COVER SHEET

T0: M. Loper — 517-346-9888

VIA EMAIL/FAX (mailed copy to follow)

/

RE: 2021 REDETERMINATION {CASE 12576 766%

DATE: January 29, 2021
COMMENTS:
Ms. Loper -

Following is the 2021 redetermination paperwork for Mr. Voelker. Paper
copies will follow by mail.

As happened a couple of years ago, I did not receive receive notification
regarding redetermination, however, I know the deadline is fast approaching.
I retrieved the DHS-4574 forms from the DHHS website.

Thank you for your continued hard work and diligence. I continue to be
appreciative of your professionalism and attention to detail as well as the
compassion and concern you show for the cases you administer.

If there are any questions or items that need to be addressed, please do not
hesitate to contact me. I can be reached via phone at 989-313-2525 or by
email dentm42@gmail.com.

Most sincerely,

Jids yiF—

Matthew Dent / DPOA Richard D. Voelker.
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This application requests information about the patient in the nursing facility.
The words “You” and “Your” refer to the patient.

1. Patient's Name (First, Middle, Last)

Rivad Dosine Vodka

2. Name of Nursing Facility

Rovon  Lbe)y

3. Address of Nursing Facility

1295 S, Hoor AJ

City State Zip Code
Koros bowabin ME Geo 3¢

4. Phone No. of Nursing Facility 5. County

187-¢ay -320 Deer,

6. Birthdate |7. Sex 8. Social Securi'ty Number
L-25-{9st M g1~ 387284

9. Marital Status: [ ] Never married [] Married [1Separated [ ] Divorced K[Widowed

10. Date of Nursing Facility Admission

102000

11. Address where you lived before you entered the nursing facility

12. If married, tell us about your spouse and all persons living with your spouse.

If not married, tell us about your children under age 18 living in your home.

Name Date of Birth Social Security Number*

Relationship to you

If you have a court-appointed guardian/conservator, enter information below:

13. Name of Guardian/Conservator

Phone Number

Do you pay guardian/conservator
expenses? [ |YES []NO

Guardian's/Conservator’s Address City State Zip Code
YES NO YES NO

14.  Have you ever applied for or received 21. Do you have unpaid medical expenses for

assistance in Michigan? IE | services provided in the last 3 months? [&] M
15.  Have you received money or benefits such 22. Do you pay health insurance premiums? ] O

as Medical Assistance from another state

in the last 30 days? 23. Do you have Medicare Coverage? & ]

[ Do you need help paying premiums? g bel
16.  Areyou a U.S. citizen or U.S. national? R [T 24. Areyou covered by a health, hospital, or
i . long-term care insurance policy or were you

17.  Ifyou are not a U.S. citizen or U.S. national, do you have .

eligible immigration status? If Yes: covered in the last 3 months? i O

a. Immigration document type 25.  Has a court ordered anyone to pay your

b. Document iD number medical expenses or provide health

c. Have you lived in the U.S. since 19967 O d insurance for you? ] ke

d. Are yOu, Oor your spouse or pare:r?t a veteran or an 26. Have you had an accident or work-related

active-duty member of the U.S. military? il ] iliness or injury resulting in medical costs

e. U.S. entry date that may be paid by another person or an

. . insurance company?

18.  Enter your racial heritage from codes below. If you are

multiracial, enter all the codes that apply (answering ] [«]

is \—/oluptary) l_= American I_ndlan, A =.Alaskan_Natl\./e, 27.  Have you set up a plan or entered into a

S = Asian, B = Black or African Amencim, P = Native contract, such as a life care contract, that

Hawaiian or Other Pacific Islander, W = White will pay for your medical care?

! O @

19.  Check the box if you are Hispanic or 28. s there a plan for you to return home

Latino (answering is voluntary). O within six months from the date of

admittance? ' K]

20. Are you a veteran or the spouse,

*Optional if the community spouse and/or children are not applying for Healthcare Coverage.

dependent or parent of a veteran? 0 [

DHS-4574 (Rev. 5-16) Previous edition obsolete.
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29. momplete the assets section by providing the requested asset information for you and your spouse. List your
assets and your spouse’s assets. Include assets you own jointly with family or other persons, including your spouse. Include

assets your spouse owns jointly with you, family or other persons. Each item must be answered YES or NO. If answered
YES, enter amount or current value and owner(s).

