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Payment Receipt 1

[ 1 We received your TOP Intercept of $31.00 on September 03, 2025 for your debt you
| ] owe for SNAP benefits.

MR S
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]

j If you are under a court order, you must pay as directed by the judge. Otherwise,
| please make payment by check or money order payable to the Kentucky State
i Treasurer. Do not send cash.

Send payment to: Cabinet for Health and Family Services
Claims Management Section
275 E. Main Street 3E-I
Frankfort KY 40621

Please write this claim number, 1000234451, and any other claim number to which
you want this payment to be applied, on your check or money order. We will send you
a receipt showing the amount you paid and what you still owe.

As of this date, this debt is paid in full. This applies to this debt only. You may have
other debts you still owe to this office. If so, you should continue to make regular

payments for those debts.
If you have questions, please contact this office at 502-564-3440.

If you want legal help or advice, call your attorney or local legal aid office at
1-800-292-1862.

Tear here and return the bottom portion with your payment in the enclosed envelope.
Name: JOHN FOUTS Claim Number: 1000234451




-«m Number: 1000234451
' LYou Have the Right:

* To quick action whenever
iy You report a
. io g_et notice of any action.
. O give us information to show the
acthn should not be taken. I
To dlSCl:ISS your cases with a worker.
* To receive fair treatment.

You may have rights under Secti

R.ehal?ililation Act and the Amzcr?coanngo\:it?\f e
Disabilities Aqt. If you have a physical or mental
problem that‘llmits you, such as mental iliness
trouble l_eammg, drug or alcohol addiction '
depression, moving around, hearing or se'eing
you may call DCBS at 1-855-306-8959. '
DCBS accepts calls between 8:00 a.m. and 4:30
pP.m. EST Monday through Friday and betwee'n
9:00 a.m. and 2:00 p.m. EST on Saturday.

Here are some of the ways we can help:

* We can visit you if you are not able to come to
our office.

*  We can tell you what this letter means.
* If you cannot do something we ask, we can
help you or change what you have to do.
* We can help you appeal.
Do Not Send Applications Here

In accordance with federal civil rights laws and

U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies,
offices, and employees, and institutions
participating in or administering USDA programs
are prohibited from discriminating based on race,
color, national origin, sex (including gender
identity and sexual orientation), religious creed,
disability, age, political beliefs, or reprisal or
retaliation for prior civil rights activity in any
program or activity conducted or funded by USDA.
Programs that receive federal financial assistance
from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance
for Needy Families (TANF), and programs HHS
directly operates are also prohibited from
discrimination under federal civil rights laws and
HHS regulations.

Persons with disabilities who require altemative
means of communication for program information
(e.g., Braille, large print, audiotape, American Sign
Language), should contact the agency (state or
local) where they applied for benefits. Individuals
who are deaf, hard of hearing or who have speech
disabilities may contact USDA through the Federal
Relay Service at (800) 877-8339. Additionally,
program information may be made available in
languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA
PROGRAMS

USDA provides federal financial assistance for
many food security and hunger reduction
programs such as the Supplemental Nutrition
Assistance Program (SNAP), the Food Distribution
Program on Indian Reservations (FDPIR) and
others. To file a program complaint of
discrimination, complete the Program
Discrimination Complaint Form, (AD-3027) found
online at:
https://www.usda.gov/sites/default/files/documents

[ad-3027.pdf, and at any USDA office or write a
letter addressed to USDA and provide in the letter
all of the information requested in the form. To
request a copy of the complaint form, call (866)
632-9992. Submit your completed form or letter to
USDA by:

Website: http://chfs.ky.gov 30of4

Date: 09/17/2025

1. mail: Food and Nutrition Service, USDA
1320 Braddock Place, Room 334,
Alexandria, VA 22314; or

2. fax: (833) 256-1665 or (202) 690-7442; of

phone: (833) 620-1071; or

4. email:
ENSCIVILRIGHTSCOMPLAINTS@usda.do.
V.

ol

For any other information regarding SNAP
issues, persons should either contact the US_DA
SNAP hotline number at (800) 221-5689, which
is also in Spanish, or call the state
information/hotline numbers (click the link for a
listing of hotline numbers by state); found online
at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS
PROGRAMS

HHS provides federal financial assistance for
many programs to enhance health and
well-being, including TANF, Head Start, the Low
Income Home Energy Assistance Program
(LIHEAP), and others. If you believe that you
have been discriminated against because of your
race, color, national origin, disability, age, sex
(including pregnancy, sexual orientation, and
gender identity), or religion in programs or
activities that HHS directly operates or to which
HHS provides federal financial assistance, you
may file a complaint with the Office for Civil
Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself
or someone else regarding a program receiving
federal financial assistance through HHS,
complete the form on line through OCR’s
Complaint Portal at https://ocrportal.hhs.gov/ocr/.
You may also contact OCR via mail at:
Centralized Case Management Operations, U.S.
Department of Health and Human Services, 200
Independence Avenue SW, Room 509-F H.H.H.
Building, Washington DC 20201; fax: (202)
619-3818; or email: OCRmail@hhs.gov. For
faster processing, we encourage you to use the
OCR online portal to file complaints rather than
filing via mail. Persons who need assistance with
filing a civil rights complaint can email OCR at
OCRmail@hhs.gov or call OCR toll-free at
1-800-368-1019, TDD 1-800-537-7697. For
persons who are deaf, hard of hearing, or have
speech difficulties, please dial 7-1-1 to access
telecommunications relay services. We also
provide alternative formats (such as Braille and
large print), auxiliary aids and language
assistance services free of charge for filing a
complaint.

This institution is an equal opportunity provider.
Do Not Send Applications Here

You may also file your complaint with the

Cabinet for Health and Family Services,

Office of Human Resource Management,

EEO Compliance Branch,

275 E Main St 5C-D

Frankfort, KY , 40621

or call 1-502-564-7770 ext. 4107.

If you have other complaints about your cases,

you may call the Ombudsman at 1-800-372-2973
or 1-800-627-4702 (TTY).

An Equal Opportunity Employer M/F/D




7777777777777 Claim Number: 1000243978

T b0 MWOT OwW(& AWY TUa",

5904 STHA DR CHFPS WL MY TUroud 470S
{Cuisw 8P Qoihng AWD CosTImmiS D

LOUISVILLE, KY 40299-3051 -
CodTTETWES oWeoDwW e THEFT |
T Qumap TWSELCLL

Payment Receipt

A SENAN AT A Y

|2 SEUTETR

sk

T NUPREI A S e

We received your TOP Intercept of $178.79 on September 03, 2025 for your debt you
owe for SNAP benefits.

If you are under a court order, you must pay as directed by the judge. Otherwise,
please make payment by check or money order payable to the Kentucky State
Treasurer. Do not send cash.

Send payment to: Cabinet for Health and Family Services
Claims Management Section
275 E. Main Street 3E-I
Frankfort KY 40621

Please write this claim number, 1000243978, and any other claim number to which
you want this payment to be applied, on your check or money order. We will send you
a receipt showing the amount you paid and what you still owe.

As of this date, this debt is paid in full. This applies to this debt only. You may have
other debts you still owe to this office. If so, you should continue to make regular

payments for those debts.
If you have questions, please contact this office at 502-564-3440.

If you want legal help or advice, call your attorney or local legal aid office at
1-800-292-1862.

Tear here and return the bottom portion with your payment in the enclosed envelope.
Name: JOHN FOUTS Claim Number: 1000243978

Website: :
ite: http://chfs.ky.qov 10f4 An Equal Opportunity Employer M/F/D




. Number: 1000243978

(You Have the Right:

To quick action whenever you report a
change.

To get notice of any action.

To give us information to show the proposed
action should not be taken.

To discuss your cases with a worker.

To receive fair treatment.

You may have rights under Section 504 of the
Rghal.)l.h.tation Act and the Americans with
Disabilities Act. If you have a physical or mental
problem that limits you, such as mental illness,
trouble Ifzaming. drug or alcohol addiction,
depression, moving around, hearing or seeing,
You may call DCBS at 1-855-306-8959.

DCBS accepts calls between 8:00 a.m. and 4:30
p-m. EST Monday through Friday and between
9:00 a.m. and 2:00 p.m. EST on Saturday.

Here are some of the ways we can help:

+ We can visit you if you are not able to come to
our office.

»  We can tell you what this letter means.

If you cannot do something we ask, we can

help you or change what you have to do.

* We can help you appeal.

Do Not Send Applications Here

In accordance with federal civil rights laws and
U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies,
offices, and employees, and institutions
participating in or administering USDA programs
are prohibited from discriminating based on race,
color, national origin, sex (including gender
identity and sexual orientation), religious creed,
disability, age, political beliefs, or reprisal or
retaliation for prior civil rights activity in any
program or activity conducted or funded by USDA.
Programs that receive federal financial assistance
from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance
for Needy Families (TANF), and programs HHS
directly operates are also prohibited from
discrimination under federal civil rights laws and
HHS regulations.

Persons with disabilities who require alternative
means of communication for program information
(e.g., Braille, large print, audiotape, American Sign
Language), should contact the agency (state or
local) where they applied for benefits. Individuals
who are deaf, hard of hearing or who have speech
disabilities may contact USDA through the Federal
Relay Service at (800) 877-8339. Additionally,
program information may be made available in
languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA
PROGRAMS

USDA provides federal financial assistance for
many food security and hunger reduction
programs such as the Supplemental Nutrition
Assistance Program (SNAP), the Food Distribution
Program on Indian Reservations (FDPIR) and
others. To file a program complaint of
discrimination, complete the Program
Discrimination Complaint Form, (AD-3027) found
online at:
https://www.usda.govi/sites/default/files/documents
/ad-3027.pdf, and at any USDA office or write a
letter addressed to USDA and provide in the letter
all of the information requested in the form. To
request a copy of the complaint form, call (866)

632-9992. Submit your completed form or letter to
USDA by:

Website: http://chfs.ky.qov 30of4

Date: 09/17/2025

mail: Food and Nutrition Service, USDA
1320 Braddock Place, Room 334,
Alexandria, VA 22314: or

2. fax: (833) 256-1665 or (202) 690-7442; or

3. phone: (833) 620-1071; or

4. email:
ENSCIVILRIGHTSCOMPLAINTS@usda.go
V.

For any other information regarding SNAP
issues, persons should either contact the USDA
SNAP hotline number at (800) 221-5689, which
is also in Spanish, or call the state
information/hotline numbers (click the link for a

listing of hotline numbers by state); found online
at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS
PROGRAMS

HHS provides federal financial assistance for
many programs to enhance health and
well-being, including TANF, Head Start, the Low
Income Home Energy Assistance Program
(LIHEAP), and others. If you believe that you
have been discriminated against because of your
race, color, national origin, disability, age, sex
(including pregnancy, sexual orientation, and
gender identity), or religion in programs or
activities that HHS directly operates or to which
HHS provides federal financial assistance, you
may file a complaint with the Office for Civil
Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself
or someone else regarding a program receiving
federal financial assistance through HHS,
complete the form on line through OCR’s
Complaint Portal at https://ocrportal.hhs.gov/ocr/.
You may also contact OCR via mail at:
Centralized Case Management Operations, U.S.
Department of Health and Human Services, 200
Independence Avenue SW, Room 508-F H.H.H.
Building, Washington DC 20201; fax: (202)
619-3818; or email: OCRmail@hhs.gov. For
faster processing, we encourage you to use the
OCR online portal to file complaints rather than
filing via mail. Persons who need assistance with
filing a civil rights complaint can email OCR at
OCRmail@hhs.gov or call OCR toll-free at
1-800-368-1019, TDD 1-800-537-7697. For
persons who are deaf, hard of hearing, or have
speech difficulties, please dial 7-1-1 to access
telecommunications relay services. We also
provide alternative formats (such as Braille and
large print), auxiliary aids and language
assistance services free of charge for filing a
complaint.

This institution is an equal opportunity provider.
Do Not Send Applications Here

You may also file your complaint with the

Cabinet for Health and Family Services,

Office of Human Resource Management,

EEO Compliance Branch,

275 E Main St 5C-D

Frankfort, KY , 40621

or call 1-502-564-7770 ext. 4107.

If you have other complaints about your cases,

you may call the Ombudsman at 1-800-372-2973
or 1-800-627-4702 (TTY).

An Equal Opportunity Employer M/F/D
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As of September 17, 2025, the Claims Management Section has closed your SNAP
debt of $875.00 for benefits received for the months of September 2022 to October

2022. You can stop paying this debt.

As of the date on this notice, claim 1000234451 is paid in full. You may have other
debts you still owe to this office. If so, you should continue to make regular payments

for those debts.
If you need additional information, please contact the Claims Management Section at

502-564-3440.
If you want legal help or advice, call your attorney or local legal aid office at
1-800-292-1862.

An Equal Opportunity Employer M/F/D

Website: http://chfs.ky.qov 10f4
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As of September 17, 2025, the Claims Management Section has closed your SNAP
debt of $875.00 for benefits received for the months of September 2022 to October

2022. You can stop paying this debt.

As of the date on this notice, claim 1000234451 is paid in full. You may have other
debts you still owe to this office. If so, you should continue to make regular payments

for those debts.
If you need additional information, please contact the Claims Management Section at

502-564-3440.
If you want legal help or advice, call your attorney or local legal aid office at
1-800-292-1862.

Website: hitp://chfs.ky.gov 10f4 An Equal Opportunity Employer M/F/D
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I;u Have the Right:

+ To quick action whenever you report a
change.

+ To get notice of any action.

* To give us information to show the proposed
action should not be taken.

* Todiscuss your cases with a worker.

* Toreceive fair treatment.

You may have rights under Section 504 of the
Rehabilitation Act and the Americans with
Disabilities Act. If you have a physical or mental
problem that limits you, such as mental iliness,
trouble leaming, drug or alcohol addiction,
depression, moving around, hearing or seeing,
you may call DCBS at 1-855-306-8959.

DCBS accepts calls between 8:00 a.m. and 4:30
p-m. EST Monday through Friday and between
9:00 a.m. and 2:00 p.m. EST on Saturday.

Here are some of the ways we can help:
* We can visit you if you are not able to come to
our office.
*  We can tell you what this letter means.
+  Ifyou cannot do something we ask, we can
help you or change what you have to do.
* We can help you appeal.
Do Not Send Applications Here

In accordance with federal civil rights laws and
U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies,
offices, and employees, and institutions
participating in or administering USDA programs
are prohibited from discriminating based on race,
color, national origin, sex (including gender
identity and sexual orientation), religious creed,
disability, age, political beliefs, or reprisal or
retaliation for prior civil rights activity in any
program or activity conducted or funded by USDA.
Programs that receive federal financial assistance
from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance
for Needy Families (TANF), and programs HHS
directly operates are also prohibited from
discrimination under federal civil rights laws and

HHS regulations.

Persons with disabilities who require altemative
means of communication for program information
(e.g., Braille, large print, audiotape, American Sign
Language), should contact the agency (state or
local) where they applied for benefits. Individuals
who are deaf, hard of hearing or who have speech
disabilities may contact USDA through the Federal
Relay Service at (800) 877-8339. Additionally,
program information may be made available in
languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA
PROGRAMS

USDA provides federal financial assistance for
many food security and hunger reduction
programs such as the Supplemental Nutrition
Assistance Program (SNAP), the Food Distribution
Program on Indian Reservations (FDPIR) and
others. To file a program complaint of
discrimination, complete the Program
Discrimination Complaint Form, (AD-3027) found
online at:
httgs://www.usda.gov/sites/default/ﬁIes/documents
/ad-3027 pdf, and at any USDA office or write a
letter addressed to USDA and provide in the letter
all of the information requested in the form. To
request a copy of the complaint form, call (866)
632-9992. Submit your completed form or letter to
USDA by:

Website: httg://chfs.ky.gov 30f4
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Date: 09/17/2025

1. mail: Food and Nutrition Service, USDA
1320 Braddock Place, Room 334,
Alexandria, VA 22314; or

2. fax: (833) 256-1665 or (202) 690-7442; or

phone: (833) 620-1071; or

4. email:

FENSCIVILRIGHTSCOMPLAINTS@usda.go

V.

