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[bookmark: _Toc332817690][bookmark: _Toc332817864][bookmark: _Toc332818749][bookmark: _Toc333588856][bookmark: _Toc333590003][bookmark: _Toc334005249][bookmark: _Toc335034645][The plan should refer Participants to other parts of the handbook using the appropriate chapter number, section, and/or page number. For example, "see Chapter 9, Section A, page 1." An instruction [plan may insert reference, as applicable] is listed next to each cross reference throughout the handbook.]
[bookmark: _Toc513648839]What’s in this chapter?
This chapter has information about coverage decisions and your grievance and appeal rights. Read this chapter to find out what to do if:
· You have a problem with or complaint about your plan.
· You need a service, item, or drug that your Interdisciplinary Team (IDT) or plan has said the plan will not pay for.
· You disagree with a decision that your IDT or plan has made about your care.  
· You think your covered services and items are ending too soon.
If you have a problem or concern, you only need to read the parts of this chapter that apply to your situation. This chapter is broken into different sections to help you easily find information about what to do for your problem or concern.
[bookmark: _Toc353283321][bookmark: _Toc513648840]If you are facing a problem with your health or long-term services and supports
You should get the health care, drugs, and long-term services and supports that your Interdisciplinary Team (IDT) determines are necessary for your care, whether included in your Life Plan (LP) or because a need arose outside of your LP. If you are having a problem with your care, you can call the Independent Consumer Advocacy Network (ICAN) at 1-844-614-8800 for help. This chapter explains the different options you have for different problems and complaints, but you can always call ICAN to help guide you through your problem.
For additional resources to address your concerns and ways to contact them, see Chapter 2 [plan should insert reference, as appropriate] for more information on ombudsman programs.
[bookmark: _Hlk503515176][Plan must update the Table of Contents to this document to accurately reflect where the information is found on each page after plan adds plan-customized information to this template.]
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[bookmark: _Toc513648841]Section 1: Introduction
· [bookmark: _Toc513648842]Section 1.1: What to do if you have a problem 
This chapter tells you what to do if you have a problem with your plan or with your services or payment. Medicare and Medicaid approved these processes. Each process has a set of rules, procedures, and deadlines that must be followed by us and by you.
· [bookmark: _Toc513648843]Section 1.2:  What do the legal terms mean?
There are difficult legal terms for some of the rules and deadlines in this chapter. Many of these terms can be hard to understand, so we have used simpler words in place of certain legal terms. We use abbreviations as little as possible.
For example, we will say:
· “Coverage decision” rather than “organization determination,” “benefit determination,” “at-risk determination,” or “coverage determination”
· “Fast coverage decision” rather than “expedited determination”
Understanding and knowing the meaning of the proper legal terms can help you communicate more clearly, so we provide those too.
[bookmark: _Toc513648844]

Section 2: Where to call for help
· [bookmark: _Toc513648845]Section 2.1: Where to get more information and help
[bookmark: _Toc353283327][bookmark: _Toc353285018][bookmark: _Toc353285148]Sometimes it can be confusing to start or follow the process for dealing with a problem. This can be especially true if you do not feel well or have limited energy. Other times, you may not have the knowledge you need to take the next step.
[bookmark: _Toc353283328][bookmark: _Toc353285019][bookmark: _Toc353285149][bookmark: _Toc365984387]You can get help from the Independent Consumer Advocacy Network
If you need help, you can always call the Independent Consumer Advocacy Network (ICAN). The state created ICAN is an ombudsman program that to help you with appeals and other issues. ICAN can answer your questions and help you understand what to do to handle your problem. See Chapter 2 [plan should insert reference, as appropriate] for more information on ombudsman programs.
ICAN is not connected with us or with any insurance company or health plan. ICAN can help you understand your rights and how to share your concerns or disagreement. ICAN can also help you in communicating your concerns or disagreement with us. The toll-free phone number for ICAN is 1-844-614-8800. The services are free.
[bookmark: _Toc353283329][bookmark: _Toc353285020][bookmark: _Toc353285150][bookmark: _Toc365984388][bookmark: _Toc353283330][bookmark: _Toc353285021][bookmark: _Toc353285151][bookmark: _Toc365984389]You can get help from the State Health Insurance Assistance Program
You can also call your State Health Insurance Assistance Program (SHIP). The SHIP is a state program that gets funding from the federal government. In New York State, the SHIP is called the Health Insurance Information, Counseling, and Assistance Program (HIICAP). HIICAP counselors can answer your questions and help you understand what to do to handle your problem. The HIICAP is not connected with us or with any insurance company or health plan. The HIICAP has trained counselors and services are free. The HIICAP phone number is 1-800-701-0501.
Getting help from Medicare
You can also call Medicare directly for help with problems. Here are two ways to get help from Medicare:
· Call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048. The call is free.
· [bookmark: _Toc353283331][bookmark: _Toc353285022][bookmark: _Toc353285152][bookmark: _Toc365984390]Visit the Medicare website (http://www.medicare.gov). 
[bookmark: _Toc513648846]

Section 3: Problems with your coverage
· [bookmark: _Toc513648847]Section 3.1:  Deciding whether you should file an appeal or a grievance
If you have a problem or concern, you only need to read the parts of this chapter that describe the process for your type of concern. The chart below will help you find the right section of this chapter for appeals and grievances.
	Is your problem or concern about your coverage?
(This includes problems about whether particular services, items, or prescription drugs are covered or not, the way in which they are covered, and problems related to payment for services, items, or prescription drugs.)

