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 West Virginia has made some major changes to part of its Medicaid program in the last 
year. If you are included in the groups covered by the new plan, the way you decide to deal 
with the changes can have a big impact on the kinds of services you and your children may 
receive. This guide is aimed at helping you deal with the changes.

WHO SHOULD READ THIS:

The new plan only applies to those children and parents of children eligible for 
Medicaid solely on the basis of income. It does NOT affect anyone receiving Medicaid 
throught the Aged and Disabled Waiver, the MR-DD Waiver, SSI, long term care, 
pregnant women or foster care. For a full list of groups affected by the changes, see 
page 12. 

  
WHAT’S NEW WITH MEDICAID?

  Lots. Under the new system, called Mountain Health Choices, you will be asked to 
make two decisions:

 ✔ First, you will be given a list of approved health care providers or Health 
Maintenance Organizations (HMOs) for your area. The choice may vary from county to 
county. You will be asked to find a “medical home” within 30 days. A medical home is where 
you will go for checkups and non-emergency health care and where your medical records 
are kept. If you don’t pick a medical home, one will be picked for you. 

 Tip: if you already have a doctor, see if your doctor is connected to one of the HMOs 
and choose that one or call Automated Health Systems at 1-800-449-8466.

  ✔ Second, you will also be asked to sign a new member agreement which has 
certain conditions you promise to keep. A copy of the member agreement is found on pages 
10 and 11.  If you sign the agreement, you and/or your eligible children may be eligible to 
get Enhanced Benefits with some extra services available. If you don’t sign the member 
agreement, you will be placed in the Basic Benefit Plan. At the end of a year, you will have 
the option of changing your benefit plan again.

  Tip: If you can, try to arrange your appointment in the first half of the month.

☛ Important note:  In the new system, everyone doesn’t get the same benefits. There are 
two levels of coverage, Basic and Enhanced. If you take no action, you will automatically be 
placed in the Basic Benefit Plan, which offers less coverage than the Enhanced version and 
fewer benefits than traditional Medicaid.

Changes in Medicaid
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HOW WILL I FIND OUT ABOUT THE NEW PROGRAM?

  If you already receive Medicaid, you will receive in the mail a package from 
Automated Health Systems/Mountain Health Choices 60 days before your eligibility 
determination date.

 If you are a new applicant, you will receive a packet from Automated Health Systems/
Mountain Health Choices.

 In both cases, the packet will contain information about finding a medical home, the 
member agreement, and the health improvement plan.

 The package has information about the program, a copy of a “member agreement,” a 
health improvement plan, and other information.

☛ Important note: Everyone gets lots of junk mail, and it’s tempting to throw away 
anything with a strange sounding name. In the case of Medicaid, that could be a big mistake. 
Be on the lookout for a large envelope from Automated Health Systems/Mountain Health 
Choices.

WHAT IF I’M IN THE BASIC PLAN AND WANT TO CHANGE TO THE ENHANCED?

 You will have the chance to move to the Enhanced Plan when you receive a Mountain 
Health Choices package 60 days before your next eligibility determination date. You also will 
have 90 days after the eligibility determination date in which you can switch to the Enhanced 
Plan.

 WHAT’S IN THE MEMBER AGREEMENT?

 The member agreement is included on pages 10 and 11. You will be asked to follow 
the rules of the program. You will be asked to do your best to stay healthy, which may mean 
taking special classes or trying to quit smoking or lose weight. You will be expected to use 
the medical home for you and your children, to keep appointments, take medicines as 
prescribed, and read materials you are given. You will be expected to contact the medical 
home if you can’t keep appointments. You will also be asked to agree to use hospital 
emergency rooms only for true emergencies. 

 WHAT RIGHTS DO I HAVE UNDER THE MEMBER AGREEMENT?

