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Request # 272446 
 

NOTICE OF DECISION 
 
 

PARTY 
 

 
 

 
 

PROCEDURAL BACKGROUND 
    
On  2025,  Community Health Network of Connecticut (“CHNCT”) sent  

 (the “Appellant”) a Notice of Action (“NOA”) denying his provider’s prior 
authorization (“PA”) request for continued chiropractic services.  
 
On  2025, the Appellant requested an administrative hearing to contest the 
Department’s decision to deny the PA request. 
 
On  2025, the Office of Legal Counsel, Regulations, and Administrative 
Hearings (“OLCRAH”) issued a notice scheduling the administrative hearing for  

 2025. 
 
On  2025, in accordance with sections 17b-60, 17b-61 and 4-176e to 4-189 
inclusive of the Connecticut General Statutes, OLCRAH held an administrative hearing 
via teleconference at the Appellant’s request.  
 
The following individuals were present at the hearing: 
 

 Appellant 
Michelle Rusgrove, RN, Team Lead - Appeals & Grievances, CHNCT Representative 

, CHNCT Observer  
Jessica Gulianello, Fair Hearing Officer 
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STATEMENT OF THE ISSUE 
 
The issue is whether CHNCT’s  2025, denial of the provider’s PA request 
through the Medicaid program for continued chiropractic treatment for the Appellant as 
not medically necessary was correct. 

 
FINDINGS OF FACT 

 
1. The Appellant is a participant in the HUSKY HEALTH program under Medicaid as 

administered by the Department of Social Services (the “Department”).  (Hearing 
Record) 
  

2. CHNCT serves as the medical administrative services organization for the 
Department, tasked with managing healthcare services for Connecticut’s Medicaid 
recipients under the HUSKY HEALTH programs. This includes the examination 
and approval/denial of medical services, including PA requests.  (Hearing Record) 
 

3. The Appellant is age , date of birth . (Exhibit 1: PA 
Request) 
 

4. The Appellant’s diagnoses include but are not limited to:  
 

        
 
 
 

. (Exhibit 1: PA 
Request) 
 

5. In , the Appellant was involved in , which caused 
. The Appellant subsequently met with 

a neurologist, participated in physical therapy, swim therapy, and started pain 
management. (Appellant’s Testimony) 
 

6. In 2008 or 2009, the Appellant decided to move  
and discontinue the pain management medications due to the adverse side effects. 
Around that time, the Appellant met with a chiropractor. The Appellant received 
chiropractic services twice per week for an estimated three months. The Appellant 
later received chiropractic services, a second time before 2025, but he did not 
recall the details. (Appellant’s Testimony) 
 

7. In 2012 or 2013, the Appellant required surgery due to an unrelated heart 
condition. The Appellant is not supposed to lift more than 50 lbs. due to his heart 
condition. (Appellant’s Testimony) 
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8. In 2014, the Appellant started working for , as a 
. The Appellant is also a volunteer/part-time  for 

the . (Appellant’s Testimony) 
 

9. The Appellant occasionally experienced muscle spasms and flare-ups in his back 
that he often treated with rest, muscle relaxers, stretches, and at-home physical 
therapy exercises. (Appellant’s Testimony) 

 
10. The Appellant has two back braces. He has a sacroiliac back brace that can be 

worn daily to help stabilize his back, as well as a supportive back brace that should 
be worn when he is lifting. (Appellant’s Testimony) 
 

11.  In  2025, the Appellant , 
which caused a flare-up in his back. (Appellant’s Testimony) 
 

12. In  2025, the Appellant went to a walk-in medical center and was referred for 
pain management, an MRI, and physical therapy. The Appellant later saw his PCP, 
who suggested chiropractic treatment. (Appellant’s Testimony) 
 

13. On  2025, the Appellant stopped working for  due to his back pain. 
(Appellant’s Testimony) 
 

14. On  2025, the Appellant started receiving chiropractic services. (Hearing 
Summary, CHNCT Testimony, Appellant’s Testimony) 
 

15. In  July, approximately  after starting chiropractic treatment, 
the Appellant resumed his employment with  without restrictions, but his 
employer did offer reasonable accommodations. (Appellant’s Testimony) 

 
16. Beginning  2025, through  2025, the Appellant went to the 

chiropractor three times per week; in September, he only went to the chiropractor 
two times per week (the decrease in visits was for reasons unrelated to his 
treatment plan). (Appellant’s Testimony) 
 

