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Cabinet for Health and Family Services
[   ] Appeal        
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Department for Community Based Services
[   ] Withdrawal


REQUEST FOR HEARING, APPEAL OR WITHDRAWAL

Case Name 





  County/Supervisor 






Address  






  Case Number 






        
 






   Date 







I am dissatisfied with the recent decision made by the Department for Community Based Services in my case or with services received from the Department for Medicaid Services.  Therefore, I am requesting a hearing before a hearing officer.  My reason is:  













I designate 







 to represent me at the hearing.

Representative's Address  












I understand that legal service and advice are available to me by calling my private attorney or the Legal Aid Office at 

Complete only if applicable.

[   ] I am physically unable to travel to the hearing site and request that my hearing be held at 




[  ] Yes  [  ]No  I request my benefits to continue until my eligibility period ends or the hearing decision is made.  I understand if I continue to receive benefits and the hearing decision is not in my favor, I will need to repay the extra benefits.
[   ] I am dissatisfied with the decision of the hearing officer on the hearing which affects my case.  Therefore, I am 


requesting that the Appeal Board review the hearing officer's decision.

[   ] I hereby withdraw my request for a hearing or appeal. My reason is 







Client or Responsible Party Signature  





Date 




Worker’s Printed Name  







Date 




	

                                   FOR LOCAL OFFICE USE ONLY            [   ] Adverse action notices attached

	REASON FOR ACTION

	[   ] Failure to cooperate

[   ] Absence
 


[   ] Household size

[   ] Excess income

[   ] Excess resources


[   ] Not permanently and totally disabled

[   ] Not incapacitated

[   ] FSETP or KWP issue

[   ] Other 















(specify)

___________________________
___________________________________________
_________________
FSETP or KWP Worker's Name
FSETP or KWP Worker's Address
Telephone Number

[   ] The reason for action is a result of a DETER investigation


	REASON FOR HEARING REQUEST

	[   ] Denial of application

[   ] Delay in action on case 

[   ] Medicaid service

[   ] Discontinuance

[   ] KenPAC



[   ] Managed Care

[   ] Reduction in benefits
[   ] SSI Discontinuance


[   ] Other 




Detailed Explanation:  
















To file a complaint of discrimination with the Commonwealth of Kentucky, write the Office of Human Resource Management EEO Compliance Branch, 275 East Main Street, 5C-D, Frankfort, Kentucky 40621 or call (502) 564-7770.

To file a complaint of discrimination with the USDA, write the USDA, Director, Office of Civil Rights, Room 326-W, Whitten Building, 1400 Independence Avenue, SW, Washington, DC  20250-9410 or call (202) 720-5964 (Voice and TDD).  USDA is an equal opportunity provider and employer.
To file a complaint of discrimination with the Department of Health and Human Services, write to Department of Health and Human Services, Office of Civil Rights, Atlanta Federal Center, Suite 3B70, 61 Forsyth St., SW, Atlanta, GA  30303-8909.
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