, 1995, pharnacies (also known as drug stores) will also ask recipients for
CO- paynent s.

IF YOU ARE UNABLE TO PAY THE REQUESTED CO- PAYMENT, TELL YOUR HEALTH CARE
PROVI DER WHEN THE PROVI DER ASKS YOU FOR PAYMENT. YOU CAN STILL GET THE
SERVI CES YOQU NEED FROM YOUR PROVI DER THE PROVI DER CANNOT REFUSE TO d VE
YOU SERVI CES OR GOODS BECAUSE YOU TELL THE PROVI DER THAT YOU ARE UNABLE TO
PAY THE CO PAYMENT. Any unpai d co-pay anounts are noney you still owe to
the provider. In this case, the provider may at a later tine ask you for
the co-pay anount or send you a bill

There is a toll free tel ephone nunber you can use to report providers who
refuse to give you care because you are unable to pay the co-paynent. The
nunber is 1-800-541-2831 and can be called between 8:30 am and 5: 00 pm on
Monday t hrough Friday.

There are a nunber of exenptions from co-paynents. Pl ease read this entire
letter to see if you do not have to pay co-paynents or if the services you
need do not have co-paynents.

Your pharmacy provider will be allowed to ask for co-paynments for:

1. PRESCRI PTI ON DRUGS - The co-paynent for each new prescription and each
refill for a brand-nane drug is $2.00. The co-paynent for each
prescription and each refill for a generic drug is $0.50. There is no
co-paynent for certain drugs to treat nental illness or tubercul osis.

Your pharnacist can tell you if there is a co-paynent for the drug you
need, and if the drug is a brand-nane or generic drug.

2. NONPRESCRI PTION DRUGS - The co-paynent for each new order and each
refill for a nonprescription (also known as over-the-counter) drug is
$0. 50. If you do not know if the drug you need is a nonprescription

drug, ask your pharnacist.

3. S| CKROOM SUPPLI ES - The co-paynent for each new order and each refil
for a sickroom supply is $1.00. Si ckroom suppl i es include ostony
bags, heating pads, bandages, gl oves, vaporizers, syringes, etc.

Co- paynents have been in place since Novenber 1, 1993 and will continue to
be required for the follow ng services:

1. | NPATI ENT HOSPI TAL CARE - The co-paynent for each hospital stay (if
you have to stay one or nore nights) is $25. You may be asked for
this co-paynent when you | eave the hospital.



2. EMERGENCY ROOM VISITS - The co-paynment for each visit for non-

energency or non-urgent visit to an energency roomis $3.00. If you
get energency or urgent care in the energency room you wll not have
to pay a co-paynent. The energency roomwi || decide whether you are

getting enmergency or urgent care.

3 CLINIC VISITS - The co-paynent for each clinic visit is $3.00. Visits
to clinics for nent al heal th servi ces, devel opnent a
disabilities/mental retardation services, al cohol and drug abuse

services, Tuberculosis Directly Observed Therapy, fanily planning and
Met hadone Mai ntenance Treatnent Progranms (MMIP) do not have a co-

paynent .
4, S| CKROOM SUPPLI ES  The co-paynent for each new order and each refil
for a sickroom supply is $1.00. Si ckroom suppl i es include ostony

bags, heating pads, bandages, gl oves, vaporizers, syringes, etc.

5. LABORATORY SERVI CES - The co-paynent for each |aboratory procedure
billed by a | aboratory to Medicaid is $0.50.

6. X-RAYS - The co-paynent for each x-ray you get is $1.00. |If your
doctor takes the x-ray in his or her office, there is no co-paynent.

Not e: There is no co-paynent for services by private practicing physicians

or dentists. There is also no co-paynent for Home Health Services and

Personal Care Services.

For each 12 nonths there is a $100 maxi mum per recipient for all co-paynments
incurred. The co-pay year runs fromApril 1 through March 31, regardl ess of

when you becane eligible for Mdicaid. The New York State Departnent of

Social Services will record all the tines your co-paynent applies and inform
providers if you reach the $100 maxi mum for that year. The Departnent wll

al so send you a letter if the naxi mum co-paynent is reached.

If you are eligible for Mdicaid by spending part of your inconme toward
nedi cal care, save your co-paynent receipts. The co-paynents you pay or
incur will count toward your spenddown (overage) in the follow ng nonth.

