
MEDICAID WAIVER FOR INFANTS, TODDLERS AND FAMILIES 
NOTICE OF OPPORTUNITY FOR FAIR HEARING 

 
To: Family Member 
 

You have the right to a fair bearing and appeal 'before the Department of Public' Welfare, 
Bureau of Hearings and Appeals if your child is likely to need the level of care specified in the 
Department's Medicaid Waiver for Infants, Toddlers and Families. 
 

You have the right to a fair bearing and appeal if any of .. the following has occurred. 
 

1. You have not been given information about the waiver, including information an how to 
become enrolled. 

 
2. You have not been given the choice to have a determination of your child's level of care. 
 
3. You have not been given the choice to receive waiver funded IFSP services or 

ICF/MR/ORC 
 
4. You have been denied waiver -funded IFSP services of your choice. 

 
 5. You have been denied a waiver funded provider of your choice, or you are dissatisfied 

with a decision to refuse, -suspend, reduce or terminate IFSP services for your child that are 
funded under the Medicaid waiver. 

 
If you want to file an appeal, please refer to further instructions an the back of this form 

and complete and mail the attached Form No. 456-A to: 
 
    Bureau of Hearings and Appeals 

P.O. Box 267S 
Harrisburg, Pennsylvania 17105-267S 
Telephone Number. 717-793-3950 
Fax Number. 717-772-2769 

 
NOTE- If SERVICES ARE AUTHORIZED IN THE CHILD'S CURRENT IFSP. THE FAMILY 
DOES NOT NEED TO APPEAL TO PRESERVE THOSE SERVICES. 
 
REMINDER: YOUR APPEAL MUST BE FILED WITHIN 30 DAYS OF YOUR 
NOTIFICATION Of THE DECISION OR ACTION. If YOU ARE APPEALING A DECISION 
TO REDUCE, SUSPEND OR TERMINATE ELIGIBILITY OR WAIVER FUNDED 
SERVICES.YOU MUST FILE YOUR APPEAL WITHIN 10 DAYS FOR WAIVER FUNDED 
SERVICES OR ELIGIBILITY TO CONTINUE PENDING THE APPEAL DE;CISION. 



INFORMATION ABOUT HEARINGS AND APPEALS 
 

Families of infants and toddlers with serious disabilities have rights to information, choice 
and services under the Medicaid Waiver for Infants, Toddlers and Families. 
 

To find out more about the waiver and your rights, please contact your service coordinator. 
 
 If you want to file an appeal, please complete the Form No. 456-A and refer to the 
following information: 
 

1. The hearing officer will notify I you of the hearing date. 
 
2. You may have a bearing over the telephone or face to face Please complete this 

section of the form to express your preference. 
 

3. If you do not have a phone, you can arrange to use a phone of the County MH/MR 
Program or of a friend, relative or neighbor. 

 
4. You will not be granted a hearing if the action being appealed was solely caused by 

state* or federal law regulation or policy, requiring a change in the type of services 
available to the infant or toddler. 

 
5. At a hearing, you will have the opportunity to testify before the bearing officer and 

present evidence and provide a witness to support your appeal. 
 

6. You can represent yourself at a hearing, or have anyone else represent you. 
 

7. You may have an interpreter 07 other accommodations you need. Be sure to 
indicate what you need an Form No. 456-A. 

 
8. You have the right to a conference with the County MEIMR Program to discuss 

your concern before filing your appeal and before your appeal is taken if you 
contact your service coordinator within 10 days of being notified of the decision. If 
you are dissatisfied with the results of this conference, you 'retain your right to fair 
bearing with the Department if you file your appeal within 10 days of your meeting 
with the County MH/MR Program. 

 
9. Your appeal must be filed within 30 days of the decision at action being taken If 

you are appealing a decision to reduce suspend or terminate eligibility or waiver 
funded services, you must file your appeal within 10 days for waiver funded 
services or eligibility to continue pending the appeal decision. 



FAIR HEARING REQUEST FOR INFANTS, TODDLERS AND FAMILIES WAIVER 
 
 
TO: DEPARTMENT OF PUBLIC WELFARE 
 BUREAU OF HEARINGS AND APPEALS 
 P.O. BOX 2675 
 HARRISBURG, PENNSYLVANIA  17105-2675 
 
CC: COUNTY MH/MR PROGRAM NAME: SPECIFY ___________________________________________ 
 
FR: _________________________________________________________ 
                                                        NAME OF INDIVIDUAL/LEGAL REPRESENTATIVE 

 _________________________________________________________ 
                                                                                                     MAILING ADDRESS 

 _________________________________________________________ 
 

 __________________________      ____________________________ 
                                               DAY PHONE                                                                                              FAX NUMBER 
 

 
I HEREBY REQUEST AN OPPORTUNITY FOR FAIR HEARING BEFORE THE DEPARTMENT OF PUBLIC 
WELFARE BUREAU OF HEARINGS AND APPEALS.  I UNDERSTAND THAT REGARDLESS OF 
WHETHER I FILE THIS REQUEST, MY CHILD IS ENTITLED TO RECEIVE SERVICES AUTHORIZED IN 
THE IFSP. AND THAT THOSE SERVICES WILL BE FUNDED USING NON-WAIVER REVENUES, 
INCLUDING MEDICAL ASSISTANCE, IF MY CHILD CONTINUES TO QUALIFY FOR MEDICAL 
ASSISTANCE. 
 
NAME Of INFANT OR TODDLER RECEIVING SERVICES: _________________________________________ 
 
ACCESS NUMBER OF INFANT OR TODDLER: ___________________________________________________ 
 
I AM APPEALING THE FOLLOWING ACTION: ___________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
PLEASE CHECK ONE OF THE ITEMS BELOW TO INDICATE THE TYPE OF HEARING YOU WANT: 
 
        I WANT A TELEPHONE HEARING 
 
       I WANT A FACE TO FACE HEARING 

 
PLEASE INDICATE IF YOU NEED AN INTERPRETER OR OTHER ACCOMMODATION, AND WHAT 
TYPE Of INTERPRETER OR ACCOMMODATION YOU NEED 
 
       I NEED AN INTERPRETER OR THE FOLLOWING ACCOMMODATION(S): 
 
 
 
____________________________________________________________________________________________ 
 
 
 
 
 
   ___________________________________________________________   __________________ 
                                                                                                                                         SIGNATURE                                                                                                                                DATE 

 