Type of Asset

YES

NO

Amount or Value

Owner(s) of Asset

Has anyone in your household received a
federal tax refund in the last 12 months?

X

Cash on hand, in a safety deposit box or

gatient trust fund

Home, life estate/life lease

A

Real estate, not your home

>

Mortgage, land contract or other notes
payable to you

Savings bonds or money market funds

Stocks or mutual funds

Pension, IRA, KEOGH, 401K or deferred
compensation account(s)

Trust funds

Life Insurance

2 L S A )

Annuity S 43*:40%%

Cars, vans, trucks, campers, boats, snow-
mobiles, other vehicles

Tools, equipment, livestock, or crops

Funeral contracts

Burial plot, casket, etc.

Health Savings Account

® XK |R | =

Are there any other assets?

(Please Explain) (e ,J»Ha,,i,é\

Checking/Draft Accounts — Savings/Share Accounts — Certificates of Deposit

Name(s) on the Account Name and Address of Bank Account Number Balance
Credit Union, Savings and Loan
Ricte, d D UcAUz—V Csv povs feama QC} q%ﬂﬂ"'é? A 2/
) S e e e - s Y2
Asctord I tholhor— (o pstane. CU QEL7Y -S387 S AR5 29 Sber
YES NO
30. Have you received a one-time cash payment in the last 60 months (5 years) such as an insurance Jacic Estde
settlement, lawsuit award, worker’s compensation, lottery winnings, etc.?. .. .. .......... ... ... ]
31. Do you have a pending lawsuit that may bring property or moneytoyou?. . ............. .. .. .. ] Al
32. Within the last 60 months (5 years) have you or a joint owner or other person whose name is also
listed on the asset:
+ sold, given away, or transferred ownership in any asset such as those listed above?........ .. ] [l
= removed or added a name on any asset such as those listedabove?. .. ... ... ... ... .. ... Il &l
33. Have you or someone acting for you ever put any money, income, lawsuit settlement or assets in a
trust, annuity or similar device?. . . .. ... ]

DHS-4574 (Rev. 5-16) Previous edition obsolete.
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34. Include income for yourself and everyone listed in question 12.
Is anyone employed or self-employed? [ ] YES [] NO If YES, complete the following for each employed person.

Type of Income

Persons employed or Employer name Wages before How often paid: weekly,
self-employed deductions every 2 wks, monthly, other
$
$

Every item below must be answered YES or NO.

YES | NO

Amount Whose Income

Social Security Benefits (RSDI) Claim #

W

{427, 5 M\fw;}

Social Security Benefits (RSDI) Claim #

Supplemental Security Income (SSI)

Supplemental Security Income (SSI)

Retirement Benefits

Veterans Benefits

Disability Benefits

Rental Income

Worker’s Compensation

Child Support

Unemployment Compensation

Military Allotments

Gaming Distributions (Casino Profit Sharing)

Is there any other income? (Please explain)

N

¢

35.

Address where your spouse lives

Spouse’s Phone Number

City

State

Zip Code County

“Household Expenses

Check YES or NO and write in the answer about you and/or your spouse’s home.

YES NO

AMOUNT | HOW OFTEN PAID

Do you and/or your spouse have a rent, mortgage or other shelter
expense?

L

Do you and/or your spouse have the following expenses separate

from rent or mortgage:

« Renter’s Insurance

* Property Taxes

* Mobile Home Lot Rent

+ Special Assessments

« Homeowner’s Insurance

* Mortgage Guarantee Insurance

» Cooperative or Condominium Fee

Do you and/or your spouse have an obligation to pay for heat and/
or utilities?

DHS-4574 (Rev. 5-16) Previous edition obsolete. 5
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ASSIGNMENT OF BENEFITS

Recovery of Medical Costs. | understand that when the Michigan Department of Health and Human Services
(MDHHS) pays the cost of hospital, surgical, or medical services, any right to recover costs from a third person
or public or private contractor, except Medicare, is transferred to the MDHHS. Payment of any recovery under
such right is to be made directly to the State of Michigan — MDHHS.

RELEASES

Social Security Information. | will allow the Social Security Administration to give to the MDHHS all information
necessary to determine my eligibility for benefits under the Healthcare Coverage program until the second
month following the expiration of my eligibility based on the current application.

Eligibility Information. | understand that the information | have provided will be used to determine my eligibility
for Healthcare Coverage only and for purposes of administering the Healthcare Coverage program.