17. The Appellant’s chiropractic visit dates of service are reflected as follows: 
      
      

. (Exhibit 10: 
Medical Review: Outpatient claims: Visit Dates) 
 

18. Beginning  2025, through  2025, the Appellant received 
more than  of chiropractic treatment. (Hearing Record)  
 

19.  On  2025, CHCNT received a PA request from  
MD (Chiropractor), for chiropractic therapy ordered by  MD 

(internal medicine). The PA included the Appellant’s Chart Notes from  
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Chiropractic for the following dates of service:   
. (Exhibit 1: PA 

Request, Hearing Summary, CHNCT Testimony) 
 

20. On  2025, a medical reviewer from CHNCT reviewed the PA request 
and noted the following, “This is a request for chiropractic therapy for year-old 
member with lumber back pain. The provider is requesting 3 visits weekly/2 weeks 
(6 visits). The member has had ongoing services since 25. The request for 
chiropractic therapy cannot be validated as medically necessary due to duration of 
therapy greater than 8 weeks.  Guidelines Used: InterQual 2025,  2025 
Release, LOC: Outpatient Rehabilitation & Chiropractic / Rehabilitation, Decision: 
Denied, Status Code: Not Appropriate Time/Type/Site/Freq/Duration, Denial Type: 
OutPatient Medical Necessity, Denial Reason: Not Appropriate 
Time/Type/Site/Freq/Duration”. (Exhibit 2: CHNCT Medical Review: Medical 
Director Note/Physician Notes: Created by: , dated /2025, 
Hearing Summary, CHNCT Testimony) 
 

21. On  2025, CHNCT issued the Appellant a NOA denying his 
provider's PA request for chiropractic services as not medically necessary. (Exhibit 
3: NOA dated /2025, Hearing Summary, CHNCT Testimony) 
 

22. On  2025, the OLCRAH received the Appellant’s request for an 
administrative hearing. The appeal included x-rays of the Appellant’s neck and 
spine dated /2025 and /2025. (Exhibit A: Appellant’s Hearing Request 
signed & faxed on /2025, Appellant’s Testimony) 
 

23. On  2025, CHNCT received notification of the Appellant’s appeal. 
CHNCT subsequently notified the Appellant of receipt of his appeal, reviewed the 
appeal process, and confirmed providers to be contacted for the appeal to obtain 
additional information. (Hearing Summary, CHNCT Testimony) 
 

24. On  2025, CHNCT issued the Appellant an Acknowledgement Letter. 
(Exhibit 5: Acknowledge Letter dated /2025, Hearing Summary, CHNCT 
Testimony) 
 

25. On  2025, CHNCT notified the offices of , MD (internal 
medicine) and  (chiropractic) of the Appellant’s appeal 
and requested additional information. (Exhibit 6 & 7: Medical Record Request(s) 
dated /2025, Hearing Summary, CHNCT Testimony) 
 

26. On  2025, CHNCT received a letter of medical necessity from  
 MD. (Exhibit 8: Letter of Medical Necessity: , MD dated 

/2025, received on /2025, Hearing Summary, CHNCT Testimony) 
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27. On  2025, CHNCT received a letter of medical necessity from 
 DC. (Exhibit 9: Letter of Medical Necessity: , DC 

received on /2025, Hearing Summary, CHNCT Testimony) 
 

28. On  2025, CHNCT notified the Appellant of the status of his appeal. 
(Hearing Summary, CHNCT Testimony) 
 

29. On  2025, CHNCT sent the Appellant’s appeal for a medical review. 
The appeal included the following: appeal summary, Appellant’s administrative 
hearing request, NOA, letters of medical necessity from  MD (internal 
medicine) and  (chiropractor), InterQual 2025 2025 
Release, LOC: Outpatient Rehabilitation & Chiropractic/Rehabilitation. (Exhibit 10: 
Medical Review Request: CHNCT Activity Notes entered by  
dated /2025, Hearing Summary, CHNCT Testimony) 
 

30. On  2025, a licensed Chiropractor with  conducted a third-
party review of the Appellant’s appeal and the above-noted supporting 
documentation as received from CHNCT and upheld the denial noting the 
following:  
 
“[T]he request does not meet policy criteria. Based on policy InterQual 2025,  
2025 Release LOC: Outpatient Rehabilitation & Chiropractic Treatment Criteria, 
chiropractic services are not medically necessary.”  
 
