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Take action to keep eligible dependents in your plan.

{CURRENT_DATE} Case Number: {CASE_ID}
Dear {First Name} {Last Name},

Someone in your household may no longer qualify to stay in your health plan as an “eligible
dependent.” An eligible dependent is the subscriber’s:

e Spouse or registered domestic partner,
e Tax-dependent child under the age of 26,
e Tax-dependent parent or stepparent who gets more than half of their financial support
from the subscriber,

e Child of any age with a disability who is:

o Not able to work because of a physically or mentally disabling injury,

illness, or condition, and
o Mostly dependent on the subscriber for financial support and care.

If your household member is not an eligible dependent, they may need to enroll in a separate
plan or submit their own application. Call Covered California right away with your household
member at 1-855-312-3255 (TTY 1-888-889-4500).

If your household member is a child with a disability, you will need to give your health
insurance company proof of disability. Make sure to call them directly. Covered California does
not accept proof of disability.

If you do not do anything, Covered California may move your household member into a
separate plan for the 2025 benefit year.

For in-person help, visit CoveredCA.com/find-help.

Thank you,

Covered California

This notice is being sent to you in compliance with title 10 of California Code of Regulations Sections 6496 and
6498.
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https://www.coveredca.com/support/contact-us/

If you think we made a mistake

1. Call Covered California for help at 1-800-300-1506 (TTY: 1-888-889-4500). We are
open Monday — Friday 8 a.m. to 6 p.m.

2. If we cannot solve the problem, you can ask for an appeal. You must ask within 90
days of the date on your eligibility notice. You can ask for an appeal in one of these
ways:

e Online with the State Hearings Division at cdss.ca.gov/Hearing-Requests or
through Covered California at CoveredCA.com/appeals

e Call the State Hearings Division at 1-855-795-0634

e Visit your local county office

You have the right to appeal any eligibility or enroliment decision. This includes, but is not
limited to:

Your eligibility for Covered California or Medi-Cal

The date your health plan coverage starts

Your premium assistance amount or cost-sharing reduction level
You have waited too long for a decision

Your eligibility for an exemption

About appeals

You only have 90 days from the date of your eligibility notice to ask for an appeal. An appeal
decision could change eligibility, enrollment, premium (monthly cost) or cost-sharing reduction
for you or other household members.

Appeal hearings are by telephone, video conference or in person. You can speak for yourself
or be represented (have someone speak for you). For free, local help with your appeal, call the
Health Consumer Alliance at 1-888-804-3536.

If you need health services right away and a standard appeal could put your life or health in
danger, call 1-855-795-0634. Ask for an expedited (fast) appeal.

If you have a Covered California plan, you can ask for continued enroliment. This will let you

keep your health plan and premium assistance amount while you appeal. You must keep
paying your premium (monthly cost).
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Section 1557 of the Patient Protection and Affordable Care Act (ACA)

Covered California complies with applicable federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, sex, gender identity or sexual
orientation. Covered California does not exclude people or treat them differently because of
race, color, national origin, age, disability, sex, gender identity or sexual orientation.

Covered California provides free aids and services to people with disabilities to communicate
effectively with us, such as qualified sign language interpreters and written information in other
formats (large print, audio, accessible electronic formats and other formats). Covered California
also provides free language services to people whose primary language is not English, such as
qualified interpreters and information written in other languages.

If you need these services, contact the Civil Rights Coordinator at 916-228-8764 or by email at
CivilRights@covered.ca.gov.

If you believe that Covered California has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, sex, gender identity or
sexual orientation, you can file a grievance with the Civil Rights Coordinator.

You can file a grievance in the following ways:
Mail: Civil Rights Coordinator

P.O. Box 989725
West Sacramento, CA 95798-9725

Phone: 916-228-8764
Fax: 916-228-8909
Email: CivilRights@covered.ca.gov

You can also file a civil rights complaint with the Office for Civil Rights at the U.S. Department of
Health and Human Services.

Mail: U.S. Department of Health and Human Services
200 Independence Ave. SW, Room 509F, HHH Building
Washington, DC 20201

Phone: 1-800-368-1019 or TTY: 1-800-537-7697
Online: Office for Civil Rights Complaint Portal at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

Complaint forms are available on the U.S. Department of Health and Human Services
Office for Civil Rights website.
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Getting Help in a Language Other than English

IMPORTANT: Can you read this letter? You can call
1-800-300-1506 and ask for this letter translated to your
language or in another format such as large print. For TTY call
1-888-889-4500 where you can also request this letter in
alternate format.

Espafiol IMPORTANTE: ¢ Puede leer esta carta? Usted puede
llamar al 1-800-300-0213 y pedir esta carta traducida en su
idioma o en otro formato como en letras grandes. Para TTY,
llame al 1-888-889-4500, donde también puede pedir esta carta
en algun formato diferente. (Spanish)

hX/FieT EEE  CREEEEEE 2 W
1-800-300-1533 3 ZK K 12 EHE REE U EHVEE S Sl E R EH
AR AR PRI E M - HLTTY - EEHE
1-888-889-4500, 71 n] DUE A B A U H At AR =AY B 14 -
(Chinese)

Tiéng Viét QUAN TRONG: Quy vi c6 thé doc dugc birc thu nay
khéng? Quy vi c thé goi dién dén s 1-800-652-9528 va yéu ciu
duoc dich bire thu nay sang ngdn ngit cla quy vi hodc chuyén
sang dinh dang khac nhu ban in khé 1&n. Ngudi dung TTY, hiy
goi s6 1-888-889-4500 quy vi cling cd thé yéu ciu dinh dang
thay thé khac cho birc thu nay. (Vietnamese)

st=0 SR: 0l HAE &HE == USLII? 1-800-738-9116
o2 A0 A5to| 0|2 HAYL| AL 2 EXfet &2
CHE WA 2 QFSIAA| 2. TTY 1-888-889-4500 0| Al = O]
HX|o| CtE ZBHZ QT == QUELICE (Korean)

