| owa Departnment of Hunman Services

MEDI CAI D NOTI CE TO COOPERATE

Dat e:

To: From

RE:

Dear

To date, | have not heard fromyou or received the questionnaire sent to you on
, regarding Medicaid assistance for the above named person.

Pl ease note that non-cooperation will result in cancellation of those benefits

or possible denial of future benefits.

If you have questions or need assistance in conpleting the questionnaire, please
call me collect, if necessary, at the above |isted number.

If | do not hear from you by , I will assune you do not wi sh to cooperate
in conpleting the review and the |ocal agency will be notified of non-
cooperation and will cancel or deny benefits. W wll then attenpt to conplete
the revi ew wi t hout your assistance.

Si ncerely,

Quality Control Reviewer
| owa Departnent of Human Services
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