Ul

For any other information regarding SNAP
issues, persons should either contact the US'DA
SNAP hotline number at (800) 221-5689, which
is also in Spanish, or call the state
information/hotline numbers (click the link for a
listing of hotline numbers by state); found online
at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS
PROGRAMS

HHS provides federal financial assistance for
many programs to enhance health and
well-being, including TANF, Head Start, the Low
Income Home Energy Assistance Program
(LIHEAP), and others. If you believe that you
have been discriminated against because of your
race, color, national origin, disability, age, sex
(including pregnancy, sexual orientation, and
gender identity), or religion in programs or
activities that HHS directly operates or to which
HHS provides federal financial assistance, you
may file a complaint with the Office for Civil
Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself
or someone else regarding a program receiving
federal financial assistance through HHS,
complete the form on line through OCR’s
Complaint Portal at https://ocrportal.hhs.gov/ocr/.
You may also contact OCR via mail at:
Centralized Case Management Operations, U.S.
Department of Health and Human Services, 200
Independence Avenue SW, Room 509-F HH.H.
Building, Washington DC 20201; fax: (202)
619-3818; or email: OCRmail@hhs.qgov. For
faster processing, we encourage you to use the
OCR online portal to file complaints rather than
filing via mail. Persons who need assistance with
filing a civil rights complaint can email OCR at
OCRmail@hhs.gov or call OCR toll-free at
1-800-368-1019, TDD 1-800-537-7697. For
persons who are deaf, hard of hearing, or have
speech difficulties, please dial 7-1-1 to access
telecommunications relay services. We also
provide alternative formats (such as Braille and
large print), auxiliary aids and language
assistance services free of charge for filing a
complaint.

This institution is an equal opportunity provider.
Do Not Send Applications Here

You may also file your complaint with the

Cabinet for Health and Family Services,

Office of Human Resource Management,

EEO Compliance Branch,

275 E Main St 5C-D

Frankfort, KY , 40621

or call 1-502-564-7770 ext. 4107.

If you have other complaints about your cases,

you may call the Ombudsman at 1-800-372-2973
or 1-800-627-4702 (TTY).

An Equal Opportunity Employer M/F/D
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As of September 17, 2025, the Claims Management Section has closed your SNAP
debt of $439.00 for benefits received for the months of July 2022 to August 2022. You

can stop paying this debt.

As of the date on this notice, claim 1000243978 is paid in full. You may have other
debts you still owe to this office. If so, you should continue to make regular payments

for those debts.
If you need additional information, please contact the Claims Management Section at

502-564-3440.
If you want legal help or advice, call your attorney or local legal aid office at
1-800-292-1862.

Website: http://chfs.ky.qov 10f4 An Equal Opportunity Employer M/F/D
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_«Number: 1000243978

(¥ou Have the Right:

- To quick action whenever you report a
change.

* To get notice of any action.

« To .give us information to show the proposed
action should not be taken.

* Todiscuss your cases with a worker.

* Toreceive fair treatment.

You may have rights under Section 504 of the
Rghabilitation Act and the Americans with
Disabilities Act. If you have a physical or mental
problem that limits you, such as mental iliness,
trouble learning, drug or alcohol addiction,
depression, moving around, hearing or seeing,
you may call DCBS at 1-855-306-8959.

DCBS accepts calls between 8:00 a.m. and 4:30
p.m. EST Monday through Friday and between
9:00 a.m. and 2:00 p.m. EST on Saturday.

Here are some of the ways we can help:
*  We can visit you if you are not able to come to
our office.
*  We can tell you what this letter means.
+ If you cannot do something we ask, we can
help you or change what you have to do.
*  We can help you appeal.
Do Not Send Applications Here

In accordance with federal civil rights laws and
U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies,
offices, and employees, and institutions
participating in or administering USDA programs
are prohibited from discriminating based on race,
color, national origin, sex (including gender
identity and sexual orientation), religious creed,
disability, age, political beliefs, or reprisal or
retaliation for prior civil rights activity in any
program or activity conducted or funded by USDA.
Programs that receive federal financial assistance
from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance
for Needy Families (TANF), and programs HHS
directly operates are also prohibited from
discrimination under federal civil rights laws and
HHS regulations.

Persons with disabilities who require altemative
means of communication for program information
(e.g., Braille, large print, audiotape, American Sign
Language), should contact the agency (state or
local) where they applied for benefits. Individuals
who are deaf, hard of hearing or who have speech
disabilities may contact USDA through the Federal
Relay Service at (800) 877-8339. Additionally,
program information may be made available in
languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA
PROGRAMS

USDA provides federal financial assistance for
many food security and hunger reduction
programs such as the Supplemental Nutrition
Assistance Program (SNAP), the Food Distribution
Program on Indian Reservations (FDPIR) and
others. To file a program complaint of
discrimination, complete the Program
Discrimination Complaint Form, (AD-3027) found
online at:
https://www.usda.qgovi/sites/default/files/documents
/ad-3027.pdf, and at any USDA office or write a
letter addressed to USDA and provide in the letter
all of the information requested in the form. To
request a copy of the complaint form, call (866)
632-9992. Submit your completed form or letter to
USDA by:

Website: http://chfs.ky.gov 3of4

Date: 09/17/2025

1. mail: Food and Nutrition Service, USDA
1320 Braddock Place, Room 334, 3
Alexandria, VA 22314: or 2

2. fax: (833) 256-1665 or (202) 690-7442; o

phone: (833) 620-1071; or

4. email:
ENSCIVILRIGHTSCOMPLAINTS @usda.go
V.

o

For any other information regarding SNAP
issues, persons should either contact the USPA
SNAP hotline number at (800) 221-5689, which
is also in Spanish, or call the state
information/hotline numbers (click the link for a
listing of hotline numbers by state); found online
at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS
PROGRAMS
HHS provides federal financial assistance for
many programs to enhance health and
well-being, including TANF, Head Start, the Low
Income Home Energy Assistance Program
(LIHEAP), and others. If you believe that you
have been discriminated against because of your
race, color, national origin, disability, age, sex
(including pregnancy, sexual orientation, and
gender identity), or religion in programs or
activities that HHS directly operates or to which
HHS provides federal financial assistance, you
may file a complaint with the Office for Civil
Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself
or someone else regarding a program receiving
federal financial assistance through HHS,
complete the form on line through OCR’s
Complaint Portal at https://ocrportal.hhs.gov/oct/.
You may also contact OCR via mail at:
Centralized Case Management Operations, U.S.
Department of Health and Human Services, 200
Independence Avenue SW, Room 509-F H.H.H.
Building, Washington DC 20201; fax: (202)
619-3818; or emait: OCRmail@hhs.gov. For
faster processing, we encourage you to use the
OCR online portal to file complaints rather than
filing via mail. Persons who need assistance with
filing a civil rights complaint can email OCR at
OCRmail@hhs.gov or call OCR toll-free at
1-800-368-1019, TDD 1-800-537-7697. For
persons who are deaf, hard of hearing, or have
speech difficulties, please dial 7-1-1 to access
telecommunications relay services. We also
provide alternative formats (such as Braille and
large print), auxiliary aids and language
assistance services free of charge for filing a
complaint.

This institution is an equal opportunity provider.
Do Not Send Applications Here

You may also file your complaint with the

Cabinet for Health and Family Services,

Office of Human Resource Management,

EEO Compliance Branch,

275 E Main St 5C-D

Frankfort, KY , 40621

or call 1-502-564-7770 ext. 4107.

If you have other complaints about your cases,

you may call the Ombudsman at 1-800-372-2973
or 1-800-627-4702 (TTY).

An Equal Opportunity Employer M/F/D
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w—e—4.S. Department of the Treasury
§ Bureau of the Fiscal Service
8 P.O. Box 1686
Birmingham, AL 35201-1686

PLEASE RETAIN FOR YOUR RECORDS

09/03/25 i
JOHN R FOUTS ' f bO Moy St
2904 SITKA DR AAM oWl (7 CIMNTEUAS

APT L29

% LOUISVILLE, KY 40299-3051 TV FVLWWZ_Y st
MONEY T povT owt)
T DEMMD _— ,, ,
T TH7E PEPM T3 1AL THEPT 51 £ ﬁM4

o VA
MOoFT if,vff) A:f_d What Happened to My Payment?
gF ™ QWL eoswe Phxuo gy KY Govi
The U.S. Department of the Treasury, Bureau of the Fiscal Service (Fiscal Service), applied all or part of
your payment to delinquent debt that you owe. This action is authorized by federal law. Below is your
payment information:

205868818

= Payment From: Social Security Administration
S Payee Name: JOHN R FOUTS
S Original Payment Amount: $1879.00 Payment Date: 09/03/25
Payee TIN (Last Four): 9858 Payment Type: EFT
Beneficiary TIN (Last F our): 9858 Claim Account Number: 402179858 A
3 Who Do I Owe?
N
S We applied your payment to debt that you owe to the following agency:
KY Cabinet Health and Fam Service TOP Trace Number: 205868818
DIVISION OF FAMILY SUPPORT Account #: 1000243978
CLAIMS MANAGEMENT SECTION Applied To This Debt: $200.43
275 E MAIN ST, CHR BLDG 3E-I Type of Debt: Non-Tax Federal Debt
FRANKFORT KY 40621

502-564-3440

Please see additional pages for other debts, if any.

What Should I Do?

If you agree that you owe the debt, you do not need to do anything. Your debt balance has been reduced. If
you believe that your payment was applied in error, you would like to resolve your debt, or you have
questions abqut your debt or outstanding balance, contact the agency listed under Who Do I Owe. Please
have this notice available when you contact the agency.

Only the agency listed under Who Do I Owe has information about your debt. Before sending a debt tq
Fiscal Service, an agency must send notice to you at the address in its records. The notice explains the
amount and type of debt you owe, the ri ghts available to you, and the agency’s intention to collect the debt
by applying eligible federal payments made to you.

For questions about your debt, please call the agency listed under Who Do I Owe. If you have questions

about the Treasury Offset Pro(frqm., please visit our website at www.ﬁscal.treasu%?ov/TOP. Please do not
contact the Social Security Administration regarding the reduction made in your federal payment ag 5 s

of this offset.

FOR OFFICIAL USE ONLY: SL09/21
0000021221 2058688187150482890157567I’PLOTLTR-POZJOHN02122I
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As stated on page 1 of the enclosed notice, we applied all or part of debts you
owe. You should contact the agencies listed below if you bel?eve yoﬁ?‘;)gisqd:;? ﬂ?ﬁﬂéég in errc);r or

if you have questions about these debts.

-

KY Cabinet Health and Fam Service TOP Trace Num: 205868819

DIVISION OF FAMILY SUPPORT AcetNijm: 1000934351
CLAIMS MANAGEMENT SECTION Amount This Creditor; ~ $52.64
275 E MAIN ST, CHR BLDG 3E-I Creditor: 28 Site: KY '
FRANKFORT KY 40621 |

502-564-3440
PURPOSE: Non-Tax Federal Debt

020967-2-2

00021246

F .
r Official Use Only: 0000021221 2058688187150482890157567TPLOTLTR-PO2JOHNO2 122 |
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iy COMMONWEALTH OF KENTUCKY
Cabinet for Health and Family Services
Department for Community Based
Services
i Division of Family Support

Mailld: 299115819

JOHN FOUTS

2904 SITKA DR

APT L29

LOUISVILLE KY 40299-3051

ANNTRBAN

money, SNAP increases your household's food buying power.

WHO IS ELIGIBLE FOR SNAP?

separately:

1.  The spouse of any household member,

be provided for members who are not applying for benefits.

WHAT ARE THE BASIC REQUIREMENTS?

driver’s license.

2. CITIZENSHIP. Only household members who are U.S. citizens and some legal
residents of the United States are able to receive SNAP. USCIS identification forms

Date: 08/11/2025
Case Number: 112868494

%3/?")7(

Supplemental Nutrition Assistance Program (SNAP) Facts

WHAT IS THE SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM (SNAP)?

SNAP helps people with low income buy enough food for healthy meals. You can use
SNAP to buy food at stores which accept SNAP. When added to your household's other

Any low-income household may get SNAP by meeting basic requirements. A household
is any person, family, or group of people living together who buy and eat food together.
Adult children age 22 or older who live with their parents can have their own case if they
buy and eat food separately. Adult siblings who live together, but not with their parents,
and buy and eat food separately may also have their own SNAP cases.

These people must all be included in one case, even if they buy and eat food

2. Parents living with their natural, adopted, or stepchildren age 21 or younger; and
3. Children age 17 and younger under the control of an adult household member.

You must provide the names and dates of birth of all persons who live in your home.

You must also give us social security numbers (SSNs) for everyone you are applying
for. If an individual needs an SSN or their SSN cannot be verified by a computer match,
the DCBS office will help you apply for one. SSN and immigration status do not have to

1. IDENTITY. You must provide proof of who you are with something such as a

may be required if any member of your household is an immigrant.
Website: http://chfs ky gov 10of4 An Equal Opportunity Employer M/F/D
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. household age 18 th
RATION. Anyone in your -
3. WORK RES:(S;ust sign up for work, Iogk fO( work, and.aCCept Work,s§ \:: 3
who can mbers from work registration. To register, you may an f“‘w

we can excuse me t your local Office of Employmeny ,
Ny KCD-1.13

httgs://focuscareer.ky.gov/career/ or visi
04/22

Training. .
ave to meet a resource limit. Resoyrce, 8/19/2025

in households h :
& r:‘EtSOUg: :ci.coozlnyt icrsc:lt::ie your home, its contents, and personal belongings. v, 10243978
that we

may be required to provide a current bank statement or other proof.

i d still be able to get SNAP
mount of money you can receive an :
> Ltggr::so-rr\h;oﬁr household size. We count money earned by working and other

payments received by any household member as income.

ome. Proof includes pay stubs for the

i to give the office proof of inc '
:r(-)el:/i\g:;"sh; \c/:gle?lgar months or an employer’s statement that shows the money paid to

each person in your home who is working; award letters from Soc_ial Security, Railroad
Retirement, Veterans Administration and/or Worker's Compensation.

Self-employed individuals must provide tax returns. If tax ret_urns are nzt :v:nlatli):)%s
personal records and receipts must be provided for proof of income an educ d' t
You must also report contributions made directly to your household, payments made to
a third party for household expenses, and reimbursements to your hoqsehold for work
or training related expenses. If you have income from someone living in your home, you
must provide a statement from them showing what they pay.

You may be able to get deductions from your income. These include rent, utilities,
legally obligated child support (paid to someone outside of your household), and
child/dependent care expenses. If you are aged or disabled you may be able to get

deductions for medical costs.

Proof may be required for expenses. Examples of proof may include: rent/mortgage
receipts, utility bills, statements of child support payments, child/dependent care

receipts, and medical receipts.

If you qualify, the amount of SNAP you receive depends on your household's size and
income after deductions.

HOW DO YOU APPLY FOR SNAP?
To get SNAP, you must apply and be interviewed by a caseworker. To apply:

¢ Go to https://kynect.ky.gov/benefits; or
e (Call 1-855-306-8959; or
 Visit a local DCBS office

You must have an interview, by phone or in person, to complete your application. if you
need an interpreter, tell us. DCBS will provide one at no cost to you.

You can name someone to be your Authorized Representative. This person can act on
your behalf in completing your interview for SNAP and make purchases for you at the

grocery if you are not able.

Your first month's benefits start from the day we receive your completed and signed
application. Applications received after the office is closed, on weekends, and on
holidays will be dated the next day the office is open.

HOW WILL YOU KNOW IF YOU ARE APPROVED FOR SNAP?

When you file an application, we will send a notice within 30 days to tell you whether
you have been approved or denied for SNAP. If you are approved, the notice will tell
you the amount of SNAP you will receive. The notice will also let you know how long

Website: hitp://chfs ky gov 20f4 An Equal Opportunity Employer M/F/D




Date: U8/11/2025 | -

you will recej .
Ceive benefits ynti| We need more information

;%I‘::; goAJi eGhE'Il' SNAP RIGHT AWAY?
olds may be able to get SNAP within a week of when they apply. We call

t o
hese expedited benefits. To get them, the household must:

‘ I r}:iV?thnthly shelter and utility costs higher than your household's gross
nthly income plus your resources like cash and bank accounts; or
| ’ Have gross monthly income less than $150 and resources, such as cash or
checking/savings accounts, of $100 or less: or
f f Is a destitute migrant or seasonal farm worker household with resources of

$100 or iess.