YQU DO NOT HAVE TO PAY THE CO PAYMENT | F:

1. You are wunable to pay and you tell your provider that you are unable
to pay. Any unpai d co-pay anounts are noney you still owe to the
provider. |In this case, the provider may at a later tine ask you for

the co-pay anount or send you a bill

2. You are younger than 21 years of age.

3. You are pregnant. If you are pregnant, have your doctor give you a
note that says you are pregnant. You can show this note to your other
providers if they ask you for a co-paynent. Thi s exenption conti nues

for two nonths after the nonth in which your pregnancy ends.

4, You are enrolled with a Medicaid managed care plan. Your | oca
departnent of social services office can tell you if you belong to a
Medi cai d nmanaged care plan, and if not, how you mght be able to
becone a nenber. You continue to renmain eligible for the full range
of Medicaid covered services even if you do not enroll with a managed
care plan. Currently, you are not required to enroll in a Medicaid
nmanaged care programunless you live in certain areas of Brooklyn.
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Later this year recipients living in other parts of New York City and

the state may al so be required to enroll in a Medicaid Managed care
pl an. You wll be sent a letter by your |ocal departnent of social
services if you are required to join. | f anyone else tells that you

nmust join a Medicaid nanaged care programin order to continue your
benefits call 1-800-541-2831.

You are getting care or services for an energency. This is care given
to you to treat a severe life-threatening or a possibly disabling
condition that needs inmediate care.

You are getting fam |y planning services (birth control). This includes
famly planning drugs or supplies such as birth control pills and
condons.

You are a resident of Nursing Facility or an Internmediate Care Facility
for the Devel opnental |y Di sabl ed (I CF DD)

You are enrolled in a Conprehensive Case Managenent Program (CMCM or a
Hone and Conmmunity Based Services (HCBS) Waiver Program These prograns
are associated with the Ofice of Mental Health (OW) or the O fice of
Ment al Retardation and Devel opnental Disabilities (QOVRDD). You have a
case manager if you are in either of the prograns. The case nanager can
hel p you if you have any questions.

You are a resident of a community based residential facility |icensed by
the Ofice of Mental Health or the Ofice of Mental Retardation and
Devel opnental Disabilities and not already exenpt by receiving CMCM or
HCBS services. A staff nenber fromyour residence will give you a letter
to show providers so you do not have to pay co-paynent.

You reach the $100 nmaxi num for that year

REM NDER: PROVI DERS CANNOT REFUSE TO G VE YQU SERVICES OR GOODS IF YQU
CANNOT PAY THE CO- PAYMENT AND TELL THI'S TO THE PROVI DER
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RESUVEN DE DATCS SOBRE LOS COPAGOS DEL MEDI CAI D

Conp usted ya debe saber, a la mayoria de |os beneficiarios del Medicaid de
21 afos de edad o nmds se | es pide que paguen parte del costo de su atenci6n
nmédi ca cada vez que visiten a un proveedor(a) de beneficios del Medicaid.
Este pago se |Ilama "copago". A partir del 1 de septienbre de 1995 | as
farmaci as (conoci das tanbi én cono droguerias) solicitaran copagos de |os
benefi ci ari os.

Sl USTED NO ESTA EN CONDI Cl ONES DE PAGAR EL COPAGO REQUERI DO, DI GASELO A SU
PROVEEDOR(A) DE SALUD CUANDO ESTE LE PI DA EL COPAGD. AUN EN ESTE CASO USTED
PODRA OBTENER LOS SERVICIOS QUE NECESITA DE SU PROVEEDOR(A). EL
PROVEEDOR( A) NO PUEDE REHUSARSE A PROVEERLE LOS SERVICIOS O A SUM NI STRARLE
LOS ARTICULOS QUE USTED NECESI TA DEBI DO A QUE USTED NO PUEDE SATI SFACER EL
COPAGO. Cual qui er cantidad de copagos que no hayan sido pagados, es dinero
que wusted aln debe al proveedor(a). En este caso el proveedor(a) puede
cobrarle el copago que usted deba o enviarle una cuenta.

Hay un nanero de tel éfono gratuito que puede ser utilizado para denunciar a
proveedores que se nieguen a proveerle atencién debido a que usted no puede
pagar el copago. El nunero es 1-800-541-2831, vy éste tel éfono funciona de
Lunes a Viernes entre las 8:30 amy las 5:00 pm

Exi sten varias exenciones de copagos. Sirvase | eer todo este resunmen de
datos para averiguar si usted o los servicios que usted necesita estéan
exent os de copagos.

