MLTC INTENT TO INVOLUNTARY DISENROLL LETTER (VERSION 04/2026)

Template begins below this line

[MLTC Plan Name]
[MLTC Plan Mailing Address]
[1-800-MCO-PLAN]

IMPORTANT INFORMATION ABOUT PLAN ENROLLMENT
INTENT TO DISENROLL

[Letter Date]

[Recipient]
[Recipient’s Address]
[Recipient’s City, State Zip]

Enrollee Name: [Enrollee]
Enrollee Number: [Plan Identification Number]
Medicaid ID: [Medicaid Identification Number or CIN]

Dear [Enrollee]:
This is an important letter about your enrollment in [Insert MLTC Plan Name]. This letter is to let you

know that we informed New York Medicaid Choice (NYMC) that you can no longer remain enrolled in
[Insert MLTC Plan Name] because [Insert Involuntary Disenrollment Reason].

What Happens Next?

NYMC must review and agree with [Insert MLTC Plan Name]'s involuntary disenrollment request before
you can be disenrolled. If NYMC agrees, you will no longer be enrolled in [Insert MLTC Plan Name] as of
[Anticipated Effective Date]. If your involuntary disenroliment is approved by NYMC, the following will
occur:

e You will be provided a disenroliment confirmation notice from NYMC which will include fair hearing
rights.

e If you disagree with the disenrollment reason you will be able to request a fair hearing once you
have received the disenrollment confirmation notice from NYMC.

e We will continue to provide you with the services you are now receiving until you are disenrolled.

Your [Insert MLTC Plan Name] Care Manager will work with you to transfer your care prior to the
disenrollment effective date.



What You Can Do Now?

Please contact us immediately if you have any questions about this letter. Your Care Manager
may be able to assist you if you would like to stay enrolled. You can call us at [1-800-MCO-
PLAN] for TTY, call [TTY Number], [Hours of Operation].

Note: You must remain continuously enrolled in a Managed Long Term Care plan to qualify for
services under the current criteria. If you are disenrolled from Managed Long Term Care and
seek to re-enroll, you will be required to meet the assessment criteria as outlined in Public
Health Law 4403-f.

Other Help:

You can call the Independent Consumer Advocacy Network (ICAN) to get free, independent
advice about your coverage, complaints, and appeals options. They can help you manage the
appeal process. Contact ICAN to learn more about their services:

Independent Consumer Advocacy Network (ICAN)
Community Service Society of New York
633 Third Ave, 10" Floor
New York, NY 10017
Phone: 1-844-614-8800 (TTY Relay Service: 711)
Web: www.icannys.org | Email: ican@cssny.org]

Sincerely,

[MLTC Plan Representative]

{Plans must send a copy of this notice to authorized representatives, legal guardians,
designated caregivers, etc. Include the following when such parties exist}

[At your request, a copy of this notice has been sent to:
[First name Last name]

[Insert: Language Assistance Notice]


http://www.icannys.org/
mailto:ican@cssny.org