AFFIDAVIT

Under penalties of perjury, | swear that this application has been examined by or read to me, and, to the best of
my knowledge, the facts are true and complete. If | am a third party applying on behalf of another person, | swear
that this application has been examined by or read to the applicant, and, to the best of my knowledge, the facts
are true and complete.

I certify, under penalty of perjury, that all information that | have written on this form or told to a specialist is true.
I understand that | can be prosecuted for perjury if | have intentionally given false information. | also know that
I may be asked to show proof of any information | have given. | also know that if | have intentionally left out any
information or if | have given false information, which causes me to receive assistance | am not entitled to or
more assistance that | am entitled to, | can be prosecuted for fraud. | understand | must report changes in
income, assets or health insurance coverage to the department within 10 days of the change.

If you have any questions, contact your specialist or the local MDHHS before signing the application.

| understand that upon my death the Michigan Department of Health and Human Services (MDHHS) has the
legal right to seek recovery from my estate for services paid by Healthcare Coverage. This means that some
of all of my estate may be recovered. MDHHS will not seek to recover against the estate while there is a legal
surviving spouse or a legal surviving child who is under the age of 21, blind, or disabled. An estate consists of
real and personal property. If you have received an asset disregard due to a long-term care partnership policy,
Estate Recovery applies to all assets whether they are subject to probate administration or not. Estate recovery
only applies to certain Healthcare Coverage recipients who received Healthcare Coverage services after the
effective date of the estate recovery statute. MDHHS may agree not to pursue recovery if an undue hardship
exists. An application must be submitted to determine if the applicant qualifies for an undue hardship waiver.
Undue hardship waivers are temporary. For further information regarding Estate Recovery, call 800-642-3195.

IMPORTANT: YOU MUST SIGN THE APPLICATION

I certify that | have received and reviewed a copy of the Acknowledgments that explains additional information
about applying for and receiving Healthcare Coverage.

Signature (Patient or Representative) Date Two Witnesses only if signed by X Date
, \ 1.
Vosho TP Jot ol 1292001 |2
éignature (Patfent or Representative) Date Two Witnesses only if signed by X Date
1.
2.

If you are signing this application on behalf of someone else, complete the information below.

Name of person completing application Phone Number Relationship to patient
Mathars T st 9693132935 | {JPol

Street Address City State Zip Code
S;-éoé; EDQMS:M ﬂfj S L ! MI;'— Lf géfrﬁ

DHS-4574 (Rev. 5-16) Previous edition obsolete. 6




Your New Benefit Amount

— FSTETELY
BENEFICIARY’S NAME:\RICHARD D VOELKER _/

Your Social Security benefit will increase by 1.3% in 2021 because of a rise in the cost of
living. You can use this letter as proof of your benefit amount if you need to apply for food,
rent, or energy assistance. You can also use it to apply for bank loans or for other business.
Keep this letter with your important financial records.

How Much You Will Get

Deductions:

Medicare Prescription Drug Plan (We will notify you if the amount changes in $0.00
2021. If you did not elect withholding as of November 1, 2020, we show $0.00)

Voluntary Federal tax withholding (If you did not elect voluntary tax $0.00
withholding as of November 19, 2020, we show $0.00)

The information above shows your monthly benefit amount before and after deductions.
Please remember, we will pay you in the month following the month for which it is due.

The Treasury Department requires Federal benefit payments to be made electronically.
If you still receive a paper check, please visit the Department of the Treasury’s Go Direct
website at www.godirect.org or call their Electronic Payment Solution Center at
1-800-333-1795. If outside the United States, please call 1-214-254-3113.

If you disagree with any of these amounts, you must write to us within 60 days from
the date you receive this letter. The fastest and easiest way to file an appeal is to visit
www.ssa.govlbenefits/disability/appeal html online.




Human Resources

March 27, 2018

2 AT A6EY
Re: Richard Voelker

Pension Payment
XXX-XX-7286

To whom it may concern:
Mr. Voelker is currently receiving a pension benefit in the amount of $186.16

that is direct deposited monthly. The plan design does not allow for a lump
sum payment.

If you have any questions, the Mattel Benefits Center can be reached at 877-

841-8395. Representatives are available between 9:00 AM and 6:00 PM
central time.