Su farnmaci a proveedora podra solicitar copagos para:

1. VMEDI CAMENTOS CON RECETA - El copago por cada receta nueva y por cada
reposicion (refill) para un nedicanento de marca registrada (brand-
nane) es $2. 00. El copago por cada receta y por cada reposicioén
(refill) para un nedicanento genérico es $0.50. No se requieren
copagos para ciertos nedicanmentos para el tratam ento de enfernedades
nent al es o tubercul osis. Su farmacéutico | e puede informar si hay un

copago por el nedicanmento que usted necesita y si el nedicanmento es de
marca regi strada (brand-nane) o genéri co.

2. VEDI CAMENTOS SI N RECETA- EI copago por cada nuevo pedido y por cada
reposicion (refill) de un nedicanento sin receta (de venta libre) es
$0.50. Si usted no sabe si el nedicanento que necesita no requiere
receta para ser adquirido, preguntele a su farnacéutico.

3. ARTI CULOS DE ENFERMERI A- El copago por cada pedido nuevo y por cada
reposicion (refill) de articulos de enferneria es $1.00. Articul os de
enferneria i ncluyen bolsas quirdrgicas, al nrohadas cal ent ador as,

vendas, guantes, vaporizadores, jeringas, etc.

Los copagos han estado en vigor desde el 1 de novienmbre de 1993 vy
continuarén siendo un requisito para | os servicios siguientes:

1. ESTADIA |INTERNA EN UN HOSPI TAL- El copago para cada ingreso en un
hospital (si usted tiene que quedarse una o nas noches) es $25.00. Es
posible que este copago se le solicite cuando usted salga de
hospi t al
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2. SERVICIOS EN LA SALA DE EMERGENCI A- El copago por cada visita a la
sal a de energencia por razones que ho sean de energencia 0O Nno sean
urgentes es $3.00. Si  usted recibe servicios de energencia o
servicios de urgencia en |la sala de energencia, no se le requeriréa un
copago. En la sala de enmergencia se decidira si |os servicios que
usted estéa reci bi endo son de energencia o urgenci a.

3. VI SITAS A UNA CLINICA - El copago por cada visita a una clinica es
$3. 00. Las visitas a una clinica para recibir servicios rel aci onados
con |l a salud nmental, incapaci dad de desarrollo/retraso nental, al coho
0 abuso de drogas, Terapia para |la Tuberculosis Directanente
observada, planificacion famliar y Progranas de Tratamiento de
Mant eni mi ento con Metadona (Methadone Mai ntenance Treatnent Prograns--
MMIP), no requi eren copagos.

4. ARTI CULOS DE ENFERMERI A- El copago por cada pedido nuevo o por cada
reposicion (refill) de articulos de enferneria es $1.00. Articul os de
enfernmeria incluyen bolsas quirdrgicas, al nrohadas cal ent ador as,

vendas, guantes, vaporizadores, jeringas etc.

5. SERVICIOS DE LABORATORIC- El copago por cada procedi niento que un
| aboratorio cobre a Medicaid es $0.50.

6. RAYOS X - El copago por cada radiografia que usted reciba es $1. 00.
Si su médico tona | a radiografia en su propio consultorio, entonces no
se requerira copago.

NOTA: Los servicios provistos por nédicos o dentistas en consulta privada no
requi eren copago. Los Servicios de Salud a Domicilio (Home Health
Services) y los Servicios de Cuidado Personal (Personal Care Services)
t ampoco requi eren copago.

Por cada 12 nmeses hay un méxi no de $100 por beneficiario(a) para todos |os
copagos incurridos. El afio relativo a copagos transcurre desde el 1 de abri
hasta el 31 de marzo sin tomar en cuenta |la fecha en | a que usted enpezd a
ser el egible para el Medicaid. El Departanento de Servicos Sociales de
Estado de Nueva York Ilevara un registro de todas | as veces que su copago se
aplique e informara a sus proveedores si usted alcanza el mixino de $100
para ese afio. El Departamento tanbi én | e mandard una carta informéandole s
al canzé | a canti dad maxi ma est abl eci da para copagos.