 According to the member agreement, you have the right to pick your medical home and 
make decisions about health care for you and your children. You have the right to see your 
medical records and ask questions about health care. You have the right to be treated fairly 
and with respect, to know the laws and rules of the Medicaid program, and ask questions 
about the plan. You will be notified in writing if any care is denied or limited, and you have 
the right to appeal a decision that denies or limits services and request a fair hearing.
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WHAT IS A HEALTH IMPROVEMENT PLAN?

  A health improvement plan is something you may be asked to agree to with your  
health care provider about steps to take in the coming year to improve your health or the 
health of your children. It may involve agreeing on a certain number of checkups, tests 
or screenings or keeping up with vaccinations. It may also include attending classes 
designed to improve health or trying to quit smoking or lose weight. This should be a joint 
plan between you and your doctor. It’s important to try to reach agreement on a plan that is 
realistic for you and that you are committed to keep. You are not required to sign a health 
improvement plan to receive Enhanced Benefits.

 ☛ Important note: You have a voice in deciding with your doctor/medical home what 
would be a realistic plan for you. This is meant to be a two-way decision and one that you 
will be able to keep.

WHEN DO I HAVE TO SIGN A MEMBER AGREEMENT?

  If you already receive Medicaid, the member agreement must be turned in within 
90 days of your re-determination date for you and your children to receive the Enhanced 
Benefits. 

 If you are a new applicant, you must do so within 90 days from the application date.

 

☛ Important note: Again, if you do not sign a member agreement, you will automatically 
be placed in the Basic program, which offers fewer benefits. There must be a medical 
agreement for everyone in your household who receives this type of Medicaid.
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WHAT’S THE DIFFERENCE BETWEEN THE BASIC PLAN AND THE ENHANCED 
PLAN?

 There are big differences between the Basic and Enhanced Plan for both adults and 
children. You and your family will qualify for many more services with the Enhanced 
plan than you will with the Basic plan. Some of the key differences are shown on the 
following two pages. For a complete list of all Medicaid services offered to children and 
adults under both plans, see charts on pages 8 and 9.

☛ Important note: The differences between Enhanced and Basic services are huge and 
could make a big difference for you and your family. As mentioned before, if you are in 
the Basic program, you must wait until your re-determination date to try to qualify for the 
Enhanced program so do it as soon as possible
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Prescriptions limited to 4 per month

Inpatient services at psychiatric hospitals 
limited to 30 days  

Occupational/speech/physical therapy limited 
to 20 sessions per year total for all types 

Weight management not covered

Home health services limited to 25 per year 

Durable medical equipment limited to $1,000 
per year with prior authorization if limit 
exceeded 

Vision services include eye exam 
and glasses with maximum benefit of $750 
per year  

Non-emergency medical transportation  
limited to 10 per year or five round trips

Dental exams covered but limited to two           
per year

Podiatry services not covered

Chemical dependency/Mental Health 
Services limited to maximum benefit of 26 
per year. Prior authorization required 

Nutritional education services not covered

Skilled nursing care (private daily nursing) 
not covered

                                               

No preset prescription limit

No preset limit on inpatient psychiatric 
services 

No preset limit on occupational/speech/
physical therapy sessions

Weight management covered

No preset limits to home health services

No preset limit on durable medical 
equipment. Prior authorization required for 
certain cases.

Vision services include eye exam, glasses, 
contact lenses, vision training with no preset 
limit.

No preset limits to non-emergency medical  
transportation

No preset limit to dental exams 

Podiatry services covered

No preset limit on chemical dependency or 
mental health services. Prior authorization 
required

Nutritional education services covered

Skilled nursing care covered. Limited to 180 
days per year. Prior authorization required

 Plans For Children

Basic Plan                                                   Enhanced Plan
 



Plans For Adults

  There are even more differences between the Basic and Enhanced program for adults.