Sincerely,

e ‘

Sally Dail
Sr. Benefits Manager

333 Continental Bivd. El Segundo, CA 90245




Prudential Annuitles

@ Prudential PO B

Philadeiphia, PA 15176

(#88) 778-3471  TTY: (800} 654.7637
www.prudential.com

PAT 727268
Annuitant: RICHARD D VOELKER Contract Number: PLA000003635

PAYMENT SCHEDULE

'.w!QNm"!CE." LA
THIS IS A LEGAL CONTRACT BETWEEN YOU AND PRUDENTIAL
READ YOUR CONTRACT CAREFULLY

We will make monthly annuity payments under this contract starting on April 13, 2009, of $463.13 cach for as long
as the annuitant is living, with payments certain until 172 payments of 463.13 plus onc payment of $391.74 have
been paid. Payments end with the last one due before the annuitant’s death if such death occurs afier all of the
payments certain have been paid.

While the annuitant is living, each annuity payment will be made on its due date to the owner.

If the annuitant dies before all the payments certain become duc, we will make the rest of them on their due dates to
Margarct L. Voelker, beneficiary, wife of the annuitant as may be living, otherwise to Brian J Voelker, contingent
beneficiary, son of the annuitant.

A beneficiary or last surviving beneficiary may not elect to reccive in onc sum the present value of any unpaid
payments certain that have not yet become due.

&
At the death of the last to dic of the Annuitants and such beneficiary(ies), the present value of any payn?cnts certain

that have not yet become due will be payable in one sum to the estate of the last to dic of the f\rmuitnn§§ and said
beneficiary(ies). 7

A beneficiary receiving annuity payments may name or change a pavee to receive in onc sum the prescill value of any
amount that becomes payable to his or her cstate, F
' 3
1%

End of Provision 7

This Schedule attached to this contract on the Contract Date. 0

Endorsed or acknowledged for the Company (J
- it

By M{%&é{ﬁu
&

Secretary ‘i.
On Contract Date: March 13, 2009 -




Humana.

P.O. BOX 14168
LEXINGTON KY 40512-4168

September 14, 2020

Q0671

W 2| Qf"?é'?ééci Member ID: H74313579
: 606 JOHNSFIELD RD

STANDISH Mi 48658-9430

Effective Date: 01/01/2021

~ " Evidence of Coverage Rider
for People Who Get Extra Help Paying for Prescription Drugs
(also called a Low Income Subsidy Rider or LIS Rider)

Rx BIN: 015581 Rx PCN: 03200000

Please keep this notice - it is part of Humana Premier Rx Plan (PDP)’s Evidence of
Coverage.

Our records show that you qualify for extra help paying for your prescription drug
coverage. This means that you will get help paying your monthly premium, yearly
deductible and prescription drug cost sharing.

As a member of our Plan, you will receive the same coverage as someone who is not
getting extra help. Your membership in our Plan will not be affected by the extra help.
This also means that you must follow all the rules and procedures in the Evidence of
Coverage.

Please see the chart below for a description of your prescription drug coverage:

Your Your yearly Your cost-sharing amount Your cost-sharing
monthly plan | deductibleis | for generic/preferred multi- | amount for all other
premium is source drugs is no more than |drugs is no more than
$28.40* $0.00 $0.00 / $0.00 $0.00 (each
(each prescription) prescription)

* The monthly plan premium does not include any Medicare Part B premium that you
may still need to pay. The plan premium you pay has been calculated based on the Plan’s
premium and the amount of extra help you get.

Y0040 _LIS Rider_2021_4 C Humana.com
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r Policy Lookup

POLICY PROFILE

Policy Number: 216720738

Companies; CPL

Plan Code: ASON

Product Category: MEDICARE SUPPLEMENT

Major Product: MEDICARE SUPPLEMENT

Owner; VOELKER, RICHARD D

Status: PPSP

Servicing Agent: U9367

PAYOR PROFILE

Name: VOELKER, RICHARD D

Gender: MALE

Social Security Number; XXX-XX-7286

Date of Birth: 02/25/1951

Policyholder Address: Update Address
5606 JOHNSFIELD RD

City and State: STANDISH , Ml

Zip Code: 48658

Policyholder Phone Number: (989) 313-2525

Deceased Indicator; N

HIPAA Indicator: None

Agent Care Email; Agent Care Email Inquiry

AQ6 Exchange Eligibllity: NO

MEDICARE SUPPLEMENT

~ OWNER PROFILE
Name: Gender:
VOELKER, RICHARD D MALE
Social Security Number: Date of Birth:
XXX-XX-7286 02/25/1951
ADDITIONAL MEMBERS
No beneficiary or additional members indicated on this policy.
POLICY DETAILS
Product Category: OFS/COD:

