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You will not be enrolled in Neighborhood INTEGRITY

Dear <Name>:

Your enrollment into Neighborhood INTEGRITY has been cancelled. It may take up to 45
days for your records to be updated. Tell your doctors and other health care providers
(including pharmacy) that if they need to submit claims for your health services and
prescription drugs, there may be a slight delay in updating your records.

Your Medicare and Prescription Drug Coverage

You should be automatically enrolled back into the Medicare health or Medicare Part D
prescription drug plan you were enrolled in before. If you don’t get an enroliment
acknowledgement letter from your previous plan within two (2) weeks of receiving this letter,
contact them to confirm your enrollment. They may request a copy of this letter for their records.
If you are not re-enrolled in the plan you were in, you’ll be covered under Original Medicare.
Medicare may enroll you in a Medicare Part D prescription drug plan.

Your Medicaid Coverage

If you continue to be eligible for Medicaid, you will get your Medicaid benefits from
Neighborhood UNITY. For more information about covered services or member materials, please
call Neighborhood Member Services at 1-844-812-6896 (TTY 711), Monday — Friday, 8:00 am —
8:00 pm, Saturday 8:00 am — 12 noon.

For questions about Medicare, or if you would like to join a Medicare health plan or Medicare
Part D prescription drug plan, please call 1-800-MEDICARE (1-800-633-4227) 24 hours a day,
7 days a week or visit www.medicare.gov. TTY users should call 1-877-486-2048.

If you have questions about this letter, please call the Medicare-Medicaid Plan Enrollment Line
at 1-844-602-3469 (TTY 711), Monday- Friday, 8:30 am- 7:00 pm, Saturday 9:00 am - 12 noon.

Appeals Rights and Deadlines

You have a right to a hearing if you disagree with a decision we have made. You have 30 days



from the date you receive this letter to request an appeal. If you do not request an appeal, you may
lose the right to a hearing. Please see the enclosed appeal form for complete instructions.

After completing Sections | and 11 on the enclosed form,

Please MAIL to:

EOHHS/ Medicare-Medicaid Plan [This address is for mail only.]
Hazard Building LL B23, 74 West Road
Cranston, R1 02920-8409

Or FAX to: (401) 462-3158

If you need help in person or to hand deliver your appeals form, please go to a local Rhode Island
Department of Human Services (DHS) Office. If you have questions about completing the form
or locating a DHS Office, please call the Medicare-Medicaid Plan Enrollment Line at 1-844-602-
3469 (TTY 711), Monday- Friday, 8:30 am- 7:00 pm, Saturday 9:00 am- 12 noon.

[Insert appeals form here]

[<Marketing Material ID: 011 ACKNOWLEDGEMENT OF REQUEST TO CANCEL
ENROLLMENT>]