HOW DO YOU USE SNAP?
The SNAP you receive will be deposited into a SNAP account for you each month. You

will receive an Electronic Benefit Transfer (EBT) card by mail when your case has been
processed and approved.

SNAP can be used like money to purchase almost any food item, except regady-to—eat
hot foods. You may also buy seeds and plants to grow fruits and vegetables with SNAP.

The following items cannot be purchased with SNAP: tobacco, alcoholic beverages, pet
foods, soap or other household products, medicines, gasoline, etc.

Do not use your SNAP to pay on any kind of credit account even if it is for SNAP
eligible food. Do not sell food purchased with SNAP or use SNAP to buy food for

another household.

WHAT ARE YOUR RIGHTS? '
As a person receiving SNAP, you have certain rights. You have the right to:

1. Begin the process of applying for SNAP the same day you contact a DCBS office;
2. Receive SNAP or be notified that you do not qualify for the program within 30 days

after you file your application;
Receive SNAP within a few days if you meet certain requirements and have little or

no money;
4. Have a fair hearing if you disagree with an action taken in your case. At a fair

hearing you will be able to discuss your disagreement with an impartial hearing

officer. If it is found that a mistake has been made in computing your benefits, you

will receive any benefits you lost due to the mistake.

For more information about SNAP call 1-855-306-8959.

In accordance with federal civil rights laws and U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies, offices, and employees, and institutions participating in
or administering USDA programs are prohibited from discriminating based on race, color, national origin,
sex (including gender identity and sexual orientation), religious creed, disability, age, political beliefs, or
reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.
Prog_rams that receive federal financial assistance from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance for Needy Families (TANF), and programs HHS directly
operates are also prohibited from discrimination under federal civil rights laws and HHS regulations.

Per_sons with di_sabilities who require alternative means of communication for program information (e.g.,
Braille, la'rge print, audiotape, American Sign Language), should contact the agency (state or local) where
they applied for benefits. Individuals who are deaf, hard of hearing or who have speech disabilities may
contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program information

may be made available in languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA PROGRAMS

Website: http-//chfs ky goy
3of4 An Equal Opportunity Employer M/F/D



Date: 08y,

Case Number: 112868494
: ial assistance for many food security and hunger reduction )
e pmwdes;i?;rra\m:taigglissma"ce Program (SNAP), the Food Distribution Prograr‘r)\rg?{?m_s such
as the Supplem rs. To file a program complaint of discrimination, complete the ;,%' g? g
am -
10

IR) and othe :
{ictia AD-3027) found online at:
3027.pdf, and at any USDA office or write 5 eye,

Reservations é
‘scriminati Form, (
Discrimination Complalpt !
ps:/Www o /default/files/documents/ad pd !
hitos! -USdal.): \;/:gepsrovide in the letter all of the information requested in the form. To request a
66) 632-9992. Submit your completed form or letter to USDA by:

ddressed to US
(a:opy of the complaint form, call (8

on Service, USDA

il: nd Nutriti
L e Room 334, Alexandria, VA 22314; or

1320 Braddock Place,

2. fax: (833) 256-1665 or (202) 690-7442; or

3. phone: (833) 620-1071; or

4. email: FNSCIVILRlGHTSCOMPLAINTS@usda.gov.
P issues, persons should either contact the USDA SNAP hotline

tion regarding SNA ) L :
el o in Spanish, or call the state information/hotline numbers (click

-5689, which is also L
online at: SNAP hotline.

For any other inform
f hotline numbers by state); found

number at (800) 221
the link for a listing O

CIVIL RIGHTS COMPLAINTS INVOLVING HHS PROGRAMS

many programs to enhance health and well-being, including

TANF, Head Start, the Low Income Home Energy Assistance Program (LIHEAP), and others. If you
believe that you have been discriminated against because of your race, color, national origin, disability,
age, sex (including pregnancy, sexual orientation, and gender identity), or religion in programs or
activities that HHS directly operates or to which HHS provides federal financial assistance, you may file a
complaint with the Office for Civil Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself or someone else regarding a program receiving federal
financial assistance through HHS, complete the form on line through OCR’s Complaint Portal at
https://ocrportal.hhs.gov/ocr/. You may also contact OCR via mail at: Centralized Case Management
Operations, U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room
509-F H.H.H. Building, Washington DC 20201; fax: (202) 619-3818; or email: OCRmail@hhs.gov. For
faster processing, we encourage you to use the OCR online portal to file complaints rather than filing via
mail. Persons who need assistance with filing a civil rights complaint can email OCR at

OCRmail@hhs.gov or call OCR toll-free at 1-800-368-1019, TDD 1-800-537-7697. For persons who are
deaf, hard of hearing, or have speech difficulties, please dial 7-1-1 to access telecommunications relay

services. We also provide alternative formats (such as Braille and large print), auxiliary aids and language
assistance services free of charge for filing a complaint.

HHS provides federal financial assistance for

This institution is an equal opportunity provider.

You may also file your complaint with the Cabinet for Health and Family Services, Office
of Human Resource Management, EEO Compliance Branch, 275 E Main St 5C-D
Frankfort, KY 40621 or call 1-502-564-7770 EXT. 4107.

If you have other complaints about your SNAP case, you can call the Ombudsman’s
Office at 1-800-372-2973 or (TTY) 1-800-627-4702.

To report SNAP fraud or misuse of benefits, call the KENTUCKY FRAUD HOTLINE
1-800-372-2970.
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You gave us the information below about your household. If you are eligible, your
benefits will begin from the date of application on July 23, 2025 or the first day of the
next month. By signing this application, you are stating that you have been advised of

your right to file an application with only name, address and signature.

You are also stating that you have been advised that your household could get
Supplemental Nutrition Assistance Program benefits right away if:

Your monthly shelter expenses are more than your gross monthly income added to

your liquid resources; or
Your liquid resources are $100.00 or less and your gross monthly income is under

$150.00; or
Your liquid resources are $100.00 or less and you live in a destitute migrant or

seasonal farmworker household.

Primary Phone Number

Primary Applicant
1-502-956-0052

JOHN FOUTS

Physical Address
2904 SITKADR

APT L29
LOUISVILLE, KY 40299-3051

You have reported the following people are members of your household who live and

eat together.

Name Birthdate Sex Applying Not Applying
JOHN FOUTS January 31, 1979 M X
JACK A FOUTS April 26, 2011 M X

You have reported the following information for your household members:

Household Resources: $3,817.00
Gross Earned Income: $0.00
Gross Unearned Income: $3,071.00
Dependent Care Expenses: $0.00
Medical Expenses: $365.45
Legal Support Deduction: $0.00
Rent: $62.00
Mortgage: $0.00
1of4 An Equal Opportunity Employer M/F/D

Website: hitp://chfs ky.gov
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Insurance: $0.00
l‘g;t;;(ty $0.00 KCDO-J/.;S
Hity:

Use Standard Utility Allowance: $0N08 '19/2025
Use Basic Utility Allowance: NO 13978
Use Telephone Standard: NO

Use Actual Utility Allowance: NO

Use Internet Standard: YES

If any of the reported information above is wrong or has changed, contact DCBS at
1-855-306-8959 or go into your local office within 10 calendar days. If you don’t have a
social security number you can also call this number for help with your EBT account.
You are also required to inform DCBS of lottery and gambling winnings of $4500 or
more within 10 days of the end of the month in which you have received the winnings.

The collection of this information, including the social security number (SSN) of each
household member, is authorized under the Food and Nutrition Act of 2008, as
amended, 7 U.S.C. 2011-2036. This information will be used to determine if your
household is eligible or continues to be eligible to participate in the Supplemental
Nutrition Assistance Program. We will verify this information through computer matching
programs. This information will also be used to monitor compliance with program

regulations and for program management.

This information may be disclosed to other Federal and State agencies for official
examination, and to law enforcement officials for the purpose of apprehending persons
fleeing to avoid the law.

If a SNAP claim arises against your household, the information on this application,
including all SSN’s, may be referred to Federal and State agencies, as well as private
claims collection agencies, for claims collection action.

Providing the requested information, including the SSN of each household member, is
voluntary. However, failure to provide an SSN will result in the denial of SNAP benefits
to each individual failing to provide an SSN. Any SSN's provided will be used and
disclosed in the same manner as SSN's of eligible household members.

Penalty Warning

Anyone in your household who intentionally breaks any of the following rules may be
stopped from receiving SNAP benefits for one year the first time a rule is broken, two
years the second time, and permanently the third time. The person may also be fined up
to $250,000.00, put in prison up to 20 years, or both. The person may also be subject to

prosecution under other applicable federal laws.

Follow these rules
* Do NOT give false information or hide information to get SNAP benefits.

Do NOT trade or sell SNAP benefits.

* Do NOT use SNAP benefits to buy ineligible items, like alcoholic drinks, soap,
tobacco products, firearms, ammunition, explosives, or a controlled substance

as defined by 21 U.S.C. 802.
* Do NOT use your SNAP benefits for anyone outside of your benefit group OR
use someone else’'s SNAP benefits for your household.

* Do NOT give someone your EBT card and PIN to use if they are not a member
of your benefit group or an authorized representative.

* Do NOT use your SNAP benefits to pay on a credit account, even if the charge
was for SNAP eligible food.

* Do NOT sell food purchased with SNAP benefits.

* Do cooperate with Quality Control.

Website: http://chfs ky goy
20f4 An Equal Opportunity Employer M/F/D
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If you break these rules you may be stopped from getting benefits and you can be
Mo" prosecuted. =
Criminal penalties
' @ » Households found guilty of purchasing a controlled substance as defined by 21

U.S.C. 802, with SNAP benefits shall be disqualified for two years for a first offense
and permanently for a second offense.

¢ Recipients found guilty of purchasing firearms, ammunition and explosives with
SNAP benefits or convicted of trafficking SNAP benefits of $500 or more shall be
disqualified permanently for the first offense.

* Anyone in your household shall be ineligible to participate for 10 years if he/she is
found to have made a fraudulent statement or representation with respect to identity
and residence in order to receive multiple benefits simultaneously.

Anyone in your household who is a fleeing felon or probation or parole violator will be
ineligible for SNAP benefits.

| understand that the information | have provided on the application, including the
information concerning citizenship and immigrant status, is subject to verification by
federal, state, and local officials to determine if the information is true. | understand that
as an applicant for SNAP benefits, | am required to provide a social security number for
everyone who lives in my home for whom | am applying for benefits. (Social security
numbers and immigration status does not have to be provided for members that are not
applying for benefits.) | understand that social security numbers shall be used for
various state and federal matches through the income and eligibility verification system
(IEVS). These matches include, but are not limited to, Social Security, IRS, SSI, wage
records, unemployment insurance, child support enforcement records and other
matches as provided for under the authority of IEVS. This information may be verified
through collateral contacts when discrepancies are found. Information provided under
IEVS, after verification, may affect eligibility for and amount of benefits.

| understand that members of my household age 18 through 59 must register for work
unless they are exempt as explained to me by the DCBS worker. The household
members who must register are being registered by me when | sign this SNAP
application. | further understand that the registered household members may be
required to do employment and training program activities and/or seek and accept
employment. If any household member refuses to follow the employment and training
program requirements when contacted to do so, the household member may be
disqualified from the Supplemental Nutrition Assistance Program. | understand that any
members of my household age 18 through 59 will be disqualified if they refuse, without
good cause, to provide sufficient information pertaining to their employment status or
job availability. | also understand they will be disqualified if they voluntarily, without good
cause, quit a job or reduce their work hours below 30 hours a week.

I understand that | may not receive an increase in SNAP benefits if my household’s
income is reduced because of a penalty imposed under a federal, state or local means
tested public assistance program for failure to comply with program requirements. | also
understand that the noncompliance rules of that program may be used in the SNAP
program to reduce my household's allotment.

| understand that' itis my responsibility to report household expenses, in order to receive
allowable deductions. Failure to report or verify any of these expenses will be seen as a
statement that | do not want to receive a deduction for the unreported expense.

| understand !he questions on this application. I have reviewed the information on this
form anq certify qnder pena]ty of perjury that it is true and correct. If any part of the
information on this application is incorrect, | understand that SNAP benefits may be

deni_eq and that | may be subject to the criminal prosecution rules for knowingly
providing incorrect information.

Website: hitp-//chfs ky gov
3of4 An Equal Opportunity Employer M/F/D
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Case Number: 112868494 Date: 08/11,
-
—
Your Signature
Today's Date
Witness, if you signed with an X
G ooz 2 | S —
In accordance with federal civil rights law and U.S. Department of Agriculture (QSDA)
civil rights regulations and policies, this institution is prohibited from discriminating on
(including gender identity and sexual

the basis of race, color, national origin, sex ual
orientation), religious creed, disability, age, poli | or retaliation for
prior civil rights activity.

tion may be made available i

tical beliefs, or reprisa

n languages other than English. Persons
ative means of communication to obtain program

t, audiotape, American Sign Language), should

where they applied for benefits. Individuals who are

h disabilities may contact USDA through the Federal

Program informa
with disabilities who require altern
information (e.g., Braille, large prin
contact the agency (state or local)
deaf, hard of hearing or have speec

Relay Service at (800) 877-8339.
To file a program discrimination complaint, a Complainant should complete a Form
AD-3027, USDA Program Discrimination Complaint Form which can be obtained online
at: https://www.usda. ov/sites/default/files/documents/ad-3027. df, from any USDA
office, by calling (833) 620-1071, or by writing a letter addressed to USDA. The letter
must contain the complainant’s name, address, telephone number, and a written

fficient detail to inform the Assistant

description of the alleged discriminatory action in su
Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights

violation. The completed AD-3027 form or letter must be submitted to:

1. mail:
Food and Nutrition Service, USDA

1320 Braddock Place, Room 334
Alexandria, VA 22314, or

2. fax:
(833) 256-1665 or (202) 690-7442; or

3. email:
ENSCIVILRIGHTSCOMPLAINTS@usda.gov

This institution is an equal opportunity provider.

You may also file your complaint with the Cabinet for Health and Family Services,
Office of Human Resource Management, EEO Compliance Branch, 275 E Main St
5C-D, Frankfort, KY 40621 or call 1-502-564-7770 ext. 4107.

You or your representative ma ' g, N

: y request a fair hearing either orally or in writing if

disagree with any action taken on y g ityou
= your case. Your case may be

hearing by any person you choose. y be presented at the

A fair heari i
e to?anng may be requested by calling CHFS at 1-855-306-8959, or by sending a
Office of the Attorney General
Office of Administrative Hearings,
Family and Children Division
105 Sea Hero Rd, Suite 2
Frankfort, KY 40601

Website: httn://chfe kv any L
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KIP-105.1

10/22 Date:07/15/2025
Trds) Case Number: 1128684
B Y
. o8
% Mailld: 295625749 -
JOHN FOUTS

2904 SITKA DR
APT L29
LOUISVILLE, KY 40299-3051

Cabinet for Health and
Family Services
Department for Community

L PVED L Based Services
prL mAZL (A : 7O
s Gon ARy Rawee st~ 00

| Please see below for your household coverage. Coverage is based on the information
you gave us.

Who was approved for coverage}

G

Name Program Coverage Start Coverage End
S P Date Date
JOHN FOUTS Long Term Care August 01, 2024 April 30, 2026
Medicaid (LTCM)
Qualified Health See QHP Benefits | December 31, 2025
Plan Summary Section
Below
JACK A FOUTS Qualified Health See QHP Benefits | December 31, 2025
Plan Summary Section
Below
Who was denied for coveragg.
T ————————_———————— ettt e e sttt et

‘ Name l Program ' Denial Effective Date |
9 JOHN FOUTS ‘ Non-SSI Regular Medicaid [ August 01, 2025
j ‘ (ABDM) ‘ w
'Reason: You will not receive benefits because total monthly household income is “
'more than the gross income limit. We based our decision on the rules in: 907 KAR
1 20:020.
'Income limit: $235.00
} JOHN FOUTS ' Medicare Savings Program | August 01, 2025

| e

eason: You will not receive benefits because you are now receiving Medicaid. We
based our decision on the rules in: 907 KAR 1:006.