“Spinal manipulation/manual therapy can help some patients with neck or low-back 
pain when used short-term and with multimodal rehabilitation plan. However, 
routine, high-frequency treatment (e.g., three times per week) continued beyond 
roughly 6-8 weeks is not supported by high-quality evidence or guideline 
recommendations because benefits are modest, rarely superior to active therapies 
long-term, and may create dependency, increase cost, and expose patients to 
avoidable risks. If meaningful improvement is not achieved within a 6-8 week, 
improvement-driven trial, care should shift to active, evidence-based approaches 
and passive visit frequency should be tapered.”  
 
“Systematic reviews and the Cochrane evidence base show spinal manipulation 
therapy (SMT) provide, at best, small to moderate short-term improvements in pain 
and function for chronic low-back pain and is no better than other commonly used 
therapies (exercise, physiotherapy, medical care). There is limited evidence of 
clinically meaningful long-term superiority. This undermines the rationale for 
regular frequent long-term sessions solely to control symptoms. Furthermore, 
routine scheduled maintenance visits at 3 x / week are not evidence-based for 
most patients with non-specific neck or low-back pain.” 
 
“In this case, the patient presented with neck and back pain with no noted 
comorbidities or complicating factors. Ten weeks of chiropractic  treatment were 
recommended by the provider. Ten weeks of care at three visits per week is 
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outside of the standard of care. Additionally, while there was some gradual 
improvement noted, the submitted records fail to suggest that substantial 
improvement was gained within the initial 6 weeks of care, which is necessary to 
support ongoing chiropractic treatment. Ongoing care beyond 8 weeks at three 
visits per week is not supported as being medically necessary in this case.” 
 
References: 
 
InterQual 2025, . 2025 Release LOC: Outpatient Rehabilitation & Chiropractic 
Treatment Criteria.  
 
Hayes Evidence Analysis Research Brief (2020, , archived 2021,  
Spinal Manipulation for Treatment of Chronic Low Back Pain. Lansdale, PA: 
Hayes, Inc. Retrieved /2022. 
 
Hawk, Cheryl, et al. “Best practices for chiropractic management of patients with 
chronic musculoskeletal pain: a clinical practice guideline.” The Journal of 
Alternative and Complementary Medicine 26.10 (2020): 884-901.  
 
Benefits and Harms of Spinal Manipulative Therapy for Treating Neck Pain. J 
Orthop Sports Phys Ther. 2023;53(2):117-130.  
 
(Exhibit 10: Medical Review: InterQual Chiropractic Treatment Criteria Results, 
Rationale dated /2025, & References) 
 

31. On  2025, CHNCT issued the Appellant a notice advising that the 
denial of his provider’s PA request for continued Chiropractic treatment was upheld 
as not medically necessary. (Exhibit 12: Determination letter dated /2025, 
Hearing Summary, CHNCT Testimony) 
 

32. In 2025, the Appellant filed three separate claims with CT paid leave. One claim 
was for the two weeks in  2025, during which he was unable to work due to 
neck and back pain. The two additional claims were due to his mental health. 
(Appellant’s Testimony) 
 

33. The Appellant is currently not working due  
(reasons unrelated to his neck and/or back pain). (Appellant’s Testimony) 
 

34. The Appellant continues to receive chiropractic treatment one time per week. 
(Appellant’s Testimony) 

 
35. The issuance of this decision is timely under Connecticut General Statutes § 17b-

61(a), which requires that a decision be issued within 90 days of the request for an 
administrative hearing.  The Appellant requested an administrative hearing on 

 2025. This decision was due no later than  2026, and it is 
therefore timely. (Hearing Record) 



7 

 

CONCLUSIONS OF LAW 
 

1. Section 17b-2(6) of the Connecticut General Statutes provides as follows: The 
Department of Social Services is designated as the state agency for the 
administration of the Medicaid program pursuant to Title XIX of the Social Security 
Act.  
 
The Department of Social Services has the authority to administer Medicaid. 
 

2. Section 17b-261b  of the Connecticut General Statutes provides as follows: The 
Department of Social Services shall be the sole agency to determine eligibility for 
assistance and services under programs operated and administered by said 
department.   