Tagalog MAHALAGA: Maaari ba ninyong basahin ang sulat na
ito? Maaari kang tumawag sa 1-800-983-8816 at humiling na
isalin ang sulat na ito sa iyong wika o sa iba pang format katulad
ng malalaking titik. Para sa TTY, tumawag sa 1-888-889-4500
kung saan maaari kang humiling ng alternatibong format ng
sulat na ito. (Tagalog)

- Juai¥l Sy Shaall 138 3o i cliSay Ja sala 4 )
ey o liad ) Les jie ildadl) 13 (il 5 1-800-826-6317
1-888-889-4500 — ol xSl 5 anall Sia jaS oty 45 A
(Arabic) Adlidg Aruay aal) faa cllas u\ La:\\ SiCay Cua

huybpkt YUCEINC ED Tnup Jupny kp Qupnuy wpu
bwdwlp: ?mip Jupny Ep quuquhwupt;

1-800-996-1009 L Quunpk), np wju twdwlp pwupgqdwuyh
Qtp 1kqUny Jud bLq wupgh by wy] dbwswthng,
ophtwl  funpnpunwn: TTY-h hwdwp quiquhwupbp
1-888-889-4500, npukn Juwpnn bp bwb
wypunpuwipuyhtt dbwswthny puinpl] wyju twdwlyp:
(Armenian)

Manigi NS ivunsHRIGHSTEmS:
TNSIRIYIS? NS HAHGSINNEMIUS
1-800-906-8528 SHIAIBIHUMIUMNSS1S:
FIANIURIINAEMN YN S[HHGWIRIS] S Eom
HEPINYSEIY (U 7Ty SIUOEMIIUS 1-888-889-4500
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IR RERAGIPI USRS SEHIgRIS)N
TISNEIRINM (Khmer)

Pyccknii BAXXHAA UHOOPMALMUA: Bbl MOXKeTe NpounTaTtb 3TO
nucbMo? Bbl MorkeTe No3BoHUTL Mo TenedoHy 1-800-778-7695 m
3aMpoCKTb NOJIlyYeHME 3TOro NUCbMa, NepeBefeHHOro Ha Balw
POAHOM A3bIK, UM PacneyaTaHHOro KpynHbIM WpudTom. Jlnua
CO CHUMKEHHbIM C/IYXOM MOTYT NO3BOHWUTb MO TenepoHy
1-888-889-4500, 4To6bI 3aNPOCUTb 3TO MUCbMO B MHOM popMmaTe.
(Russian)

oobad L 2l 5 e Tl g ) Al gl 2l 55 e Ll saga
Ob 49 4l Gyl 4S i Ll 5 2 580 (ulad 1-800-921-8879
Ladi 4y i jd g ya il (5 800 Caa 4 b 2 s 4 i e
O 52,80 (el 1-888-889-4500 > bad L TTY (513 .3 55 Jls )l
4 4l () 4S i€ Cud 5a 50 2l 65 e Opiaas o jled (e (31 5k
(Farsi) .2 58 Ol )l Ladi 43 (5 80 G s

Hmoob TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Koj hu

tau rau 1-800-771-2156 thiab nug kom daim ntawv txais ua yog

koj cov lus los sis yog lwm hom xws lis luam tus ntawv loj. Hu tau

TTY ntawm 1-888-889-4500 ua koj thov hloov tau lwm hom.
(Hmong)

HEEYUL: T 1Y T U UG Thdl & ¢ TH Tl ol STYT 91T & 31arg
FA & fag a1 9 fife it avg fadt o g urea & wra & & fag
1-800-300-1506 TR hiet F¥eh AT H Tehdl & | TTY & forg
1-888-889-4500 U et &< STal 3T 3T Udl &l fhdlt 3179 wreq o
TS YA T SIS FX Tt & | (Hindi)

BE: COXEZFZOCENTEETITHI?HFLENDESE
[CEERESN-XE., FLERELXFHEFNDOBAD
XE#CHLZDHZE. 1-800-300-1506 FTCHBEC IS
LY, TTY DI5E. 1-888-889-4500 [ZHBEEL V== ITh (X
. TOMOBKXDXEFXF) VIR NTH2EETEFE
9, (Japanese)

HISTYJIS: of 3HI for U39 § Uz Aaw 92 3
1-800-300-1506 '3 13 F(d AT d »3 oA U39 & miudt
g feg 7 f9R J9 AgU few, fAd fa €3 uide et Ug
AR J1 Itefe el 1-888-880-4500 3 IS od fd fo
3HI foA U3d © feqsud gu feg AgU Bt 963t <t ad
HA< J| (Punjabi)

drdn: AntanunInauanrinuavuil ldnse L
ALAININARED I8TiluaY 1-800-300-1506

wowe IuUasanunsavuilifumuvonn
wiovolasuulassuuuussnus idusuuudu
wushsnsuna ey dwisuszuy TTY
ammmsnﬁmsia"lﬁﬁ w5 1-888-889-4500
dennuaninsnvaaavansatuil lusuuuudu q 16 (Thai)



	If your household member is a child with a disability, you will need to give your health insurance company proof of disability. Make sure to call them directly. Covered California does not accept proof of disability.