Income limit: $1,76M

i

Patient Liability Summary’

VDAL dR AN
L P pewd T
Y (P MO

An Equal Opportunity Employer M/F/D
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Website: http://chfs.ky.qov 10f8
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S KCD-1.19

; 04/22
Case Number: 112868494 DfSonA 5/2""'025
“q
" Name |  StartDate End Date Patient Liability
Amount
JOHN FOUTS August 01, 2025 | October 25, 2025 $0.00

Based on your income, the Patient Liability Amount above is the most your lond term
care provider can charge you for each month. We will pay the rest. We will notify your
medical provider of your eligibility and how much they can charge you. There are
some services we will not pay for unless we approve them first.

QHP Benefits Summary]

Name 7 Coverage Year
JACK A FOUTS 2025
JOHN FOUTS 2025

Eligibility Results:
¢ You are eligible to shop for a Qualified Health Plan (QHP).

B D0

Next Steps:
e If you want to enroll in a Health Insurance Plan for the first time because ofa
qualifying “life events” (marriage, birth, loss of health coverage) or you aré already
enrolled in a Health Insurance Plan which is not covering all your healthcare needs, |
then please visit kynect.ky.gov/benefits or call 1-855-459-6328 to enroll or check if |
you are eligible to change your plan at this time. |
On kynect you can compare different Health Insurance Plans and select a plan
~ that's right for you. |
i e If the Health Insurance Plan in which you are enrolled is covering all your ‘
healthcare needs, then you don’t need to select a new plan. ;
'e You will need to select a Health Insurance Plan by the 15th of the month for l
coverage to be effective the 1st day of the next month. ‘
e If you select a Health Insurance Plan after the 15th of the month, your coverage will \
be effective the first day of the second month.
‘e You must pay your premium for coverage to start or continue. If you have not
received an invoice from your insurance company, please reach out to them to

make timely payment. |

Additional Information:

‘e The next open enroliment period is November 01, 2025 through January 15, 2026.

‘e The determinations or assessments in this letter were made based upon 45 CFR
155.305, 155.410, 155.420-430 and 42 CFR 435.603, 435.403, 435.406 and
435.911.

You may check the rules online at
https://apps.legislature.ky.gov/law/kar/TITLE907 . HTM.

Important Medicaid Information J}

| If.you will be turning 65 in the next 90 days, or become eligible for Medicare due to a
%dlsability, there may be actions you need to take. Please refer to the IMPORTANT:
. You may soon be eligible for Medicare insert included in this notice.

i TP e T Y
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Case Number: 112868494 5
Date: 07/15/202

Have questions? Changes to report? }

If you hav i
y € questions or your household circumstances have changed, you can:

e Call us at 1-855-459-6328 or 1-855-306-8959; OR
* Report changes by logging in to the Self-Service Portal at

httgs://kynect.ky.gov/beneﬁts; OR

* Visit a Department for Community Based Services (DCBS) Office. To find a DCBS
office near you go to https:/prd.webapps.chfs.ky.gov/Office_Phone/index.aspx.

Equifax Workforce Solutions (EWS) may have given information used in this action.
EWS did not take this action, so they cannot explain it. You have the right to a free
copy of your EWS file if you ask for it within 60 days. You may dispute the accuracy or |

completeness of the file directly with EWS.

Contact EWS at:

Equifax Workforce Solutions

Attn: Disputes

3470 Rider Trail South

Earth City, Missouri 63045

(866) 222-5880 |

t
‘ 180-029-21862. e j

Website: http://chfs ky.gov 3of8 An Equal Opportunity Employer M/F/D
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Date: 07/15/2\,.

(0 BT Mo LETYE — PchS + curs

st A
IMPORTANT: You may soon be eligible for Medicare SDVLY pyz, 200
v DITAGUD Fuay VX
According to the information on your kynect application, you or so-r‘n.zoﬁ(e‘zr ﬁ%ﬁfﬁ}fw
household will soon turn 65 or may be eligible for Medicare due to a disability- gz
v Y,
Important Next Steps 7wt/7 iy

1. Sign up for Medicare through Social Security: You can sign up for Medicaré by
visiting ssa.gov/benefits/medicare. You can also call Social Security at
1-800-772-1213 (TTY: 1-800-325-0778) or visit your local Social Security office.

Case Number: 112868494

If you don't sign up when you're first eligible, you may have to pay a late enroliment
penalty.

If you already get benefits from Social Security, you'll get Medicare Part A and Part B
automatically when you're first eligible and don't need to sign up. If you think this may
apply to you, you should contact Social Security to find out more.

2. Choose your Medicare coverage: People can qualify for Medicare coverage in‘ .
different ways. For information to help you make a decision about your coverage, visit

Medicare.gov/sign-up-change-plans/get-started-with-medicare.

Pandemic Medicaid

If you are enrolled in Medicaid, you may remain enrolled until the Declared Public
Health Emergency has ended; you will receive notification when this happens. It is
strongly advised that you still take the necessary steps to enroll in Medicare in a
timely manner to avoid possible penalties.

| It is important to not delay your enroliment in Medicare because there may be

penalties for late enroliment
Medicaid Savings Program

Certain lower income Medicare beneficiaries who are not entitled for full Medicaid may
qualify for partial financial assistance with Medicare premiums, deductibles, or
coinsurance. Please contact the Department for Community Based Services at
1-855-306-8959 for more information on how to apply.

When can | sign up for Medicare?

You can first sign up for Part A and/or Part B during the 7-month period that begins 3
months before the month you turn 65, includes the month you turn 65, and ends 3
months after the month you turn 65. This is called the Initial Enroliment Period.

If you don't sign up for Part A (if you have to buy it) and/or Part B (for which you must
pay premiums) during your Initial Enroliment Period, and you don'’t qualify for a Special
Enroliment Period, you can sign up between January 1-March 31 each year. This is
called the General Enrollment Period. If you sign up between January 1-March 31,
your coverage won't start until July 1 of that year, and you may have to pay a higher
Part A and/or Part B premium for late enroliment.

Visit
Medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-perio
ds for more information on when to sign up.

Website: http://chfs k
hitp s.ky.gov 40f8 An Equal Opportunity Employer M/F/D
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% Case Number: 112868494 Date: 07/115/2025
N

{7

For more help

* For questions about Medicare, visit Medicare
; .gov or call 1-800-MEDICARE
(1-800-633-4227). TTY users can call 1-877-486-2048.

For questions about your Medicare enroliment or if you want to apply for
Medicare Part A or Part B, contact Social Security by visiting
www.socialsecurity.gov, calling 1-800-772-1213 (TTY: 1-800-325-0778) or
visiting your local Social Security office.

e For questions about your Medicare Savings Program call the Department for
Community Based Services at 1-855-306-8959.

j For local help

! The Kentucky State Health Insurance Assistance Program (SHIF) pr'owdes _
information, counseling and assistance to seniors and disabled individuals, thqr
families and caregivers. This service is provided at no charge by local, weII-trame?P i
% counselors. You can contact the State Health Insurance Assistance Program (SHIP) a
1-877-293-7447 or https://chfs.ky.gov/agenciesldail/Pages/sh|p.aspx.

Website: hitp://chfs ky.qov 50f8 An Equal Opportunity Employer M/F/D
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Any changes
10 days if you receive State Supplementation or 30 days
for Medicaid. To report changes, visit
kynect.ky.gov/benefits, call DCBS at 1-855-306-8959 or
write the changes on lines below and take this form to a
DCBS office or mail this form to DCBS at P.O. Box 2104,
Frankfort, KY 40602.

| want to report the following changes:

These changes are for the months of:

¥ou Have the Right:..

+ To quick action whenever you report a change.

» To get a notice of any action.

» To give us information to show the proposed action
should not be taken.

« To discuss your case with DCBS.

+ To receive fair treatment.

Complaints about your case? Call the Ombudsman at
1-800-372-2973 or (TTY) 1-800-627-4702.

All Applications for assistance are considered without
regard to race, color, sex, disability, religious creed,
national origin, or political belief.

You may have rights under section 504 of the
Rehabilitation Act and the Americans with Disabilities Act.
If you have a physical or mental condition that limits you,
for example an intellectual disability or trouble with the
following: learning, substance use, mental health,
mobility, hearing, or vision, you may call DCBS at
1-855-306-8959.

Here are some of the ways we can help:

« We can visit you if you are not able to come to our
office.

» We can tell you what this letter means.

« If you cannot do something we ask, we can help you
or make accommodations.

« We can help you appeal.

Call DCBS for other kinds of help.

If you think we have discriminated against you because
of your race, color, religion, sex (including sexual
orientation and gender identity), national origin, or
disability, you may file a complaint.

« Office of Human Resource Management EEO
Compliance Branch
275 E Main St, 5C-D Frankfort, KY 40621
1-502-564-7770 ext. 4107

Date: 07/15/2025

—

Do you disagree with a decision we m

ade about your
benefits? If so, you may ask for a hearing within 30
days from the date of this notice.

=

Want to continue your benefits?

If you want to continue your existing benefits, ask for a
hearing within 10 days from the date of this notice. This
may allow you to get the same benefits until the hearing
ofﬁqer makes a decision or your current certification
period ends, whichever occurs first. You may have to

;Jay back these benefits if the decision is not in your
avor.

If you want your benefits to continue, please include the
following sentence in your written request: "I want my
same benefits continued.”

How do | ask for a Hearing?

+ From your personal page at kynect.ky.gov/benefits; or
« Call DCBS at 1-855-306-8959; or
« Fillin the lines below and return it to DCBS; or

Return to:

Office of the Attorney General
Office of Administrative Hearings
Family and Children Division
105 Sea Hero Rd, Suite 2
Frankfort, KY 40601

| want a hearing because:

Signature Date

What will happen at the Hearing?

+ You may tell your point of view or bring a friend,
relative, or lawyer to speak for you.

- You may bring witnesses and papers to help explain
your situation.

« The hearing officer will decide what the State will do
after hearing from both sides.

- If you disagree with the hearing officer's decision we
will tell you what options you have next.

=25

EPSDT is Early and Periodic Screening, Diagnostic, and
Treatment. This program provides routine preventative
services for children under 21 with a Medicaid card.

* U.S. Dept. of Health & Human Services Office of Cvil EpSDT may find and treat hidden health problems. If

Rights

Atlanta Federal Center, Suite 16T70
(161 Forsyth ST, SW Atlanta, GA 30303-8909
11404-562-7886 or (TDD) 404-562-7884

E"irwm'wmié ’r"}.'" S S s Tl e et e i S M S
* Use the medical card only for the person listed on
that card.
* Do NOT let someone else use your medical card.
* Do NOT give false information or hide information to
get medical coverage.

ey

ol

* If you have other insurance, please provide this along

with your Medicaid card to your medical providers.

If you break these rules, you may be prosecuted for
fraud.

Website: http://chfs.ky.gov 70of 8

your medical provider finds a potential health concern,
they may help find a doctor or clinic for treatment. The
Medicaid program will consider covering any medically
needed service found through EPSDT. Contact your
primary care provider or local health department to ask
for a check-up.

An Equal Opportunity Employer M/F/D
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WAIOALE Ann
~-~a Number: 112868494 2
KCD-1
01117 CCQMMONWEALTH OF KENTUCKY KCD-1.13
921 KAR 3:050 s abinet for Health and Family Services 04/22
epartmgr)t'fc.)r Commun_ity Based Services Date: 08/19/2025
Ivision of Family Support Claim Number: 1000243978
JOHN FouTs
2904 SITKA DR
¥y A
LLE, KY 40299-3051
e 25
—1/( - (97 =

e
Payment Receipt

ot B e sy N B AR M AT N A2

ot L

We received your TOP Intercept of $260.21 on August 01, 2025 f
for SNAP benefits. A oryour debtyou owe

This leaves a balance of $178.79 that you still owe to the Cabinet for Health and
Family Services, Department for Community Based Services.

: If you are under a court order, you must pay as directed by the judge. Otherwise,
4 s please make payment by check or money order payable to the Kentucky State
Sgs _ Treasurer. Do not send cash.

: 5 Send payment to: Cabinet for Health and Family Services
3 i Claims Management Section

275 E. Main Street 3E-I

.2 Frankfort KY 40621

Please write this claim number, 1000243978, and any other claim number to which
you want this payment to be applied, on your check or money order. We will send you
a receipt showing the amount you paid and what you still owe.

If you have questions, please contact this office at 502-564-3440.

If you want legal help or advice, call your attorney or local legal aid office at
180-029-21862.

Tear here and return the bottom portion with your payment in the enclosed envelope.
Claim Number: 1000243978

0> T Do wor
GwE TWES 2 T WAs AoT

10 conee T frrwarzos T D0
e M [y RESHEATL AT L osrls
v%wi'// T pm LETERALT O e

Name: JOHN FOUTS
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o /F/DY /Jgﬂf/b/nt— fLedw
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And

JOHN
2004
\PT

Claim Number: 1000243978
LYou Have the Right:

Zt?a?’a;ﬁ.k action whenever you report a
s ]r'o ggl notice of any action.
* 0 give us information to

action should not be take:.h ke
* Todiscuss your cases with a worker.
* Toreceive fair treatment.
You may have rights under Section 504 of the
R_ehabilitation Act and the Americans with
Disabilities Act. If you have a physical or mental
problem that limits you, such as mental illness,
trouble learning, drug or alcohol addiction,
depression, moving around, hearing or seeing,
you may call DCBS at 1-855-306-8959.
DCBS accepts calls between 8:00 a.m. and 4:30
p-m. EST Monday through Friday and between
9:00 a.m. and 2:00 p.m. EST on Saturday.

Here are some of the ways we can help:
* We can visit you if you are not able to come to

our office.
*  We can tell you what this letter means.
» If you cannot do something we ask, we can

help you or change what you have to do.
« We can help you appeal.

Do Not Send Applications Here

In accordance with federal civil rights laws and
U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies,
offices, and employees, and institutions
participating in or administering USDA programs
are prohibited from discriminating based on race,
color, national origin, sex (including gender
identity and sexual orientation), religious creed,
disability, age, political beliefs, or reprisal or
retaliation for prior civil rights activity in any
program or activity conducted or funded by USDA.
Programs that receive federal financial assistance
from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance
for Needy Families (TANF), and programs HHS
directly operates are also prohibited from
discrimination under federal civil rights laws and

HHS regulations.

Persons with disabilities who require altemative
means of communication for program information
(e.g., Braille, large print, audiotape, American Sign
Language), should contact the agency (state or
local) where they applied for benefits. Individuals
who are deaf, hard of hearing or who have speech
disabilities may contact USDA through the Federal
Relay Service at (800) 877-8339. Additionally,
program information may be made available in
languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA
PROGRAMS

USDA provides federal financial assistance for
many food security and hunger reduction
programs such as the Supplemental Nutrition
Assistance Program (SNAP), the Food Distribution
Program on Indian Reservations (FDPIR) and
others. To file a program complaint of
discrimination, complete the Program
Discrimination Complaint Form, (AD-3027) found
online at:
https://www.usda.gov/sites/default/files/documents
/ad-3027.pdf, and at any USDA office or write a
letter addressed to USDA and provide in the letter
all of the information requested in the form. To
request a copy of the complaint form, call (866)
632-9992. Submit your completed form or letter to
USDA by:

Date: 08/19/2025

1. mail: Food and Nutrition Service, USDA
1320 Braddock Place, Room 334,
Alexandria, VA 22314; or

2. fax: (833) 256-1665 or (202) 690-7442; or

. phone: (833) 620-1071; or

4. email:
ENSCIVILRIGHTSCOMPLAINTS@usda.go
V.

For any other information regarding SNAP
issues, persons should either contact the USDA
SNAP hotline number at (800) 221-5689, which
is also in Spanish, or call the state
information/hotline numbers (click the link for a
listing of hotline numbers by state); found online
at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS
PROGRAMS

HHS provides federal financial assistance for
many programs to enhance health and
well-being, including TANF, Head Start, the Low
Income Home Energy Assistance Program
(LIHEAP), and others. If you believe that you
have been discriminated against because of your
race, color, national origin, disability, age, sex
(including pregnancy, sexual orientation, and
gender identity), or religion in programs or
activities that HHS directly operates or to which
HHS provides federal financial assistance, you
may file a complaint with the Office for Civil
Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself
or someone else regarding a program receiving
federal financial assistance through HHS,
complete the form on line through OCR’s
Complaint Portal at https://ocrportal.hhs.gov/ocr/.
You may also contact OCR via mail at:
Centralized Case Management Operations, U.S.
Department of Health and Human Services, 200
Independence Avenue SW, Room 509-F H.H.H.
Building, Washington DC 20201; fax: (202)
619-3818; or email: OCRmail@hhs.gov. For
faster processing, we encourage you to use the
OCR online portal to file complaints rather than
filing via mail. Persons who need assistance with
filing a civil rights complaint can email OCR at
OCRmail@hhs.gov or call OCR toll-free at
1-800-368-1019, TDD 1-800-537-7697. For
persons who are deaf, hard of hearing, or have
speech difficulties, please dial 7-1-1 to access
telecommunications relay services. We also
provide alternative formats (such as Braille and
large print), auxiliary aids and language
assistance services free of charge for filing a
complaint.

