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LONG-TERM SERVICES AND SUPPORTS
Notice of Action (Assessments and Reassessments)
IMPORTANT: If you are not able to complete this form online, click Print Blank Form to print the form and complete it by hand.
 LEAD AGENCIES: For more information on this process and instructions to complete this form, see CBSM – Notice of action.
You are receiving this form because you recently had an assessment or reassessment. 
Information
You
Your representative
Your lead agency
Programs and services available to you
Notice of action about denial, termination or reduction of services
After your assessment/reassessment for services, we determined that the following programs and services are either not available to you or will be changed. This is the action being taken.
Program/service
We reduced your level of participation in the following program(s) or services:
Reason
The reason for this reduction is because:
Legal citation
The following Minnesota statute applies to this change:
Remove name
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Explanation
Program/service
We are ending one or more of the following programs and/or services:
Reason
The reason that this service or program is ending is because:
Legal citation
The following Minnesota statute applies to this change:
Remove name
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Explanation
Program/service
You have been denied for the following program(s) or services:
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.0913 applies to this change (Alternative Care [AC] Program)
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.0915 applies to this change (Elderly Waiver [EW] program)
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.0922 applies to this change (Essential Community Supports [ECS])
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.0659 applies to this change (Personal care assistance [PCA])
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.092 applies to this change (Developmental Disabilities [DD] Waiver)
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.49 applies to this change (Disability waivers: Brain Injury [BI], Community Alternative Care [CAC] and Community Access for Disability Inclusion [CADI])
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.49 applies to this change (Disability waivers: Brain Injury [BI], Community Alternative Care [CAC] and Community Access for Disability Inclusion [CADI])
Reason
You were denied because:
Legal citation
Minnesota Statute, Section 256B.49 applies to this change (Disability waivers: Brain Injury [BI], Community Alternative Care [CAC] and Community Access for Disability Inclusion [CADI])
Denial explanation
Appeal Notice and Instructions
Purpose
The purpose of this notice is to tell you how to appeal a decision that denied, stopped, suspended, reduced or changed your long-term services and supports.
Your right to appeal
You have the right to appeal this decision to a human services judge from the Minnesota Department of Human Services.
How to appeal
There is no special form to make an appeal. A short letter is OK. To appeal:
• Put your appeal request in writing
• Be clear about what you are appealing
• State why you think what was done was wrong
• You can submit this appeal online at:https://edocs.dhs.state.mn.us/lfserver/Public/DHS-0033-ENG or 
• Send a copy of this notice with your appeal request to:Minnesota Department of Human ServicesAppeals DivisionP.O. Box 64941St. Paul, MN 55164-0941651-431-3600 (voice)651-431-7523 (fax)
Time limit
You have 30 days from the day you get this notice to send your appeal request. You may send it to either your assessor/case manager or to the state appeals division at the address above.
If you miss the deadline
If you miss the 30-day deadline, you may still be able to appeal. You need to give the state a good reason why you did not appeal within 30 days and the state must agree with you. If that happens, you can still appeal up to 90 days from the day you received this notice. However, if you would like to keep services the same until the appeal decision, you must submit a written request to the appeals unit at the above address, usually no later than 10 days following the date you received this notice. More instructions are found under "Right to keep services the same until the appeal decision."
Right to keep services the same until the appeal decision
You have a right to request that your services be kept the way they were before you received this notice. To do this, you must send a written request to the appeals unit at the above address. If your services have changed for any other reason indicated, you must file the appeal requesting continuation of services, no later than 10 days following the date you received this notice. If requested, the kind of service and the number of hours you get may be kept at the amount you had at the time of this notice until the Minnesota Department of Human Services decides your appeal.
After the appeal decision
If you requested to keep the same services and hours and you lose your appeal, the state may bill you for the difference between the cost of the services you received and the cost of the services you would have received if you had not requested that the higher level of services continue pending your appeal.