 
Section 17b-259b(a) of the Connecticut General Statutes provides as follows: For 
the purposes of the administration of the medical assistance programs by the 
Department of Social Services, “medically necessary” and “medical necessity” 
mean those health services required to prevent, identify, diagnose, treat, 
rehabilitate or ameliorate an individual's medical condition, including mental 
illness, or its effects, in order to attain or maintain the individual's achievable health 
and independent functioning provided such services are: (1) Consistent with 
generally-accepted standards of medical practice that are defined as standards 
that are based on (A) credible scientific evidence published in peer-reviewed 
medical literature that is generally recognized by the relevant medical community, 
(B) recommendations of a physician-specialty society, (C) the views of physicians 
practicing in relevant clinical areas, and (D) any other relevant factors; (2) clinically 
appropriate in terms of type, frequency, timing, site, extent and duration and 
considered effective for the individual's illness, injury or disease; (3) not primarily 
for the convenience of the individual, the individual's health care provider or other 
health care providers; (4) not more costly than an alternative service or sequence 
of services at least as likely to produce equivalent therapeutic or diagnostic results 
as to the diagnosis or treatment of the individual's illness, injury or disease; and 
(5) based on an assessment of the individual and his or her medical condition.   

 
Section 17b-259b(b) of the Connecticut General Statutes provides as follows: 
Clinical policies, medical policies, clinical criteria or any other generally accepted 
guidelines used to assist in evaluating the medical necessity of a requested health 
service shall be used solely as guidelines and shall not be the basis for a final 
determination of medical necessity.  

 
Section § 17b-259b(d) of the Connecticut General Statutes provides as follows: 
The Department of Social Services shall amend or repeal any definitions in the 
Regulations of Connecticut State Agencies that are inconsistent with the definition 
of medical necessity provided in subsection (a) of this section, including the 
definitions of medical appropriateness and medically appropriate, that are used in 
administering the department's medical assistance program. The commissioner 
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shall implement policies and procedures to carry out the provisions of this section 
while in the process of adopting such policies and procedures in regulation form, 
provided notice of intent to adopt the regulations is published in the Connecticut 
Law Journal not later than twenty days after implementation. Such policies and 
procedures shall be valid until the time the final regulations are adopted.   
 
Section 17b-262 of the Connecticut General Statutes provides in pertinent part that 
the Commissioner of Social Services may make such regulations as are necessary 
to administer the medical assistance program.  
 
CHNCT, as the Department’s contractor, has the authority to determine 
medical necessity for services provided under the medical assistance 
programs administered by the Department of Social Services. 

 
3. Section 17b-262-535 of the Regulations of Connecticut State Agencies provides 

as follows: sections 17b-262-535 through 17b-262-545 inclusive set forth the 
Department of Social Services requirements for payment of chiropractic services, 
performed by licensed practitioners of chiropractic in private or group practices, for 
clients who are determined eligible to receive services under Connecticut's 
Medical Assistance Program pursuant to section 17b-262 of the Connecticut 
General Statutes (CGS).   
 
Section 17b-262-536(2) of the Regulations of Connecticut State Agencies provides 
as follows: For the purposes of sections 17b-262-535 through 17b-262-545 of the 
following definitions shall apply:  “Chiropractic” means the services described in 
Title 42 of the Code of Federal Regulations (CFR), Part 440, section 440.60, and 
subsection (1) of section 20-24 of the Connecticut General Statutes.   
 
Section 20-24(1) of the Connecticut General Statutes provides as follows: The 
practice of chiropractic means the practice of that branch of the healing arts 
consisting of the science of adjustment, manipulation and treatment of the human 
body in which vertebral subluxations and other malpositioned articulations and 
structures that may interfere with the normal generation, transmission and 
expression of nerve impulse between the brain, organs and tissue cells of the 
body, which may be a cause of disease, are adjusted, manipulated or treated.   
 
Title 42 Section 440.60(b) of the Code of Federal Regulations (“C.F.R.”) provides 
as follows:  Chiropractors’ services include only services that- 
 
1. Are provided by a chiropractor who is licensed by the State and meets 

standards issued by the Secretary under § 405.232(b) of this chapter; and 
2. Consists of treatment by means of manual manipulation of the spine that the 

chiropractor is legally authorized by the State to perform. 
 
Section 20-24(2) of the Connecticut General Statutes provides as follows: “The 
terms “chiropractic”, “doctor of chiropractic”, “chiropractor” and “chiropractic 
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physician” are synonymous, and mean a practitioner of chiropractic as defined in 
subdivision (1) of this section.”   
 
Section 17b-262-538 of the Regulations of Connecticut State Agencies provides 
as follows: “Payment for chiropractic services shall be available on behalf of all 
persons eligible for the Medical Assistance Program subject to the conditions and 
limitations which apply to these services.”   
 