This institution is an equal opportunity provider.
Do Not Send Applications Here

You may also file your complaint with the

Cabinet for Health and Family Services,

Office of Human Resource Management,

EEO Compliance Branch,

275 E Main St 5C-D

Frankfort, KY , 40621

or call 1-502-564-7770 ext. 4107.

If you have other complaints about your cases,
you may call the Ombudsman at 1-800-372-2973
or 1-800-627-4702 (TTY).

v -
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Date: 08/20/2025

Andy Beshear Steven Stack, MD Lisa D. Lee Carmen Hancock
Govemor Secretary Commissioner Division Director
JOHN FOuTs
2904 SITKA DR
APT L29
LOUISVILLE, KY 40299-3051 o —0f -3
AS T (HAVE LEMAL D

ELrom Ly Fom ATV SERVIRES,
VR v WwaDvVen Senuoees freuveor®

Subject: Prior Authorization of Services for Home and Community Based Medicaid _

Waiver Program NEPUIED AL SBRVER isS ¥ D A 7.

T wztt o ATeerT WyDAn. S

M1 ASLUTS DWW OoCut e Im

SoWTUS Ao WEA POV LY ATEOY O

. o G ovewmpur EorsS — VeV Go7,

A prior authorization does not guarantee a provider will receive payment from Medicaid. Awe'7
For the provider to receive payment, the provider certification must be valid on the Asuem_
date(s) of service billed, and the participant must be eligible on the date(s) of service Ty -
billed. It is the provider’s responsibility to maintain provider certification and verify LeyzwicsS

articipant eligibility.
parcipant:sliglbility U ARSDE 8Y

Dear JOHN FOUTS, 1004493296

The following services have been approved: Frotuat LW o HeETY
MATEORS AD [or ol
Service Total Prior Amount Service | Service | Provider i
Authorized | Total Begin End AT
Units/Freque I
ncy o
‘ &L
Case Management: | 1.00 per MON 10/26/2024,  08/13/2025 | 7100497180 -
T1016 : | Access Care | mATMS
Attendant Care: 88.00 per WK 10/26/2024 | 08/13/2025 | 7100941980 - 2nd —
$5108 | | Home Adult Day
Health Care
Goods and Services $995.00 10/29/2024  11/22/2024 ' 71 00497180 -
: T1999 Access Care
The following Items have been approved:
Item(s) Summary
Item Service Service Service Item ltem End | Amount Provider
Begin End Begin Date Total
Date
Lift Chair | Goods and | 10/29/2024 | 11/22/2024 | 10/29/2024 | 11/22/2024 | $995.00 710049718
Light Blue | Services : 0 - Access
T1999 Care

LoV, o7

The following services have been denied: _
— Sawede ! 1 gk o el
Service Reason Requested |Requested |Provider |
Service Service End
Begin
11/25/2024 | 12/31/2024 ‘ 7100497180 - Access Care |

Website: http://chfs.ky.qov 10f2
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Date: 08/20/20, 71866

case Number: 113217022

- e .
Goods and Services : | Lack Of -
71999 ' Information

i

Please note that denied services are listed for information i
P . . al pu will
receive another letter with details of the denial ang any app|i?:all’)7<e)s:psngllyﬁ;(&:'

The following Items have been denied:

Item(s) Summary

Item Service Service Service Item Item End | Amount Provider
Begin End Begin Date Total
Date

$1,295.00 | 710049718
0 - Access

Sequential | Goods and | 11/25/2024 | 12/31/2024 | 11/25/2024 | 12/31/2024
Care

Compressi | Services :

on Device |T1999

If you have questions about prior authorization, please contact the KY UM Call Center
at 800-292-2392.

Full-text versions of waiver regulations are available at:

https://www.chfs.ky.gov/agencies/dms/dca/pages/default.aspx.

An Equal Opportunity Employer M/F/D
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Department for Medicaid Sn:l
Long Term Services and Supports

275 E Main St 6W-B Franjto.
-8B Frankf
P. 502-564-7540 | wwy pie f:-LtifKY 40621

Y Services
TVices

.gov
h
Angz\z::o :aar Steven Stack, Mp Elea Buliss c —
Secretary # armen Ha
Commissioner ivision Director

JOHN FOUTS Division Dire
2904 SITKA DR
APT L29

LOUISVILLE, KY 40299-3051

S e A

-

RE: Loss of Medicaid Waiver Program
Dear JOHN FOUTS, 1004493296

This letter is to let you know you have lost your slot in the Home and Community
o Based Medicaid Waiver Program.

You have lost the slot because of the following reason : No longer accessing services.

Closure Comments : Participant has not received services in over 60 days. Per
regulatory requirements, program closing.

¥ If your circumstances change, contact the person who was your case manager for
help, or submit a new waiver application.

Full-text versions of waiver regulations are available at
https://www.chfs.ky.gov/agencies/dms/dca/pages/default.aspx.

Website: htp://chfs.ky.qov 10f1 An Equal Opportunity Employer M/F/D
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Department for Community Based Services
Division of Family Support
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Did You Know? LAY | TV

Cabinet for Health and Family Services ~ Case Number: 112868494

MAM

A6
If you have a physical or mental limitation that makes it hard for you to: \r/n/g.r T

v
* Apply for cash assistance (known as KTAP), Medicaid, food assistance J d W

(known as SNAP), or other benefits.

. Keep appointments with us.

- o M
. Do a task or activity we ask you to do. g\/\fD lf/'/ CL’\ N
\/\A@ g ~

C s/ DeBS

If you have a physical or mental limitation, tell a worker so they can help you. YWe can
also help you if you care for a family member and that makes it hard for yqu to get
benefits. Below is why and how we can help.

We can help.

Americans with Disabilities Act (ADA)

The law: You have the right under the Americans with Disabilities Act (AJJA) to get help
applying for and keeping benefits. You can get help with any activity neeed to use our
programs.

Who it protects: You have rights under the ADA if any kind of health limitation makes
it hard for you to do something basic and important, like:

» care for yourself

» walk, stand, or sit
* see, hear, or talk
* breathe

* learn

* remember things
* do tasks with your
* work

The limitation can be physical, ﬁe diabetes, asthma, or migraine headaches. Or it can
be mental or emotional, like depression, anxiety, or attention deficit/hyperactivity
disorder (ADHD). It can also be a learning disability, like dyslexia.

You do not have to get disabMo get this help.

How we can help: If you have one or more of these limitations, you have the right to
get help from a DCBS worker. Depending on the nature of your health limitation, this

help may include: é()(/. /171/@7 /Ilﬂ'ﬂ-ﬁ/m" 9 r A/(ED
v o umL "’lﬂ/l"

Website: http://chfs.ky.qov 10of4 An Equal Opportunity Employer M/F/D
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Help filling out applications and getting information and papers We ask you

to give us;
Home visits or telephone interviews if you are unable to come t0 our office:

Phone calls or notices to remind you of appointments or to returm fisieries
information and papers;

A meeting space big enough for medical equipment you need, like 2 walker,
wheelchair, oxygen tank, etc.

Help understanding what the letters we send you mean;

More time to do work activities;
Permission from us not to do work activities;

Help finding a work activity you can do;
Services to help you get ready to do a work activity;
Help filing an ADA grievance if you believe you did not get the help you

needed;

« Other types of help.
If you need help due to a physical or mental limitation, tell a worker what you need in

order to access benefits and services offered by the Department for Community Based

Services.
If you do not get the help you ask for, you may file an ADA grievance by telephone,

mail, or fax to:

Cabinet for Health and Family Services
Office of Human Resource Management
EEO Compliance Branch
275 E Main St 5C-D
Frankfort, KY 40621
Phone 1-502-564-7770, ext. 4107
FAX 1-502-564-3129

In accordance with federal civil rights laws and U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies, offices, and employees, and institutions participating in
or administering USDA programs are prohibited from discriminating based on race, color, national origin,
sex (including gender identity and sexual orientation), religious creed, disability, age, political beliefs, or
reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.
Programs that receive federal financial assistance from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance for Needy Families (TANF), and programs HHS directly
operates are also prohibited from discrimination under federal civil rights laws and HHS regulations.

Persons with disabilities who require alternative means of communication for program information (e.g.,
Braille, large print, audiotape, American Sign Language), should contact the agency (state or local) where
they applied for benefits. Individuals who are deaf, hard of hearing or who have speech disabilities may
contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program information

may be made available in languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA PROGRAMS

USDA provides federal financial assistance for many food security and hunger reduction programs such
as the Supplemental Nutrition Assistance Program (SNAP), the Food Distribution Program on Indian
Reservations (FDPIR) and others. To file a program complaint of discrimination, complete the Program

Discrimination Complaint Form, (AD-3027) found online at:
https://www.usda.gov/sites/default/files/documents/ad-3027 .pdf, and at any USDA office or write a letter

addressed to USDA and provide in the letter all of the information requested in the form. To request a
copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by:

1. mail: Food and Nutrition Service, USDA
1320 Braddock Place, Room 334, Alexandria, VA 22314, or

20f4 An Equal Opportunity Employer M/F/D
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- ~an2025 i KCD-1.14

10/2 2. fax: (83
+ 18X (833) 256-1665 o
(202) 690-7442;
3. phone: (833) 620-1071'or) s

4. il:
email: FNSCIVILRIGHTSCOMPLAINTS usda.gov.

Mi For any other j; i

nf . .
ng ; number at (800) 3’271178;&!; regarding SNAF_’ ISsues, persons should either contact the USDA SNAP hotline
2 the link for o st ; 9, which is also in Spanish, or call the state information/hotline numbers (click
A g of hotline numbers by state); found online at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS PROGRAMS

HHS provides federal financial assistance for many programs to enhance health and well-being, including
gy Assistance Program (LIHEAP), and others. If you

TANF, Head Start, the Low Income Home Ener
believe that you have been discriminated against because of your race, color, national origin, disability,
age, sex (including pregnancy, sexual orientation, and gender identity), or religion in programs or
activities that HHS directly operates or to which HHS provides federal financial assistance, you may file a
complaint with the Office for Civil Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself or someone else regarding a program receiving federal
financial assistance through HHS, complete the form on line through OCR’s Complaint Portal at

https://ocrportal.hhs.gov/ocr/. You may also contact OCR via mail at: Centralized Case Management
Operations, U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room
S09-F H.H.H. Building, Washington DC 20201; fax: (202) 619-3818; or email: OCRmail@hhs.gov. For
faster processing, we encourage you to use the OCR online portal to file complaints rather than filing via
mail. Persons who need assistance with filing a civil rights complaint can email OCR at

OCRmail@hhs.gov or call OCR toll-free at 1-800-368-1019, TDD 5C-D. For persons who are degf, hard
of hearing, or have speech difficulties, please dial 7-1-1 to access telecommunications relay services. We

also provide alternative formats (such as Braille and large print), auxiliary aids and language assistance
services free of charge for filing a complaint.

{ This institution is an equal opportunity provider.
; You may also file your complaint with the Cabinet for Health and Family. Services, Office
of Human Resource Management, EEO Compliance Branch, 275 E Main St 5C-D

1 Frankfort, KY 40621 or call 1-502-564-7770 EXT. 4107. '
If you have other complaints about your SNAP case, you can call the Ombudsman's

Office at 1-800-372-2973 or (TTY) 1-800-627-4702.

30f4 An Equal Opportunity Employer M/F/D
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Civil Rights
CHFS AND CIVIL RIGHTS

The' Kentucky Cabinet for Health and Family Services (CHFS) does not discriminate
against any person on the basis of political beliefs, race, national origin, color, religion,
age, mental or physical disability or sex. This policy protects the rights of the Cabinet's
emp!qyees, service applicants and customers. Vendors, agencies and organizations
providing services to the Cabinet or its recipients of federally aided programs must also

comply with this policy.
CHFS COMMITMENTS

CHFS has made the following commitments:

« No one applying for or receiving assistance or services will directly, or through
contractual or other arrangements, be denied aid, care, services, or other benefits
provided by CHFS for which they are eligible.

« Services will be given in the same manner to all recipients, based on eligibility.

- No one applying for or receiving assistance will be subjected to segregation or
different treatment in any matter related to receipt of the assistance.

- No one applying for or receiving assistance will be restricted in any way in the
enjoyment of any advantages or privileges enjoyed by others receiving similar

services.
« No one will be given different treatment in determining eligibility or meeting other

requirements or conditions that must be met to receive benefits.

« CHFS will maintain an environment free from any type of harassment or
discrimination and will respond promptly and effectively to such complaints.

DISCRIMINATION COMPLAINTS

Any applicant for or recipient of federally aided programs who feels discriminated
against may file a complaint of discrimination.

FILING A COMPLAINT

All complaints of discrimination should be forwarded immediately to the EEO/Civil
Rights Compliance Branch of the Cabinet’s Office of Human Resource Management.

Kentucky Cabinet for Health and Family Services
EEO/Civil Rights Compliance Branch
275 E Main St 5C-D
Frankfort KY 40621
1-502-564-7770

You may file a complaint of discrimination at your local office. The allegation will be

10of4 An Equal Opportunity Employer M/F/D
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forwarded to the Cabinet's EEO/Civil Rights Compliance Branch. You may also file a
complaint with an outside agency.

CONFIDENTIALITY

% The complainant’s identity will be kept confidential except to the extent needed to carry
out the investigation and to remain within the confines of the Kentucky Open Records
Act.
Civil rights complaints may be filed with the following:
Kentucky Cabinet for Health and Kentucky Commission on Human
Family Services Rights ]
EEO/Civil Rights Compliance Branch The Heyburn Building Suite 700
275 E Main St 5C-D 332 W. Broadway Louisville KY 40202
Frankfort KY 40621 1-800-292-5566

1-502-564-7770

US Department of Education
Office for Civil Rights

1. mail:
Food and Nutrition Service, USDA 600 Independence Avenue SW
Washington DC 20202-1100

1320 Braddock Place, Room 334
Alexandria, VA 22314; or 1-800-421-3481

US Department of Agriculture

2. fax:
(833) 256-1665 or (202) 690-7442; or
3. email:
FNSCIVILRIGHTSCOMPLAINTS @usd
1 a.gov
US Department of Health and Human US Department of Justice
Services (HHS) Office of the Assistant Attorney General
Office for Civil Rights Civil Rights Division
200 Independence Avenue SW PO Box 65808
H.H.H. Building, Room 509-F Washington DC 20035-5808
Washington DC 20201 202-514-2151

1-800-368-1019 or TTY1-800-537-7697

! US Department of Labor
[ Office of Federal Contract Compliance
Atlanta Federal Center, Room 7B75
100 Alabama St SW
Atlanta Georgia 30303
404-562-2424

For Recipients of SNAP, WIC or other USDA or HHS funded services:

In accordance with federal civil rights laws and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the
USDA, its agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from
discriminating based on race, color, national origin, sex (including gender identity and sexual orientation), religious creed, disability,
age, political beliefs, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.
Programs that receive federal financial assistance from the U.S. Department of Health and Human Services (HHS), such as
Temporary Assistance for Needy Families (TANF), and programs HHS directly operates are also prohibited from discrimination
under federal civil rights laws and HHS regulations.