How to prepare for your appeal
You may speak for yourself at the appeal or you can have a friend, relative, advocate or attorney help you. The human services judge will send you a letter telling you when and where to come for the appeal. That letter will tell you more about how to prepare for the appeal.
Questions
If you have questions or do not understand this notice, ask your assessor/case manager or provider to assist you.
Civil Rights Notice
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Discrimination is against the law. The Minnesota Department of Human Services (DHS) does not discriminate on the basis of any of the following:
■         race
■         color 
■         national origin   
■         creed
■         religion
■         sexual orientation
■         public assistance status 
■         marital status
■         age
■         disability
■         sex
■         political beliefs 
Civil Rights Complaints
You have the right to file a discrimination complaint if you believe you were treated in a discriminatory way by a social services agency.
Contact DHS directly only if you have a discrimination complaint:
Civil Rights Coordinator Minnesota Department of Human Services Equal Opportunity and Access Division P.O. Box 64997 St. Paul, MN 55164-0997 651-431-3040 (voice) or use your preferred relay service
Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you believe you have been discriminated against because of any of the following:
■         race 
■         color 
■         national origin   
■         religion
■         creed
■         sex
■         sexual orientation
■         marital status 
■         public assistance status
■         disability
Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
Freeman Building, 625 North Robert Street
St. Paul, MN 55155
651-539-1100 (voice) 
800-657-3704 (toll free)
711 or 800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR@state.mn.us (email)
U.S. Department of Health and Human Services' Office for Civil Rights (OCR)
You have the right to file a complaint with the OCR, a federal agency, if you believe you have been discriminated against because of any of the following:
■         race
■         color
■         national origin   
■         age
■         disability
■         sex
■         religion
Contact the OCR directly to file a complaint:
Director
U.S. Department of Health and Human Services' Office for Civil Rights
200 Independence Avenue SW, Room 509F
HHH Building
Washington, DC 20201
800-368-1019 (voice)
800-537-7697 (TDD)
Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Minnesota Department of Human Services language block. Attention. If you need free help interpreting this document, call the above number.
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The Long-Term Services and Supports Notice of Action for Assessments and Reassessments form is used by county and tribal agencies after a person has had an assessment or reassessment. It helps identify a decision in the program or service delivery and notify the recipient of the program or service of their appeal rights regarding the action(s).
9-17
2-15
	Clear Form: 
	Barcode: 
	Current page: 
	Total pages: 
	Print Blank Form: 
	Date (M/D/YYYY): 
	Agency representative's full name: 
	PMI: 
	Phone number: 
	Street address: 
	City: 
	State: 
	Zip code (5- or 9-digit): 
	Agency name: 
	This is the reason why this service or program was denied. It includes information about how your plan for supports or your access to resources is affected.: 
	NoChange: 
	Reduction: 
	Effective date (M/D/YYYY): 
	Alternative Care (AC): 
	Brain Injury (BI) Waiver: 
	Community Access for Disability Inclusion (CADI) Waiver: 
	Community Alternative Care (CAC) Waiver: 
	DD: 
	Elderly Waiver (EW): 
	Essential Community Supports (ECS): 
	Personal care assistance (PCA): 
	NeedsChange: 
	You chose to change your amount of service: 
	You chose to to use an alternative service: 
	Remove name: 
	Legal citation: 
	Add legal citation: 
	Termination: 
	Consumer Support Grant (CSG): 
	NF: 
	Semi-independent living services (SILS): 
	FinancialEligibility: 
	You do not meet financial eligibility criteria: 
	You chose not to use the CAC waiver program: 
	CorrectiveAction: 
	You do not need the level of care a hospital provides: 
	Denial of services: 
	Age: 
	OtherEligibility: 
	Describe: 
	NeedsMet: 
	You meet eligibility criteria that qualify you for PCA services: 
	You do not meet access criteria: 
	You do not meet disability certification criteria: 
	LevelOfCareNF: 