Section 17b-262-541 of the Regulations of Connecticut State Agencies provides 
as follows: The Department shall pay for medically necessary and medically 
appropriate treatment only when: 
 
a. Provided by a licensed practitioner of chiropractic and the services are within 

the scope of practice of the practitioner, and 
b. The services are made part of the client’s medical record. 

 
Section 17b-262-539 of the Regulations of Connecticut State Agencies provides 
as follows:  
 
A. Except for the limitations and exclusions listed below, the Department shall pay 

for the following: 
1. The manual manipulation of the spine, but not for any procedures or 

services of an unproven, educational, social, research, experimental, or 
cosmetic nature; for services in excess of those deemed medically 
necessary and medically appropriate by the department to treat the client's 
condition; or for services not directly related to the client's diagnosis, 
symptoms, or medical history; 

2. Services provided in the provider's office, client's home, hospital, nursing 
facility, rest home, home for the aged, boarding home, or intermediate care 
facility for the mentally retarded (ICF/MR); and 

3. HealthTrack Services and HealthTrack Special Services. 
 

B. Limitations on covered services shall be as follows: 
1. Those services listed in the department's fee schedule1 and within the 

scope of the provider's practice; 
2. The department shall pay for no more than one visit per day per client per 

provider; and 
3. The department shall pay for a maximum of four exams or treatments in a 

single visit to a home, hospital, nursing facility, rest home, home for the 
aged, boarding home, or intermediate care facility for the mentally retarded 
(ICF/MR). 

 
Effective October 1, 2021, the Connecticut State Plan under Title XIX of the Social 
Security Act provides for the reinstatement of Chiropractor Services to include: 
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i. Chiropractors must be licensed by the state in accordance with state law 
ii. Services are limited to a chiropractor’s scope of practice 
iii. Services include only those that meet the requirements set forth in 42 

C.F.R. § 440.60(b)  
 
The Connecticut State Plan Amendment (“SPA”) Transmittal Number (“TN”) 21-
0035, Approved on March 25, 2022, by the Department of Health & Human 
Services, Centers for Medicare & Medicaid Services provides for chiropractor fees 
as the current fee schedule which was set as of January 1, 2012 and is effective 
for services provided on or after that day which can be accessed at the Connecticut 
Medical Assistance Program website:  www.ctdssmap.com. [Reference: DSS Fee 
Schedule Table 20].  
 
Section 17b-262-542 of the Regulations of Connecticut State Agencies provides 
as follows:  
 
a. Prior authorization, on forms and in a manner as specified by the department, 

is required for: 
1. Manipulation of the spine in excess of five per client per provider per month; 

and 
2. HealthTrack Special Services.  HealthTrack Special Services are 

determined medically necessary and medically appropriate on a case-by-
case basis.  The request for HealthTrack Special Services shall include: 
A. A written statement from the prescribing physician, or other licensed 

practitioner of the healing arts, performing such services within his or 
her respective scope of practice as defined under state law, justifying 
the need for the item or service required; 

B. a description of the outcomes of any alternative measures tried; and 
C. If applicable and requested by the department, any other documentation 

required in order to render a decision. 
b. The procedure or course of treatment authorized shall be initiated within six 

months of the date of authorization. 
c. The initial authorization period shall be up to three months. 
d. If prior authorization is needed beyond the initial authorization period, requests 

for continued treatment beyond the initial authorization period shall be 
considered up to six months per request. 

e. For services requiring prior authorization, a provider shall be required to provide 
pertinent medical or social information adequate for evaluating the client's 
medical need for services. Except in emergency situations, or when 
authorization is being requested for more than one visit in the same day, 
approval shall be received before services are rendered. 

f. In an emergency situation which occurs after working hours or on a weekend 
or holiday, the provider shall secure verbal approval on the next working day 
for the services provided. This applies only to those services which normally 
require prior authorization. 
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g. In order to receive payment from the department a provider shall comply with 
all prior authorization requirements. The department in its sole discretion  

determines what information is necessary in order to approve a prior authorization 
request. Prior authorization does not, however, guarantee payment unless all other 
requirements for payment are met. 

 
CHNCT correctly determined that chiropractic services are a covered 
Medicaid service under the Medicaid State Plan for members 21 years of age 
and older with a specific set of spinal diagnoses. Furthermore, CHNCT 
correctly determined that PA is required for more than 5 chiropractic visits 
per member, per provider, per month.  