Persons with disabilities who require alternative means of communication for program information (e.qg., Braille, large print,
audiotape, American Sign Language), should contact the agency (state or local) where they applied for benefits. Individuals who are
deaf, hard of hearing or who have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339.
Additionally, program information may be made available in languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA PROGRAMS

USDA provides federal financial assistance for many food security and hunger reduction programs such as the Supplemental
Nutrition Assistance Program (SNAP), the Food Distribution Program on Indian Reservations (FDPIR) and others. To file a program
complaint of discrimination, complete the Program Discrimination Complaint Form, (AD-3027) found online at:

https://www.usda.qgovisites/defaultffiles/documents/ad-3027.pdf, and at any USDA office or write a letter addressed to USDA and
provide in the letter all of the information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit

Website: http://chfs.ky.gov 20f4 An Equal Opportunity Employer M/F/D
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1-?%%“5&:&&0;‘3%@ . USDA KCD-1.14
2. fax: (833) 25&1:65‘&& oom 334, Alexandria, VA 22314; or 04/22 <
3. phone: (833) 6201071 ) 00742 or 08/26/2025

4. email: FNSCNtLRIGHTscWPLAlNTS@sda\ggv. 000271866

Fi other informat . .
wg;an ii also : span:ﬁ" Emga‘d"me'g SNAP issues, persons should either contact the USDA SNAP hotline number at (800) 22':)-56089.
- . O [ i i 2 = et . : n
online at: SNAP hotine. State information/hotiine numbers (click the link for a listing of hotline numbers by state); fou

CIVIL RIGHTS COMPLAINTS INVOLVING HHS PROGRAMS

HHS provides federal finandial assistance for many programs to enhance health and well-being, including TANF, Head Start, the
Low Income Home Energy Assistance Program (LIHEAP), and others. If you believe that you have been discriminated against

because of your race, color, national origin, disability. age, sex (including pregnancy, sexual orientation, and gender identity), or

redigion in programs or activities that HHS directly operates or to which HHS provides financial istance, you may file a &
OomplaintwiththeOfﬁceforCivilRights(OCR)forymrsetfo:forsomeoneelse. 2

To file a complaint of discrimination for yourself or someone else regarding a program receiving federal financial >e through

HHS. complete the form on line through OCR's Complaint Portal at https:/iocrportal. hhs. qoviocy, You may also contact OCR via W
mail at: Centralized Case Management Operations, U.S. Department of Health and Human Services, 200 Independence Avenue_

. Room S09-F H.H.H. Building, Washington DC 20201; fax: (202) 619-3818; or email: OCRmail@hhs.gov. For faster processing, vy

we encourage you to use the OCR online portal to file complaints rather than filing via mail. Persons who need assistance with filing
a civil rights complaint can email OCR at OCRmail@hhs.gov or call OCR toll-free at 1-800-368-1019, TDD _1-890-537-7697. Eot /‘}‘AD
persons who are deaf, hard of hearing, or have speech difficulties, please dial 7-1-1 to access telecommunications relay services.
We also provide altemative formats (such as Braille and large print), auxiliary aids and language assistance services free of charge /d_t L

for filing a complaint.
‘A S

This institution is an equal opportunity provider.

Website: http//chfs ky.gov 30f4 An Equal Opportunity Employer M/F/D
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Important Information for All Who Apply

Wg can help you during your application interview if you have a physical or mental
limitation that makes it hard to do what we ask. :

We can get a free interpreter for your interview if you speak a language other than
English or need a sign language interpreter.

To get help, call 1-855-306-8959 Monday to Friday 8:00 a.m. to 4:30 p.m. ET and
Saturdays 9:00 a.m. to 2:00 p.m. ET or TTY (for hearing impaired) at 1-800-627-4702.

When you‘a.pply for benefits, we will ask you to tell us the social security number of
everyone living in your home. You may not need to tell us this information. This notice
tells you when you have to give us this information.

* Anyone who wants to receive KTAP, SNAP, or Medicaid benefits must give us his or
her social security number and tell us about his or her citizenship and immigration
status. If you do not have a social security number, we can help you get one. This
will not delay your application.

» Providing or applying for a social security number is voluntary. Social security
numbers are used to verify your family’s income and to do computer matches with
other agencies such as the Kentucky Department of Employment Services, the
Internal Revenue Service and other matching sources.

» Social security numbers will not be used to report anyone to the United States
Citizenship and Immigration Services (USCIS).

* Anyone applying only for emergency Medicaid does not have to give us his or her
social security number or tell us about his or her citizenship and immigration status.

* If you or anyone else in your home does not want to receive benefits, then you do
not have to tell us about their social security number, citizenship, or immigration
status. Other members of your household can still get benefits, if they qualify.

* Receiving Medicaid, Kentucky Children’s Health Insurance Program (KCHIP), or
SNAP Benefits will not affect your or your family’s ability to change your immigration
status. An exception to this is the use of long-term institutional care, such as a
nursing home.

* Receiving KTAP or Supplemental Security Insurance (SSI) could cause problems for
immigrants who are trying to change their immigration status, especially if the

Website: http://chfs.ky.gov 10f4 An Equal Opportunity Employer M/F/D




868494 Date: 08/11/20,__

*
Case Number: 112
§.$g_§ ' KCD-1.14
benefits are your family’s only income. If this applies to you, talk to an age that ta; 08/26?2‘:)/35
helps immigrants with legal problems before you apply. , gency 00271866

. Refugees and persons granted asylum may receive any ben i i AP
: ; ; ) efit, including KTAF:
without hurting their chances of changing their immigrazlion statu5| grub;c%ming a

U.S. citizen.
In accordance with federal civil rights laws and U.S. Department of Agricull ;1 rights
regulations and policies, the USDA, its agencies, ofﬁceg. and employ?eeS, 2::3 i(,.gﬁ‘?,ﬁg,?;";;:rﬁdpaﬁng in
or administering USDA programs are prohibited from discriminating based on race, color national origin,
sex (including gender identity and sexual orientation), religious creed, disability ag}; po|ﬁical beliefs, or
reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.
Programs that receive federal financial assistance from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance for Needy Families (TANF), and programs HHS directly
operates are also prohibited from discrimination under federal civil rights laws and HHS regulations.
quire altemative means of communication for program information (e.g.,
rican Sign Language), should contact the agency (state or local) where
are deaf, hard of hearing or who have speech disabilities may
00) 877-8339. Additionally, program information

Persons with disabilities who re
Braille, large print, audiotape, Ame
they applied for benefits. Individuals who
contact USDA through the Federal Relay Service at (8
may be made available in languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA PROGRAMS

eral financial assistance for many food security and hunger reduction programs such
m (SNAP), the Food Distribution Program on Indian

USDA provides fed
ination, complete the Program

as the Supplemental Nutrition Assistance Progra
Reservations (FDPIR) and others. To file a program complaint of discrim

Discrimination Complaint Form, (AD-3027) found online at:
httpszllwww.usda,qov/sites/defauh/ﬁlesldocuments/ad-3027.pdf, and at any USDA office or write a letter

, addressed to USDA and provide in the letter all of the information requested in the form. To request a
j copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by:

1. mail: Food and Nutrition Service, USDA

1320 Braddock Place, Room 334, Alexandria, VA 22314; or
2. fax: (833) 256-1665 or (202) 690-7442; or

phone: (833) 620-1071; or

3.
4. email: ENSCIVILRIGHTSCOMPLAINTS@usda.gov.

AP issues, persons should either contact the USDA SNAP hotline
tion/hotline numbers (click

B v g\ R

For any other information regarding SN
number at (800) 221-5689, which is also in Spanish, or call the state informa

the link for a listing of hotline numbers by state); found online at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS PROGRAMS

cial assistance for many programs to enhance health and well-being, including
Income Home Energy Assistance Program (LIHEAP), and others. If you
riminated against because of your race, color, national origin, disability, e
exual orientation, and gender identity), or religion in programs or
activities that HHS directly operates or to which HHS provides federal financial assistance, you may flea
complaint with the Office for Civil Rights (OCR) for yourself or for someone else.
To file a complaint of discrimination for yourself or someone else regarding a program receiving federal
financial assistance through HHS, complete the form on line through OCR'’s Complaint Portal at
https://ocrportal.bhs.gov/ocr/. You may also contact OCR via mail at; Centralized Case Management
Operations, U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room
509-F H.H.H. Building, Washington DC 20201; fax: (202) 619-3818; or email: OCRmail@hhs.qgov. For
faster processing, we encourage you to use the OCR online portal to file complaints rather than filing via
mail. Persons who need assistance with filing a civil rights complaint can email OCR at
OCRmail@hhs.gov or call OCR toll-free at 1-800-368-1019, TDD 1-800-537-7697. For persons who are
deaf, hard of hearing, or have speech difficulties, please dial 7-1-1 to access telecommunications relay
services. We also provide alternative formats (such as Braille and large print), auxiliary aids and language
assistance services free of charge for filing a complaint.

HHS provides federal finan
TANF, Head Start, the Low
believe that you have been disc
age, sex (including pregnancy, s

This institution is an equal opportunity provider.

You may also file your complaint with the Cabinet for Health and Family Services, Office of Human
Resource Management, EEO Compliance Branch, 275 E Main St 5C-D Frankfort, KY 40621 or call
1-502-564-7770 EXT.4107.

Website: http://chfs.ky.qov 20of4 An Equal Opportunity Employer M/F/ID




T ——

" case Number: 112868494

If you have other
1-800-372-2973 or

ey

website NUD

Ccomplaints

(TTY) 1-800

about your SNAP
-627-4702.

\._}\"\ K QOv

Date: 08/11/2025
KCD-1.14

04/22
08/26/2025
Case, you can call the Ombudsman's Office at 000271866
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JOHN FOUTS

2904 SITKA DR
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9_9 94 Department for Community
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I lease see belovv Io' yOUI IOUSB|IO|d coverage. Covel
g age IS based on tl e IHIOI nation

Coverage End
Date

'December 31, 2025

Name Coverage Start

Date

See QHP Benreﬁts',
Summary Section
Below

JACK A FOUTS Qlalified Health \

JOHN FOUTS Qualified Health See QHP Benefits | December 31, 2025
lan Summary Section
Below

Who was denied for coverage).
| _ -
Name Program |  Denial Effective Date
| JOHN FOUTS Qualified Health Plan with September 01, 2025

Payment Assistance

17
\ (APTC)

| Reason: You will not receive benefits because i
J coverage. We based our decnsmn on the rules in: :
JOHN FOUTS Medlcare Savings Program August 01, 2025 - August

31, 2025

Reason You will not receive benefits because you are now receiving Medicaid.
\ based our decision on the rules in: 907 KAR 1:006.

Income limit: $1,761.00 B
JOHN FOUTS Medicare Savmgs Program September Q1, 2 25"

use total monthly household income i
d our decision on the rules in: 907

|

|Reason: You will not receive benefits beca

J : o
'more than the gross income limit. We base

120~020
'Income limit: $1,761.00 -

LU - DLOS T Lo cowTh/ ™

o7 oo A .«wﬁ)l
I B d
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ose coverage will end - .
i Program o
me e T e
- o Long Term Care Medicaid

—
| =1 J— .-t
B emwrouts R e | T 0N
ive benefits because you dp not have an active Leve) d
der. We based our decision on the rules in: 907 KAR

ﬁuE_ﬂ‘?StiVe Date
September’o'-i:zbz% \

ﬂbﬁ:/You will no longer rece

, Rea .
3 / g"feg:re. Please contact your provi
/20:005.
2!
L)
3 Patient Liability Summary] |
| End Late Patient Liability
f Name J Start Date : ‘H
: | Amount W .
" | JOHNFOUTS | August01,2025 | August13, 2025 $5.00
‘ /Esgdon}oum;o;nethe Patient Liability Amount above is the most your long term
|care provider can charge you for each month. We will pay the rest. We will notify your
' medical provider of your eligibility and how much they can charge you. There are

| some services we will not pay for unless we approve them first.
{

5
Coverage Year [ ‘ ! /W(?

Name
o JACK A FOUTS 2025
JOHNFOUTS o 2025 ]
O

Eligibility Results:
‘» You are eligible to shop for a Qualified Health Plan (QHP).

' Next Steps:
' If you want to enroll in a Health Insurance Plan for the first time because of a

qualifying “life events” (marriage, birth, loss of health coverage) or you are already
enrolled in a Health Insurance Plan which is not covering all your healthcare needs,
then please visit kynect.ky.gov/benefits or call 1-855-459-6328 to enroll or check if |

you are eligible to change your plan at this time.
On kynect you can compare different Health Insurance P

that’s right for you.
If the Health Insurance Plan in which you are enrolled is covering all your

healthcare needs, then you don’t need to select a new plan.

You will need to select a Health Insurance Plan by the 15th of the month for
coverage to be effective the 1st day of the next month.
If you select a Health Insurance Plan after the 15th of th

be effective the first day of the second month.
You must pay your premium for coverage to start or continue. If you have not

| received an invoice from your insurance company, please reach out to them to
.~ make timely payment.

|

lans and select a plan

e month, your coverage will

Website: http://chfs.ky.qgov




~s€ Number: 1 12868494 o —

o [Addo o
sonnF itional Informarc.
2904 € { e The nexto Mation: D

i . The determinations

You may check the rules online at
https://apps.legislature.ky.gov/lawlkar/T ITLEQO7.HTM

Important Medicaid Information .
\ If you will be turnin

| Qdisability, there ma
; 'You may

9 65 in the next 90 days, or become eligible for Medicare due to a
y t_Je‘actuons you need to take. Please refer to the IMPORTANT:
soon be eligible for Medicare insert included in this notice.

! Have questions? Changes to report?]]

If you have questions or your household circumstéh;;e;s have 6héhged, you can:

* Call us at 1-855-459-6328 or 1-855-306-8959; OR

* Report changes by logging in to the Self-Service Portal at
https:/kynect.ky.gov/benefits; OR

* Visit a Department for Community Based Services (DCBS) Office. To find a DCBS |
office near you go to https://prd.webapps.chfs.ky.gov/Office_Phone/index.aspx. ‘

Equifax Workforce Solutions (EWS) may have given information used in this action.
EWS did not take this action, so they cannot explain it. You have the right to a free
‘copy of your EWS file if you ask for it within 60 days. You may dispute the accuracy or |
complet e directly with EWS. ‘

Equifax Workforce Solutions

| Attn: Disputes

| 3470 Rider Trail South

Earth City, Missouri 63045
866) 222-5880

Need !egal help?Jj}]

if you want legal help, you may get free legal help from your local legal aid office at |

180-029-21862. /}o
\
oo )4

o -l \PT VR0 A~ o

What is Qualified Health Plan with Payment Assistance (APTC)? /Voul |

Qualified Health Plan with Payment Assistance, also known as APTC, is a tax credit

you can use to help lower the monthly cost of your health insurance. This tax credit is
only available when you get your plan through kynect. It is based on your income and
household size. (AOHTFD o
AT TS 1= pu TPl

%Wvﬂgﬁﬁw srrond e
(444

Frequently Asked Questions (FAQ) ]

Website: http://chfs.ky.gov 3of8 An Equal Opportunity Employer M/F/D
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Case Number: 112868494 Date: 08/20,\

What are Cost-Sharing Reductions (CSRs) or

Cost-Sharing Reductions (CSRs), also call
that reduce your out-of-pocket costs. Speci
for expenses like copays and ded
maximums.

“Special Discounts”?

ed "special discounts”, are extra savings

; ial Discgunts lower the amount that you pay
uctibles. They will decrease your out-of-pocket

L0 WM &7 iy o spidre g 2
What is AIAN?

Native Americans and Alaska Natives, may be eligible for enhanced health coverage
benefits, special discounts, and protections if they are members of a federally

recognized tribe. These benefits are sometimes referred to as AIAN (American Indian
and Alaskan Native) in laws and notices.

Website: http //chfs ky.gov 40f8 An Equal Opportunity Employer M/F/D
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ase Number: 112868494
Date: 08/20/2025

IMP. 2
ORTANT: You may soon be eligible for Medicare

According to the information

A on -
household will soon turn 65 your kynect application, you or someone in your

B -
" may be eligible for Medicare due to a disability.
Important Next Steps

1. Sign up for Medicare th
- Si rough Social ity: i i
\111_388?73%?ag;vébeneﬁtslmedicare. You aca?:!::;Igill\(so:ci(:l‘gzg?ritt}paf?r M
(TTY: 1-800-325-0778) or visit your local Social Sgcurity office.