 
Basic Plan                                                  Enhanced Plan
           
Prescriptions limited to four per month

Inpatient hospital psychiatric services not 
covered

Occupational/speech/physical therapy limited 
to 20 sessions per year 

Weight management not covered 

Home health services limited to 25 per year. 
Prior authorization required

Durable medical equipment limited to $1000 
per year with prior authorization. Prior 
authorization required for some services

Non-emergency medical transportation 
limited to 10 per year (five round trips) 

Ambulance services covered for 
emergencies only

Tobacco cessation programs not covered

Cardiac rehabilitation not covered   

Pulmonary rehabilitation not covered

Podiatry services not covered

Chemical dependency/mental health 
services not covered    

Diabetes education/nutritional counseling not 
covered

Nutritional education services not covered 

No preset limits to prescriptions

Inpatient psychiatric services covered to a 
maximum of 30 days. Prior authorization 
required

No preset limits on occupational/speech/ 
physical therapy

Weight management covered

No preset limits on home health services.      
Prior authorization required

No preset limits on durable medical equip-
ment. Prior authorization services required 
for some services

No preset limits to non-emergency medical 
transportation

 Ambulance services covered

Tobacco cessation programs covered

Cardiac rehabilitation covered. Prior 
authorization required

Pulmonary rehabilitation covered. Prior 
authorization required

Podiatry services covered

Chemical dependency/mental health 
services covered. Limit 20 per year

Diabetes education/nutritional counseling 
covered

Nutritional education services covered
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 RECAP: HOW TO SIGN UP FOR THE ENHANCED PROGRAM

 1.  When you receive  your first or next package from Automated Health Services about 
Mountain Health Choices, choose a medical  home and make an appointment as soon 
as possible with a health care  provider from your medical home. Try to schedule your 
appointment in the first half of the month.

 2.  With health care  providers at your medical home, read and sign a member agreement 
and  negotiate a health improvement plan if you and your physician determine that one is 
needed.

 3.  Be sure the  agreement and plan are returned to Automated Health Services within 90  
days of receiving your package. Get a copy of both documents from your  medical home 
and keep for your records.

 4.  The medical home must fax this to Automated Health Systems (1-888-731-4314) within 
90 days from your eligibility determination date. Tip: Check with your medical home 
and Automated Health Systems to make sure  it has been done.

 5.  Do your best to keep up the terms of your member agreement and health improvement 
plan.

 6.  If you are denied  after taking all these steps, you may appeal the decision and request a  
fair hearing. An appeal form is included below.

WHAT IF I WANT TO APPEAL A DECISION?

 If you feel your services have been unfairly reduced or denied under the Enhanced 
or Basic Benefit program, you have a right to a Fair Hearing, which is a process to settle 
disagreements between families receiving benefits and the Department of Health and 
Human Resources (DHHR). The “judge” is a State Administrative Hearing Officer who works 
for DHHR but does not work for a particular office. He or she is to act as a neutral decision 
maker in the case.

Important Note: You cannot appeal at a Fair Hearing to change from the Basic to 
the Enhanced program. Benefit plans can only be changed at your annual eligibility 
determination date.

HOW DO I APPLY FOR A FAIR HEARING?

 You may receive a pre-printed hearing request form from Mountain Health Choices 
if your services are reduced or denied. One also is provided in this guide. If not, you can 
request one from the DHHR office. Fill out the form as accurately and completely as possible 
and be sure to check the right boxes, then mail it to the address given.

HOW CAN I PREPARE FOR A FAIR HEARING?

1. Try to find out why  your benefits have been denied or reduced. You may want to see 
if your  plans were faxed by your medical home to the correct place. You can call  
Automated Health Systems at 1-800-449-8466 to make sure they received it.
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 2.  Ask to see a copy of  the policy that applies in this case.

 3.  Try to figure out if  these policies were correctly applied. There may have been mistakes 
or  misunderstandings.

 4.  Be clear about the  facts of the case. Be prepared to back up the facts with any 
documents or  witnesses. It may be a good idea to keep your own records of your use of  
the Medicaid program, including appointments, phone calls, and copies of  your  member 
agreement and health improvement plan. You may also want to  get a copy of the fax 
confirmation paper of anything faxed from your medical home to Automated Health 
Systems.