 
CHNCT correctly issued the Appellant a NOA denying the PA request for 
chiropractic services as not medically necessary on  2025, and 
a determination letter upholding the denial on  2025. 
 

DISCUSSION 
 
Under state statute, medically necessary health services required to prevent, 
identify, diagnose, treat, rehabilitate, or ameliorate an individual’s medical 
condition in order to attain or maintain the individual’s achievable health and 
independent functioning may be covered under Medicaid, provided such 
services meet the additional criteria listed under Connecticut General 
Statute 17b-259b and state regulations.  State regulation provides for the 
prior authorization procedures and limitations to the approval of chiropractic 
care. The PA request must contain pertinent medical information adequate 
for evaluating the medical need for services such as justification of the need 
for such services, diagnosis, identifiable physical and functional limitations, 
measurable short term and/or long term goals, attainable patient outcomes, 
prognosis for continued treatment, clinical details, and/or any other 
information the Department or the Provider finds relevant.   
 
The Appellant most recently began receiving chiropractic services on  

 2025. The Appellant had successfully returned to work after two weeks. 
The Appellant, however, is not currently working due to an unrelated medical 
condition. On  2025, CHNCT denied the PA request for 
chiropractic services received on  2025, in accordance with 
the InterQual 2025 guidelines, which do not support chiropractic treatment 
beyond eight weeks.  

 
CHNCT subsequently received two letters of medical necessity from the 
Appellant’s providers following his appeal. CHNCT determined that ten 
weeks of chiropractic treatment, as recommended by the Appellant’s 
treating provider, is outside of the current standards of care, society 
guidelines, and peer-reviewed literature. CHNCT acknowledged that short-
term spinal manipulation/manual therapy can help patients with neck or low-
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back pain. However, CHNCT noted that routine high-frequency treatment 
(e.g., three times per week) continued beyond roughly 6-8 weeks is not 
supported by high-quality evidence or guideline recommendations; 
furthermore, the benefits are modest, rarely superior to active therapies 
long-term, may create dependency, increase cost, and expose patients to 
avoidable risks.  

 
 

DECISION 
 

 
The Appellant’s appeal is DENIED. 

 
 
 
 
       Jessica Gulianello 

       __________________________  
       Jessica Gulianello 
       Fair Hearing Officer 
 
 

CC:   
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RIGHT TO REQUEST RECONSIDERATION 
 
The appellant has the right to file a written reconsideration request within 15 days of the 
mailing date of the decision on the grounds there was an error of fact or law, new evidence 
has been discovered or other good cause exists.  If the request for reconsideration is 
granted, the appellant will be notified within 25 days of the request date.  No response within 
25 days means that the request for reconsideration has been denied.  The right to request 
a reconsideration is based on § 4-181a (a) of the Connecticut General Statutes.  
 
Reconsideration requests should include specific grounds for the request:  for example, 
indicate what error of fact or law, what new evidence, or what other good cause exists. 
 
Reconsideration requests should be sent to: Department of Social Services, Director, Office 
of Administrative Hearings and Appeals, 55 Farmington Avenue Hartford, CT  06105. 
 
 

RIGHT TO APPEAL 
 
The appellant has the right to appeal this decision to Superior Court within 45 days of the 
mailing of this decision, or 45 days after the agency denies a petition for reconsideration 
of this decision, provided that the petition for reconsideration was filed timely with the 
Department.  The right to appeal is based on § 4-183 of the Connecticut General 
Statutes.  To appeal, a petition must be filed at Superior Court.  A copy of the petition must 
be served upon the Office of the Attorney General, 165 Capitol Avenue, Hartford, CT  06106 
or the Commissioner of the Department of Social Services, 55 Farmington Avenue Hartford, 
CT 06105.  A copy of the petition must also be served on all parties to the hearing. 
 
The 45 day appeal period may be extended in certain instances if there is good cause.  The 
extension request must be filed with the Commissioner of the Department of Social Services 
in writing no later than 90 days from the mailing of the decision.  Good cause circumstances 
are evaluated by the Commissioner or the Commissioner’s designee in accordance with § 
17b-61 of the Connecticut General Statutes.  The Agency's decision to grant an extension 
is final and is not subject to review or appeal. 
 
The appeal should be filed with the clerk of the Superior Court in the Judicial District of New 
Britain or the Judicial District in which the appellant resides. 
 
 
 

 