If you don't sign u i L
penalty. gn up when you're first eligible, you may have to pay a late enroliment

g J;gu alt(eacliy get benef]ts from Social Security, you'll get Medicare Part A and Part B
- lmta ically when you're first eligible and don't need to sign up. If you think this may
pply to you, you should contact Social Security to find out more.

gzﬁChoose your Mgdicare coverage: People can qualify for Medicare coverage in
Ml erent ways. For information to help you make a decision about your coverage, visit
edicare.gov/sign-up-change-plans/get-started-with-medicare.

t is important to not delay your enroliment in Medicare because there may be

penalties for late enroliment )

Medicaid Savings Program y(?v ArAte v }/—""”_;_—‘J " — g
, , I evronds o T HAHE F

Certain lower income Medicare beneficiaries who are not entitled for full Medicaid may /i<

quglify for partial financial assistance with Medicare premiums, deductibles, or
coinsurance. Please contact the Department for Community Based Services at DM/
O AN (28

1-855-306-8959 for more information on how to apply. (_A__—L/'

When can | sign up for Medicare? \/4“, yHEND Y W Ttd—ﬂ' o
v i ML
You can first sign up for Part A and/or Part B during the 7-month period that begins 3 Lvica”
months before the month you turn 65, includes the month you turn 65, and ends 3
months after the month you turn 65. This is called the Initial Enrollment Period. Lexk
i o

you have to buy it) and/or Part B (for which you must /3K

| Enroliment Period, and you don’t qualify for a Special -
Enrollment Period, you can sign up between January 1-March 31 each year. This is

called the General Enroliment Period. If you sign up between January 1-March 31,

your coverage won't start until July 1 of that year, and you may have to pay a higher

Part A and/or Part B premium for late enroliment.

If you don't sign up for Part A (if
pay premiums) during your Initia

Visit
Medicare.gov/sign-up-change-plans/how—do—i-get-parts-a-blpart-a-part—b-sign-up-perio

ds for more information on when to sign up.

Website: http:/chfs.ky.qov 50f8 An Equal Opportunity Employer M/F/D
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01/11 18/22/2
921} Case Number: 112868494 Date: 08/2mber. 2151 286849
4

@ For more help

» For questions about Medicare, visit Medicare.gov or call 1-800-MEDICARE
(1-800-633-4227). TTY users can call 1-877-486-2048.

ARG

¢ For questions about your Medicare enroliment or if you want to apply for
Medicare Part A or Part B, contact Social Security by visiting

www socialsecurity.gov, calling 1-800-772-1213 (TTY: 1-800-325-0778) or
visiting your local Social Security office.

For questions about your Medicare Savings Program call the Department for
Community Based Services at 1-855-306-8959.

P w-r«]
L[]

or local help

- O

The Kentucky State Health Insurance Assistance Program (SHIP) provides
information, counseling and assistance to seniors and disabled individuals, their
families and caregivers. This service is provided at no charge by local, well-trained

counselors. You can contact the State Health Insurance Assistance Program (SHIP
7-293-7447 or https://chfs.ky.gov/agencies/dail/Pages/ship.aspx.

Website: http://chfs.ky.qov 60f8 An Equal Opportunity Employer M/IF/D
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3;’1‘ I7<AR 3:050 e SO Claim Number: T -
.e Number: 112868494

Date: 08/20/2025

- |

e P LR T o (M G e

R

hanges: . .........| HearngDeadl
i :\g)é;;‘:fi\fgfsum your sitsuation should be reported within atina Deadl
53 = A receive i
& Jor .f;rn Medicaid. To report ég‘;::sp‘p\‘:—‘sri?enlahon or30 days Do you disagree with a decision
wm:“;:;klgov/beneﬁts. call DCBS at 1-855-306-8959 benefits? If so, you may ask for w: mgde '
DCBS oe fg::g?(:a?!nt "\i"es below and take this form (°°; days from the date of this nollcea SRR
P Frankfort, KY 40602 is form to DCBS at P.O. Box 2104, Want to conti
t i ntinue your benefits?

. *"&
& | want to report i
3 port the following changes: ::gaoy want to continue your existing benefits, ask for a
e ngﬁ within 10 days from the date of this notice. This
ofﬁz ow you to geAt !he same benefits until the hearing
cer makes a qet:lsuon or your current certification
period ends, whichever occurs first. You may have to
?aa\)'o?ack these benefits if the decision is not in your
These changes are for the months of: A
If you .wanl your benefits to continue, please include the
following sentence in your written request: "l want my
same benefits continued.”

How do | ask for a Hearing?

o get a notice of i
5 give i informaat'ny a(ctuon. i « From your personal page at kynect ky.gov/benefits; of
b el r:on o show the proposed Action + Call DCBS at 1-855-306-8959; or

% discuss your case With DEBS. « Fill in the lines below and return it to DCBS; or

receive fair treatment. Return to:

p . Office of the Attorney General
a@g r Complaints about'your case? Call the Ombudsman at Office of Administrative Hearings

| /\7 1-800-372-2973 or (TTY) 1-800-627-4702. Family and Children Division
,, | Aj@ T —_— . . . 105 Sea Hero Rd, Suite 2
pplications for assistance are considered without Frankfort, KY 40601
| 9‘7/ regard to race, color, sex, disability, religious creed,
national origin, or political belief. | want a hearing because:
r
,(\LA‘/ You may have rights under section 504 of the -

Rehabilitation Act and the Americans with Disabilities Act.
If you have a physical or mental condition that limitsyou, —

< (\ for example an intellectual disability or trouble with the
ﬁ( following: learning, substance use, mental health, e

mobility, hearing, or vision, you may call DCBS at

| 1-855-306-8959. B e

§ i Here are some of the ways we can help: o

i
! . We can visit you if you are not able to come to our Signature Date
¢ s K\y office.

i . We can tell you what this letter means. )

g vﬂ « If you cannot do something we ask, we can help you What will happen at the Hearing?

: or make accommodations. . ) . .

5 . We can help you appeal. + You may tell your point of view or bring a friend,
relative, or lawyer to speak for you.

AR

You may bring witnesses and papers to help explain

Call DCBS for other kinds of help. \ay DI
your situation.

r( e ) « The hearing officer will decide what the State will do
w If you think we have discriminated against you because after hearing from both sides.
of your race, color, religion, Sex (including sexual « If you disagree with the hearing officer’s decision we
U‘f(ks orientation and gender identity), national origin, or will tell you what options you have next.
disability, you may file a complaint. e A —-
EPSDT Heips Keep Your Children Health

. Office of Human Resource Management EEO
ompliance Branch EPSDT is Early and Periodic Screening, Diagnostic, and

275 E Main St, 5C-D Frankfort, KY 40621 Treatment. This program provides routine preventative
1-502-564-7770 ext. 4107 . _ services for children under 21 with a Medicaid card.
» U.S. Dept. of Health & Human Services Office of Civil EpSDT may find and treat hidden health problems. |f
Rights ) your medical provider finds a potential health concern,
( v Atlanta Federal Center, Suite 16770 they may help find a doctor or clinic for treatment The
) ‘ .igorsyth ST, SW Atlanta, GA 30303-8909 Medicaid program will consider covering any medically
%0%-562-7886 or (TDD) 404-562-7884 needed service found through EPSDT. Contact your

— primary care provider or local health department to ask
=1 for a check-up.

ST AR AT R

W‘M(

(686 RUIES:, s s
« Use the medical card only for the person listed on

that card.
| « Do NOT let someone else use your medical card.
2 « Do NOT give false information or hide information to
A ’)/( get medical coverage.
M 32 « If you have other insurance, please provide this along
9« d with your Medicaid card to your medical providers.

If you break these rules, you may be prosecuted for
fraud.

Website: http://chfs.ky.qov 70f8 An Equal Opportunity Employer M/F/D
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CABINET FOR HEALTH AND FAMILY SERVICES
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KCD-1 COMMONWEALTH OF KENTUCKY KCD-1.14 \

01/17 Cabinet for H
ealth and Family Servi
921 . Ily Services 04/22
KAR 3:050 Departmept_fqr Community Based Services Date: 08/26/2025
Division of Family Support Claim Number: 1000271866
205- 09 - O+
JOHN FouTs =3y 1 DO A9( HwE AMY THL A

2904 SITKA DR

APT (29 ey C#‘?‘g OuES ME TH{)MSW
G = PR

LOUISVILLE, KY 40299-3051
ms —> THET cov
OF pow ity + TO HAM

TO fer CHFLD TNV ANY

ML KD MY
o _— - T ——————————— - AMD
| Claim Adjustment | AL
.’mm;_-.-r,: A a 5 P s TERTE o RTINS R I G 0 e gy TRVl 2 S N Y S AT ‘m—e’m/’; VMJ

AT TS A
aghaot AwDY DES e
This change was made because Incorrectly Calculated. FC w2l HNE OF e

PIMAS
You now owe $195.00. _1;‘59"‘77 *lem‘/

On August 26, 2025 your debt was decreased by $46.00.

Please make payment by check or money order payable to the Kentucky State A—D i
Treasurer. Do not send cash. ong £V
/V\/‘iJ:Z/

Send payment to:  Cabinet for Health and Family Services D O
Claims Management Section AWé Ziisiet o LAV
275 E. Main Street 3E-I N~
P nd
Frankfort KY 40621 w X AXD W,_V CWSJ

Please write this claim number, 1000271866, and any other claim numbqr to which you
want this payment to be applied, on your check or money order. We will send you a
receipt showing the amount you paid and what you still owe. D ms /

If you have questions, please contact this office at 1-502-564-3440. 4 (9% ‘ &

If you want legal help or advice, call your attorney or local legal aid office at ‘(ﬂ%

180-029-21862.

Tear here and return the bottom portion with your payment in the enclosed e)Ze(ope.
Claim Numbey/ 1000271866

Name: JOHN FOUTS

Lo 01— oy

(e pae <2 I
Ay QU AT
meﬂﬁ"/ G o

At AT Por- 8T \
7V Q8 pEP UL OD

An Equal Opportunity Employer M/FID ——

Website: http://chfs.ky.gov 10of4



. <laim Number: 1000271866

You Have the Right:

*  To quick action whenever you report a
change.
. ;'_'co, get notice of any action,
s give us information to show t
acthn should not be taken. e propoesd
*  Todiscuss your cases with a worker.
*  Toreceive fair treatment.
You May have rights under Section 504 of the
Rghabllitation Act and the Americans with
Disabilities Act. If you have a physical or mental
problem that limits you, such as mental iliness
trouble leaming, drug or alcohol addiction, '
depression, moving around, hearing or seeing,
You may call DCBS at 1-855-306-8959.
DcCBs accepts calls between 8:00 a.m. and 4:30
p.m. EST Monday through Friday and between
9:00 a.m. and 2:00 p.m. EST on Saturday.

Here are some of the ways we can help:
> We can visit you if you are not able to come to
our office.
> We can tell you what this letter means.
* Ifyou cannot do something we ask, we can
help you or change what you have to do.
*  We can help you appeal.
Do Not Send Applications Here

In accordance with federal civil rights laws and
U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its agencies,
offices, and employees, and institutions
participating in or administering USDA programs
are prohibited from discriminating based on race,
color, national origin, sex (including gender
identity and sexual orientation), religious creed,
disability, age, political beliefs, or reprisal or
retaliation for prior civil rights activity in any
program or activity conducted or funded by USDA.
Programs that receive federal financial assistance
from the U.S. Department of Health and Human
Services (HHS), such as Temporary Assistance
for Needy Families (TANF), and programs HHS
directly operates are also prohibited from
discrimination under federal civil rights laws and

HHS regulations.

Persons with disabilities who require altemative
means of communication for program information
(e.g., Braille, large print, audiotape, American Sign
Language), should contact the agency (state or
local) where they applied for benefits. Individuals
who are deaf, hard of hearing or who have speech
disabilities may contact USDA through the Federal
Relay Service at (800) 877-8339. Additionally,
program information may be made available in
languages other than English.

CIVIL RIGHTS COMPLAINTS INVOLVING USDA
PROGRAMS

USDA provides federal financial assistance for
many food security and hunger reduction
programs such as the Supplemental Nutrition
Assistance Program (SNAP), the Food Distribution
Program on Indian Reservations (FDPIR) and
others. To file a program complaint of
discrimination, complete the Program
Discrimination Complaint Form, (AD-3027) found

online at:
https://www.usda.qgov/sites/default/files/documents

/ad-3027.pdf, and at any USDA office or write a
letter addressed to USDA and provide in the letter

all of the information requested in the form. To
request a copy of the complaint form, call (866)
632-9992. Submit your completed form or letter to

USDA by:

Waeahsita httn://rhfe kv nanv Anfa

Date: 08/26/2025

1. mail: Food and Nutrition Servi

erv
1320 Braddock Place, Room :Iic:; e
Alexandria, VA 22314; or '

fax: (833) 256-1665 or (202) 690-7442; or
phone: (833) 620-1 071; or
4. email:

FNSCIVILRIGHTSCOMPLAINTS@usda.go
v.

@ N

For any other information regarding SNAP
ISSues, persons should either contact the USDA
SNAP hotline number at (800) 221-5689, which
is also in Spanish, or call the state
information/hotline numbers (click the link for a
listing of hotline numbers by state); found online
at: SNAP hotline.

CIVIL RIGHTS COMPLAINTS INVOLVING HHS
PROGRAMS

HHS provides federal financial assistance for
many programs to enhance health and
well-being, including TANF, Head Start, the Low
Income Home Energy Assistance Program
(LIHEAP), and others. If you believe that you
have been discriminated against because of your
race, color, national origin, disability, age, sex
(including pregnancy, sexual orientation, and
gender identity), or religion in programs or
activities that HHS directly operates or to which
HHS provides federal financial assistance, you
may file a complaint with the Office for Civil
Rights (OCR) for yourself or for someone else.

To file a complaint of discrimination for yourself
or someone else regarding a program receiving
federal financial assistance through HHS,
complete the form on line through OCR’s
Complaint Portal at https://ocrportal.hhs.gov/ocr/.
You may also contact OCR via mail at:
Centralized Case Management Operations, U.S.
Department of Health and Human Services, 200
Independence Avenue SW, Room 509-F HH.H.
Building, Washington DC 20201: fax: (202)
619-3818; or email: OCRmail@hhs.gov. For
faster processing, we encourage you to use the
OCR online portal to file complaints rather than
filing via mail. Persons who need assistance with
filing a civil rights complaint can email OCR at
OCRmail@hhs.gov or call OCR toll-free at
1-800-368-1019, TDD 1-800-537-7697. For
persons who are deaf, hard of hearing, or have
speech difficulties, please dial 7-1-1 to access
telecommunications relay services. We also
provide alternative formats (such as Braille and
large print), auxiliary aids and language
assistance services free of charge for filing a
complaint.

This institution is an equal opportunity provider.
Do Not Send Applications Here

You may also file your complaint with the

Cabinet for Health and Family Services,

Office of Human Resource Management,

EEO Compliance Branch,

275 E Main St 5C-D

Frankfort, KY , 40621

or call 1-502-564-7770 ext. 4107.

If you have other complaints about your cases,
you may call the Ombudsman at 1-800-372-2973

or 1-800-627-4702 (TTY).

An Eanal Onnartiinitvy Emnlaver M/E/D
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522?‘3 COMMONWEALTH OF KENTUCKY Date: 08/22/2025
Cabinet for Health and Family Services Case Number: 112868494
Department for Community Based
Services

Maild: 300129968

JOHN FOUTS

290¢ SITKA DR

APT L2¢

LOUISVILLE, KY 40299-3051

Information About Your Benefits

We .hf'ave reviewed your case using the information you gave us. We have made
decisions about these benefits:

o Supplemental Nutrition Assistance Program (SNAP)

Please see each program section for details about your benefits.

SNAP Approval Details

We have approved your Supplemental Nutrition Assistance Program (SNAP)
application. Your SNAP benefits are $23.00 for July, 2025 based on your application
date and your income that month. Yoawill get $23.00 for August, 2025. You will get
ongoing benefits of $23.00 a month from September, 2025 until the end of June, 2028.
We based our decision on the information that you gave us below.

You are approved for the Elderly Simplified Application Project (ESAP) benefits which
is part of the Supplemental Nutrition Assistance Program (SNAP) benefits. ESAP is
designed to simplify the application process for households with no earned income
where all adults are elderly (age 60 and older) and/or disabled.

If you or someone in your household has received a SNAP overpayment, we
may use part or all of the amount above to pay it back.