CAN I BRING ANYONE TO THE FAIR HEARING WITH ME?

 You can bring witnesses, an attorney or other advocate, someone from a community 
organization, or a family member. The letter you receive from DHHR about your denial of 
services should contain a list of agencies that could help with your case. An additional list of 
resources is included at the end of this guide.

WHAT HAPPENS AT A FAIR HEARING?

 There may be a pre-hearing conference to see if things can be worked out without a 
Fair Hearing. The Fair Hearing itself is held in a conference room. The Hearing is not as 
formal as a trial. Both sides will get to present their case, with facts, witnesses and other 
evidence. The hearing officer usually will not decide on the spot. He or she will rule on the 
case and send out a written decision within a few weeks of the hearing.

WHAT IF I DISAGREE WITH THE DECISION?

 You have the right to appeal the case to Circuit Court. If you feel that is necessary, you 
should get in touch with your legal services program and ask them to consider taking the 
case.

KEY TERMS TO KNOW:

Basic plan. A health coverage plan that does not include several new extra features and 
may limit the services available. If you don’t pick a medical home and sign a member 
agreement, you and your children will automatically be put in the basic plan.

Enhanced plan. Medicaid plans for adults and children which offer extra services, 
coverage, and classes.

Health improvement plan. A plan you agree to with your medical home which outlines 
steps you and your children will take in the coming year to improve health. 

Medical home. Your central source of health care where you will see a doctor and where 
your medical records are kept and all your care will be coordinated.

Member agreement.  An agreement you must sign in which you agree to certain 
responsibilities and which promises you rights.

Mountain Health Choices. The new West Virginia Medicaid plan.
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West Virginia’s new Medicaid plan does not affect anyone receiving services 
through the Aged and Disabled Waiver, the MR-DD Waiver, SSI, long term 
care, pregnant women or foster care.

 
The Medicaid changes described in this guide apply to the following groups:

☛ AFDC Medicaid recipients. Adults with children under 19 in the home with 
family income no more than the former AFDC (welfare) levels. If a WV Works 
check is received, income cannot exceed the former AFSC payment level and 
assets cannot be more than $1000.

☛ Deemed AFDC Recipients. These are families which have received AFSC 
Medicaid three out of the past six months and where child or spousal support 
have increased.

☛ Transitional Medicaid. These are families that leave WV Works or lose 
eligibility for AFDC Medicaid due to earned income, loss of earned income 
disregards, or hours worked. Depending on conditions, this can be extended for 
up to one year.

☛ AFDC Related Medically Needy With Spendown Met. These are AFDC 
Medicaid recipients who have too much income and must spend down income to 
become eligible.

☛ Qualified Children Born On Or After 10-1-83. Children under 19 years of 
age with household income less than 100% of the Federal Poverty Level and not 
eligible for SSI.

☛ Poverty Level Children Under Age 1. The child’s household income must be 
less than 150% of the Federal Poverty Level and not eligible for SSI.

☛ Poverty Level Children Ages 1-5. Children with household income under 
133% of the Federal Poverty Level and not eligible for SSI.

☛ Poverty Level Children Ages 6-18. Children with income under 100% of the 
Federal Poverty Level and not eligible for SSI.

☛ Refugee Medicaid for Families with Children. Families granted asylum 
that do not meet all the eligibility requirements for WV Works or Medicaid may be 
eligible for eight months of Medicaid coverage beginning from the date asylum 
was granted.
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IMPORTANT NUMBERS

 Automated Health Systems   1-800-449-8466

 
Medicaid Managed Care Providers

 Carelink Health Plans

Customer service:  1-888-348-2922

 Health Plan of the Upper Ohio Valley

Medicaid/Mountain Health Trust
members:1-888-613-8385

Unicare
Customer service: 1-800-782-0095

 
Legal Assistance

 Legal Aid of West Virginia: 1-800-642-8279