Annual Premium:

Policy Delivery Date:

- $2,114.16 02/24/2016
Policy Status: Premium Mode:
PPSP PPSP
Issue Date: Last Payment Amount:
03/01/2016 $151.73




!
i

Shortages/Credits:
$0.00

Last Payment Process Date:
01/28/2021

Pald To Date;
03/01/2021

Last Payment Mode:
01 Month(s)

Policy Code:
ASON

Policy Premium:
$2,114.16

Bank Details:
Bank name is : UNIT #1 FCU Draft Day: 01

Awbl’w‘/@l Mﬂ/
ZEIDI T ey




Account Number: | Page
Cornerstonecscu 75 10f2

~ You rate better here. . Statement FROM TO
www.CornerstoneCommunityFCU.org Period 12/01/20 12/31/20
800-488-6481
= L6
B 13777
¢ ez
o
s FREEDOM EQUITY
N HOME EQUITY
- \3 LINE oF CREDIT
CH ARD D VOELKER

STANDISH MI 48658 f/7."
{YAPR*

12 Month Introductory Rate

*Terms and conditions apply

Regular Share Account . 5.00 Checking Account 3,948.81 5,225.29

Transaction Details

Regular Share Account: (Share 1) Previous Balance 5.00
New Balance 5.00

Previous Balance

ACH Deposit MATTEL CASH BALA PLAN PMT . 4,11497
_ACH Share withdrawal . . . -151.73 . 3.963.24
~ COLONIAL PENN361 INSPREM o - \
ACH Deposit SSA TREAS 310 XXSOC SEC ‘ o 1,265.00 5,228.24
Check Paid baft 48 ... . -2,266.00 _ 2,962.24
° ACH Share Withdrawal . 2,940.44
g ~ HUMANA, INC.INSPYMT B
S 1215 @ ACH :iDepOSi'l PRUDENTIAL PIA PAYMENT ‘ 3,359.85
Z 12/31  ACH Deposit SSA TREAS 310 XXSOC SEC 427500 4,638.85
8 12131 ACH Deposit THE LCMS FOUNDAT DIST AMT . 5864 579579
g New Balance 5,225.29
% TOTAL FOR TOTAL FOR
g THIS PERIOD YEAR TO DATE
o TOTAL NSF FEES $0.00 $0.00
° TOTAL OVERDRAW FEES $0.00 $25.00
e Account Summary -----------
_Balance asof laststatement =~ 3,04881
5 Deposits and other credits 3,716.01 - )
1Draftsposted = = 226600 ' §

2 Other WIthdrawals
__Balance as of this statement

MAIN OFFICE
6485 S. Transit Road, P.O. Box 830
Lockport, New York 14095-0830
Phone (716) 434-2290
Fax (716) 434-8297




210570740y

© OBANE deivay omichecke

CHARD D. VOELKER

11516 ARDEN AVENU
WARREN, MI 48093 Date ] °J ~ 2020

payto  RovaA LQQQ&_S | $ 3 .00

THE ORDER OF

One Vopan) Ao Hondd SO Tone od V¥ f s
Cornerstone

COMMUNITY FCU
PO BOX830 PH. (716) 434-2290

MEMO ﬂ&w&wzwyiﬁ? %ﬂ«} W/ /FSF NW_»

ndcc3dBieqiInLEE?5008E 70OL 7L

\> 50-8129/2223 4 7 4

I 03Y SHONHIAOD AD) HYO08 BAH3S3H TvHIGAd X

- [w]
- g:’ ) é
SR . = A
PRS- For Deposit Only - JPMG o
5 Za
T Lz
> 43 5 38
e d 5 Qo
oo — [ oo )
.. 8% .z wn i
oAz = o
Y 73 33 1o 20
” g oen o W
- T Ve P ;uq
Qg =@ v
§ ¥y Y, z9Q
-E = mz
- i mm {5
< B 3a m n=
T 3 47 & rn
P s -
YT e 2 = -
A R
- P 0 -
3 r
=
"

353 3suoan3 @









