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Action Required:

Your Benefits are Due for Renewal

One or more people in your household need to complete a renewal to keep getting BadgerCare
Plus, Caretaker Supplement, and FoodShare benefits. If they do not act by Month Day, Year,
their benefits could end on Month Day, Year. Even if they get benefits back after losing them,
there could be time when they.are not covered.

As part of their renewal, members must.tell us about any changes in household or income.
They may also need to submit documents that confirm their information (see the “Proof Needed”

section of this letter).

The people listed in the table below must complete a renewal to keep getting health care benefits.

Who Benefit Plan Action Needed Take Action By

NAME 1 BadgerCare Plus Complete renewal Month Day, Year

Note: There may be other people in your household getting health care benefits who are not listed.
They either do not need to renew their benefits now or we have already renewed their benefits for
them based.on the information we have on file.

No further changes to the letter