Si usted es elegible para el Medicaid porque ha estado gastando parte de sus
i ngresos en servicios nédicos, guarde sus recibos de copagos. Los copagos
que usted incurra seran contados hacia su requisito de ingreso/recursos
excesi vos (spenddown or overage) en el siguiente nes.

USTED NO TI ENE QUE PAGAR EL COPARO SI:

1. Carece de recursos y se | o hace saber a su proveedor(a). Cual qui er
cantidad de copagos no pagada es dinero que usted aln debe a
proveedor(a). En este caso el proveedor(a) puede solicitar |a cantidad
de copagos mas tarde o enviarle una cuenta.



Es nenor de 21 afios de edad.

Usted estéd enbarazada. En este caso pida a su nmédico que le
proporci one una nota indi cando que usted esta enbarazada. Usted puede
nostrar esa nota a | os otros proveedores que | e pidan un copago. Esta
exoneraci 6n continuara durante 2 nmeses después de haber finalizado su
enbar azo.

Esta inscrito en un plan de cuidado adm nistrado del Medi cai d. La
oficina local del departamento de servicios sociales puede informarle
si  usted pertenece a un plan de cuidado admi nistrado del Medicaid; vy
si no pertenece, céno puede hacerse m enbro. Usted continua siendo
el egi bl e para | os servicios conpl etos cubi ertos por el Medicaid aunque
usted no se inscriba en un plan de cuidado adm ni strado. Actual nente,
a usted no se le requiere inscribirse en un plan de cuidado
adm ni strado del Medicaid a nenos que usted viva en ciertas areas de
Br ookl yn.

En el curso de este afo, beneficiarios viviendo en otras areas de |la
C udad de Nueva York y el estado puede que tanbién tengan que

inscribirse en un plan de cuidado adm nistrado del Medicaid. El
departanmento de servicios sociales local |le enviara una carta si a
usted se le requiere participar. Si usted tiene al guna pregunta

acerca de su inscripcién en el plan de cui dado adni ni strado, por favor
[l ame al 1-800-541-2831.

Reci be atenci 6n o servicios de energencia. Esta es atenci 6n que usted
reci be para tratar una afecci 6n severa que inplique un riesgo a su
vida, o por una anenaza potencial de incapaci dad que necesite atencidn
i nmedi at a.

Usted recibe servicios de planificacién fam liar (control de
nat al i dad) . Esto incluye nedicanentos o suninistros para la
planificaci6n famliar tales conpo pildoras anticonceptivas y condones.

Es residente de una Instituci6n para Envejecientes (Nursing Facility)
0o de wuna Instituci6on de Cuidado Internedio para |ncapacitados de
Desarrollo (Internediate Care Facility for t he Devel opnental |y
Di sabl ed | CF/ DD) .

Esta inscrito en un Programa Conprensivo de Adm nistraci 6n de Casos
( Conmpr ehensi ve Case Managenent Program-CMCM) o en un Programa de
Renuncia de Servicios Basados en el Hogar y |a Comuni dad (Hone and
Communi ty Based Services Wai ver Program-HCBS). Estos programas estan
vinculados con la Oficina de Salud Mental (O fice of Mental Health--
OWH) o la Oicina para el Retraso Mntal e Incapacidades de

Desarrol |l o (O fice of Ment al Ret ardati on and Devel opnent a

Disabilities--OVRDD). Si usted esta en cual quiera de estos progranas
tendra un encargado(a) de caso. Este encargado(a) podra ayudarle si
usted tiene al guna pregunta.
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9. Es residente de una institucion residencial basada en |a conuni dad que
tenga licencia de la Oficina de Salud Mental o de la Oicina para el
Retraso Mental e Incapaci dades del Desarrollo y no esté exento(a) por
estar recibiendo los servicios de CMCM o HCBS. Un menbro de
personal de su residencia |le dard una carta que usted puede nostrar a
sus proveedores para que no tenga que pagar el copago.

10. Usted al canz6 | os $100. 00 del méxi no anual establ eci do para copagos.

RECUERDE: NI NGUN PROVEEDOR(A) PUEDE NEGARSE A PRESTARLE SERVICIOS O A
SUM NI STRARLE MEDI CAVENTOS O ARTI CULOS MEDI COS DEBI DO A QUE USTED NO TENGA
MEDI OS PARA SATI SFACER LOS COPAGOS REQUERI DOS. | NFORVELE ESTO A SU
PROVEEDOR( A) .



