
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


Form H2116 / 08-2015-E
Charles Smith, Executive Commissioner
Texas Health and Human Services Commission Form H2116, August 2015
10.0.2.20120224.1.869952.867557
DADS
Form H2116
08/2015
Forms and Handbooks
Age Out Consumer Contact Letter
Dear
:
According to our records,
will turn 21 on
.
At that time,
will
no
longer be 
able to 
get services 
through the 
Medically Dependent
Children Program
or private 
duty nursing through
the Texas Health
Steps-Comprehensive
Care Program. I would like 
to assist
you in
choosing a
Medicaid managed
care organization
for continued services 
when you reach
the age of 21.
This letter is being sent because either I
was unable to reach you
at the number
on our files, or we talked
by phone and you asked for
additional information.
Please call me at
so I can explain Medicaid STAR+PLUS
managed care in
further detail and
the services offered through this program.
At that time, we will
also discuss the
Medicaid
managed care organizations and primary care physicians available
in your area of the
state. The enclosed information packet will help
you select the Medicaid
managed organization
and physician you would like.
It is best for you to choose a managed care organization and physician  during our phone call.  If you need time to review the enclosed materials, please let me know within 30 days from the date of this letter which managed care organization and physician you have selected.
If you do not choose a managed care organization and physician by 
, the state will
chose one for you so you do not experience a break in services.
can change
the managed
care organization and physician any time after the
first
month
of enrollment.
I look forward to hearing from you at your earliest convenience.
Program Support Unit
Sincerely,
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