Your Benefits are Based On -

Gross Income (before taxes or deductions) \
Earned (money from a job) $0.00 ‘
Unearned (money from other sources) $3,096.00

Expenses and Deductions W ){%ybg W '—-n/[ /,‘,gp 2L

SNAP rules do not always allow us to count all the expenses you report. Here are
your expenses and the amounts we were allowed to deduct:

Allowa

|

An Equal Opportunity Employer M/F/D
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The following changes must be reported no later than 10 days after
month the change occurs:

1. When the gross income for your household size exceeds the income limit listgd
above; or

2. When a member of your household age 18 through 54 years old, and subfect to
ABAWD (Able Bodied Adults Without Dependents) requirements, has their work
hours reduced to fewer than 20 hours a week.

Gross income means the amount of all earned and unearned income befére any
deductions, such as taxes, are taken out.

You will get SNAP benefits for:
JOHN FOUTS

JACK A FOUTS -
MO SARQuEY A~ FOLI
oWV K 4 IV proces & sS4 =
o Because you applied for SNAP benefits after the 15th o the month, you may get
i n‘i/ P benefits for two months at the same time.

peloiVe
s

The table below lists the income limit used for July 2025 ongoing benefits.

Household | | ‘ 1 % ‘ | ”
AW v | Size | 1 | 2 3 4 | 5 6 | 7 ‘ s | A;Aidminal
Vg ok | ‘ | ‘ “ lember

e A T— et L ||

Income Limit ' $2510 | $3408  $4304 | $5200 | $6,098 | $6.994  $7.800 | $6.788 $898

Need help? Have questions? N
To get help or ask questions about any of the programs, call 1-855-306-8959.

Need Legal help? J NN

Website: http://chfs ky.gov 20f6 An Equal Opportunity Employer M/F/D




Date: 08/22/2025
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If you want legal help, you May be able to get free legal help from your local legahajd \
office at 180-029-218¢7.
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s To quick action whenever You re; =
e  Toget notice of any action, porta change.
«  Togive us information to sho
_T_hould not be taken. e raposs #ctlon
- o discuss your benefits with 3
L Wi
. To receive fair treatment. e

SO

Complaints about your case? Call
? the O
1-800-372-2973 or (TTY) 1—800-627«170?bUdsman o

You may have rights under Secti
: L ction 504 of the R
;r;i ttf;'e An;(lencans with Disabilities Act. If You have a physi
leamingprgmgmormlat I::mlts You, such as menta| illness ptrt);tsjltt):lzl o
ing, alcohol addiction i ine
hearing or seeing, call 1-855-306~§g§§.r Sesan; foving S)

Call 1-855-306-8959. fo i
the ways we can helb: r other kinds of help. Here are some of

*  Wecan call you if
e you if you are not able to come to our

ehabilitation Act

We can tell you what this lett
er means.
. If you cannot do something we ask wse cal
3\; chang: what you have to do.
€ can help you resolve problems wi
without
*  Wecan help You request a hearing. S

n help you

aring.

2 il
rmation or hide information to

. Do NOT give false infol

get benefits.

. o NOT let someo i

el ne else use your medical card or

. If you have other i
P b Ay Insurance, you need to use that

* Do NOT trade or sell SNAP benefits.

. Do NOT sell food purchased with SNAP benefits.

* Do NOT use your SNAP benefits for anyone outside
of your benefit group OR use someone else's SNAP
benefits for your household.

. po NOT give someone your EBT card and PIN to use
if they are not a member of your benefit group or an
authorized representative.

* Do NOT use the EBT card for any cash benefit
transaction or ATM withdrawal at liquor stores,
adult-oriented entertainment facilities, casinos,
gambling casinos, or gaming establishments.

[HOWTO GET A HEARING: ™" o |

Do you disagree with something we have done or told you we
were going to do? If so, you may ask for a hearing within:

e 90 days of receipt of a SNAP eligibility notice

e 30 days of receipt of a Cash Assistance
(KTAP/Kinship Care/FAST) eligibility notice

. 30 days of receipt of a Medicaid eligibility notice

e 30 days of receipt of a Qualified Health
Plan/APTC eligibility notice

e 30 days of receipt of a State Supplementation
eligibility notice

e 30 days of receipt of a CCAP eligibility notice

A hearing can be requested:

. From your personal page at kynect.ky.gov/benefits; Or
By calling DCBS at 1-855-306-8959; Or _

e By attaching a separate sheet of paper to explam your
reason for requesting a hearing, including a signature
and date. Then:

Return to any DCBS office; OR
Send to:

Office of the Attorney General
Office of Administrative Hearings
Family and Children Division

105 Sea Hero Rd, Suite 2
Frankfort, KY, 40601

What will happen at the hearing?

Date: 08/22/2025

You ma

Y tell your g
relati ide of tf : "
e;?;h:;/:,', (l,; _'awyer % a;!?ottyoryou or bring a friend,

i - O Spe: 2

. ?_trc:ry_ N witnesses ang Papers to help tell your

e hean'ng offi .

f Cer will decide wh i
a at th

. afterhearing pog, sides of the story. © State will do

You will be tof
% d what to i £ B
hearing officer's decisiogfJ aeioomeaifis

The U.s :
ased on ?:&a"mfm of Agriculture also prohibits discrimination
disability, age. color, national origin, sex, religious creed,
g political beliefs or reprisal o retaliation for prior

civil rights activity j :
fundeg by Scslg';\y !N any program or activity conducted or

E;mr;i I\glttl'jl disabilities who require alternative means of
atdiota ea A?: for Program information (e.g. Braille, large print,
Aosen p§ta encan Sign Language, etc.), should contact the

| % ency (State or local) where they applied for benefits.

n wnq'u.als Who are deaf, hard of hearing or have speech
dlsal?ulmes may contact USDA through the Federal Relay
Service at 1-800-877-8339.

Additionally, program information may be made available in
languages other than English.

To file a program complaint of discrimination, complete the

USDA Program Discrimination Complaint Form , (AD-3027),

found online at:

httg://www.ascr.usda.govlcomglaint filing cust.html, and at any

USDA office, or write a letter addressed to USDA and provide in
the letter all of the information requested in the form. To request
a copy of the complaint form, call (866) 632-9992. Submit your
completed form or letter to USDA by:

(1) mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250

(2) fax: (202) 690-7442; or

(3) email: program.intake@usda.gov

For any other information dealing with Supplemental Nutrition
Assistance Program (SNAP) issues, persons should either
contact the USDA SNAP Hotline Number at (800) 221-5689,
which is also in Spanish or call the State Information/Hotline
Numbers (click the link for a listing of hotline numbers by State);
found online at

http://www.fns.usda.gov/snap/contact_info/hotlines.htm.

To file a complaint of discrimination regarding a program
receiving Federal financial assistance through the U.S.
Department of Health and Human Services (HHS), write: HHS
Director, Office for Civil Rights, Room 515-F, 200 Independence
Avenue SW,Washington DC, 20201 or call (202) 619-0403
(voice) or (800) 537-7697 (TTY).

This institution is an equal opportunity provider.

You may also file your complaint with the Cabinet for Health and
Family Services by writing or calling:

Office of Human Resource Management
EEO Compliance Branch

275 E Main St 5C-D

Frankfort KY, 40621

1-502-564-7770 ext. 4107
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* URGENT - Response to Medicaid and SNAP
Determinations — Requiring Immediate Corrective
Action and State and Federal Level Audit -

Date: 2025-08-07

To Whom It May Concern,

i

This is a formal official and legal response disputing the recent Medicaid and SNAP

determination notices, including the ABDM Medicaid termination effective July 1,

2025, and the denial of medically necessary SNAP deductions.

This letter also preserves my intent to sue, demands immediate corrective action, and
formally requests a full audit with federal oversight.

Violations and Summary of Claims

« | was not granted a meaningful or “fair” hearing regarding SNAP or Medicaid services.

This explicitly violates Due Process.

My mail is routinely tampered with, and | am denied ADA-required accommodations
including communication via fax or email - explicitly violating ADA Accommodations.

« The hearing officer, Diane Barber, admitted the notice for hearing was postmarked August
30, 2024 — only 1 business day before the September 3, 2024 hearing as notated

previously.

« Lucinda Lawrence explicitly stated no medical expenses would be considered, in direct
violation of SNAP federal law (7 CFR § 273.10(d)(4)).

« The Kentucky Attorney General’s office refused to assist, despite clear violations of ADA,
Medicaid, VAWA, 1915¢, Olmstead Act, and SNAP law.

Page10f5
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URGENT - Respo - |
Determinations — Requiring Immediate Correctiy,

Action and State and Federal Level Audit

e The only waiver services ever received were a recliner chair, six pair of Compfession
stockings that took many months and hundreds of emails to receive, briefly delivereg
meals from Mom’s Meals, and rotating aides thatwere unreliable who came only a ey
times, or tried to come when they weren’t scheduled, or didn’t come when they were
scheduled - | received no reliable consistent help. These things that | ‘did’ receive were all

pted and withdrawn unlawfully as retaliation for me not signing away my rights with

interru
agencies weaponizing government forms — as reported before.

« The state continues to falsely assign QHP coverage to Jackie A. Fouts, who qualifies
automatically for Medicaid due to my SSDI status as reported before. My child, JAF, born as
Jack A. Fouts, is mid-process in changing name to Jagquelyn Alana Fouts, and uses the

nickname Jackie.

Additional Federal and Legal Violations

These actions constitute:

- Egregious Constructive Denial of Benefits

- Extreme Retaliation under the ADA
- Severe Violations of Section 504 and Olmstead Act

- Blatant Deprivation of Property Without Due Process
- Outrageous Multiple Instances of Medicaid Fraud

- Systematic Obstruction of Access and Appeal
ther and special

-Widespread systemic violence and abuse directed at a single disabled fa

needs disabled child

Page 2 of 5
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URGENT - Response to Medicaid and SNAP
Determinations - Requiring Immediate Corrective

Action and State and Federal Level Audit

3[\!

\

Formal Demands

I am demanding the following actions be taken without delay:
1. Immediate reinstatement of ABDM Medicaid eligibility with retroactive effect.

2. Immediate reinstatement of Jackie A. Fouts' (aka Jack A. Fouts and Jagquelyn A. Fouts)

Medicaid coverage.

3. Full recalculation retroactively back to June 30, 2022 of SNAP eligibility and benefits,
including all unreimbursed and previously submitted medical expenses in addition to legal
consideration as mandated by federal law of all previously submitted medical expenses as

well all back to June 30, 2022.

4. Formal federal and state level audit by CMS and by the State Auditor with additional CMS
federal oversight authorities overseeing the state level process for accountability.

5. Confirmation that ADA-required communication by fax and email will be honored. And
confirmation and recognition immediately that we are survivors of abuse and should have
been VAWA certified all along, recognition of the violations that have transpired and
continue to occur, and a plan to move forward without any further retaliation,
discrimination, or any adverse action taken toward me or my child, JAF.

6. Removal of all unlawful programmatic caps, denials, or QHP misassignments-
immediately and enforced retroactively.

7. Immediate Ccoverage for all medically recommended and necessary items from Dr.
Vaughn who is based in Birmingham Alabama, and who has previously submitted formal
documentation attesting to the fact that he is the only provider in the United States using
Triple Anticoagulent Therapy and a special protocol to treat Long Covid with Microclots. Dr.
Vaughn is also Supportive of larger dose of stimulants to help prevent further brain damage
as are other providers, but they are afraid of KBML and other groups... | must be allowed to
Page 3 0of 5
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Determinations — Requiring Immediate Correcu,
Action and State and Federal Level Audit

ulant medication without interference from
As itis — | now have functional neuronal

have a medically necessary larger dose of stim
This is in large part due to the

agencies, boards, or other state or federal groups..-

: . ism.
severe damage on FDG PET showing brain hypometabolis P
abuse and violence directed toward me from CHFS and other s

from being able to get most medically recommended care.

. imi i igation and
2 Direct referral to a federal or state prosecuting agency for criminal investig

prosecution of individuals acting under color of law, including Diane Barber, Lucinda

Lawrence, and any
prive me or my child of rights and access to care as

other agents who acted to unlawfully de
noted multiple times previously.

8. Acknowledgment that this letter formally preserves my intent to sue under ADA, Section

504, Medicaid Act, SNAP statutes, Olmstead, and related civil rights protections, including
criminal violations for criminal actions committed against me and my child, tort violations,

and multiple Constitutional violations as well. All Rights Are Reserved.

I reserve all rights, including those afforded under 42 U.S.C. § 1983, the Civil Rights Act, and
the ADA. If | expect written confirmation of corrective action within 5 business days, |
additionally plan to escalate to federal agencies and initiate civil litigation, and prosecute

all those involved acting outside the law or under color of law.

| also demand that my ADA accommodations be respected as they are mandated under
federal law - which include but are not limited to - larger text if possible, louder volume
when it comes to audio situations, that a CHFS-DCBS worker travel to my home to assist
with benefits —in person - and to avoid further undue burden placed on a seriously ill
human being, and all communication in writing via fax and email. This is not a. full list, and |
r(?serve the right to amend at any time. Also /s/ John R. Fouts must be accepted as m;/
S'ggatu-re’ or any variation thereof with a /s/ preceding the name itself (involving my name
ZZS:::;I.GS or documents or other items authored by or created by me). All Rights
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Metro Police Department (LMPD) or appropriate

rmal report documenting this ongoing criminal

I?A retaliation, civil rights obstruction, untawful

order type T st |nvestlgate what amounts to be a warrantless gag

denial of federal benef g .me and my child of our rights unlawfully, and constructive
efits — and issue a victim services referral without delay.

loca ity i

e L guthonty Immediately accept a fo

o .aw‘or— Including Medicaid fraud, A
gitalintrusion, wire tap actviolations

No police a juri

ViOthionS gelncy has.yet accepted jurisdiction despite documented constitutional

l , unlawful displacement, documented medical harm, and fraud involving both
ocal and state actors under color of law.

I request and demand that this matter be properly entered into the criminal record and
forwarded to appropriate victim advocacy units as required under both federal and
Kentucky victim protection statutes.

Respectfully,

/s/ John R. Fouts

John R. Fouts, MBA

Son of a Vietnam-War-Era Veteran

Founder of Upward Spirals Association, a 508(c)(1)(a) faith based association / spiritual organization,

protected under the RFRA

s disabled child, protected under the ADA, VAWA, 1915c, Section

Disabled single dad with special need
the Olmstead Act, and others

504, Mainstream Voucher protections,

P. 502.956.0052 (ADA Text Only Line - Voicemails and voice calls will be ignored)

F. 604.641.2805 (HIPAA Compliant)

E. icreateupwardspirals@gmail.com | Alt E. torchoftruth@zohomail.com

Archive Link (Prior to Unlawful Ban of Uploading/Saving): https://a,rchive.org/details/@jfouts‘\_979

2025-08-07 Page 50f 5
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Date:06/1 5/2025
Case Number: 1 12868494
\19’& '\’\
Mailld: 29317 AW\ ’jU
JOHN FOUTS 2 M \a\" jf,—'/
2904 SITKA DR -
APT L29 Cabinet for Health and

LOUISVILLE, Ky ! i i
40299-3051 Family Services

Department for Community
Based Services

Please see below for your household coverage. Coverage is based on the information

you gave us.
b,
Who was approved for coverage /
Name Program Coverage Start { Coverage End
Date Date Wher N

~ JOHN FOUTS

Long Term Care | /August 01, 2024 | ) April 30, 2026 g
Medicaid (LTCM) / N >

Qualified Health MQP Beneﬁts\\Pecembamv 2025
Plan < Summary Section

LAYA\OY eV Aars et

WA
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JACK A FOUTS

Qualified Health |
Plan

Who was denied for coveragg‘

—etow |

€ QHP Benefits
ummary Sectio

Program \
JOHN FOUTS Non-SSI Regular Medicaid
- (ABDM) it

Reason: You will not receive benefits

f more thari the gross income limit. We base

/_\ N
ome limit: $235/ECD

JOHN FOUTS

Reason You wnll not
based our decnsuon on the rules i

ayse total monthly househo

December 31, 2025

Denial Effective Date
July 01, 2025

income is

Ur decision on the rulgs in:

907 KAR |

ceive b

LMedlcare Savmgs Program

e you are  now ec(ﬂmw__\l_\l,e,ﬂ
n: 907 KAR 1: 006

Income Timit: $1 ,761V

July 01, 2025