	Yes. 
My problem is about 
coverage.
Go to Section 4: “Coverage decisions and appeals” on page <xx>.
	No. 
My problem is not about 
coverage.
Skip ahead to Section 10: “How to file a grievance” on page <xx>. 



[bookmark: _Toc513648848]
Section 4: Coverage decisions and appeals
· [bookmark: _Toc513648849]Section 4.1: Overview of coverage decisions and appeals 
The process for asking for coverage decisions and making appeals deals with problems related to your benefits and coverage. It also includes problems with payment. 
[bookmark: _Toc353283336][bookmark: _Toc353285027][bookmark: _Toc353285157][bookmark: _Toc365984395]What is a coverage decision?
A coverage decision is an initial decision your Interdisciplinary Team (IDT), the plan, or an authorized specialist makes about your benefits and coverage or about the amount the plan will pay for your medical services, items, or drugs. The IDT, plan, or authorized specialist is making a coverage decision whenever it decides what is covered for you and how much the plan will pay. Authorized specialists include dentists, optometrists, ophthalmologists, and audiologists. 
If you or your provider is not sure if a service, item, or drug is covered by the plan, either of you can ask for a coverage decision before the provider gives the service, item, or drug. 
[bookmark: _Toc353283337][bookmark: _Toc353285028][bookmark: _Toc353285158][bookmark: _Toc365984396]What is an appeal?
An appeal is a formal way of asking us to review a decision made by your IDT, the plan, or an authorized specialist and change it if you think a mistake was made. For example, the IDT, plan, or authorized specialist might decide that a service, item, or drug that you want is not covered. If you or your provider disagree with that decision, you can appeal.  
NOTE: You are a member of your IDT. You can appeal even if you participated in the discussions that led to the coverage decision that you wish to appeal.
· [bookmark: _Toc513648850]Section 4.2: Getting help with coverage decisions and appeals
[bookmark: _Toc353283339][bookmark: _Toc353285030][bookmark: _Toc353285160][bookmark: _Toc365984398]Who can I call for help asking for coverage decisions or making an appeal?
You can ask any of these people for help: 
· Call Participant Services at <phone number>. 
· Call your Care Manager at <phone number>.
· Call the Independent Consumer Advocacy Network (ICAN) for free help. ICAN is an independent organization. It is not connected with this plan. The phone number is 1-844-614-8800.
· Call the Health Insurance Information, Counseling, and Assistance Program (HIICAP) for free help. The HIICAP is an independent organization. It is not connected with this plan. The phone number is 1-800-701-0501.
· Talk to your provider. Your provider can ask for a coverage decision or appeal on your behalf.
· Talk to a friend or family member and ask him or her to act for you. You can name another person to act for you as your “representative” to ask for a coverage decision or make an appeal.
· Anyone can help you request a coverage determination or an appeal.  
· Only someone you designate in writing can represent you during your appeal. If you want a friend, relative, or other person to be your representative during your appeal, you can either complete an “Appointment of Representative” form or you can write and sign a letter indicating who you want to be your representative.  
· To get an “Appointment of Representative” form, you can call Participant Services. 
· You can also get the form on the Medicare website at https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf [plan may also insert: or on our website at <web address or link to form>]. The form gives the person permission to act for you. You must give us a copy of the signed form; OR
· You can write a letter and either send it to us or have the person listed in the letter as your representative send it to us.
· You also have the right to ask a lawyer to act for you. You may call your own lawyer, or get the name of a lawyer from the local bar association or other referral service. Some legal groups will give you free legal services if you qualify. If you want a lawyer to represent you, you will need to fill out the Appointment of Representative form.
· However, you do not need to have a lawyer to ask for any kind of coverage decision or to make an appeal.
· [bookmark: _Toc513648851]Section 4.3: Which section of this chapter will help you?
There are four different types of situations that involve coverage decisions and appeals.  Each situation has different rules and deadlines. We separate this chapter into different sections to help you find the rules you need to follow. You only need to read the section that applies to your problem:
· Section 5 on page <xx> gives you information on what to do if you have problems about services, items, and drugs (but not Medicare Part D drugs). For example, use this section if:
· You are not getting medical care you want, and you believe the plan covers this care.
· The Interdisciplinary Team (IDT), plan, or authorized specialist did not approve services, items, or drugs that your provider wants to give you, and you believe this care should be covered.
· NOTE: Only use Section 5 if these are drugs not covered by Part D. Drugs in the List of Covered Drugs with a [plan should insert symbol used in the List of Covered Drugs to indicate Medicaid covered drugs] are not covered by Part D. See Section 6 on page <xx> for instructions about the Part D drug appeals process.
· You got services or items you think should be covered, but the IDT, plan, or authorized specialist decided that the plan will not pay for this care.
· You got and paid for services or items that you thought were covered, and you want the plan to pay you back.
· You are being told that coverage for care you have been getting will be reduced or stopped, and you disagree with the decision.
· NOTE: If the coverage that will be stopped is for hospital care, home health care, skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services, you need to read a separate section of this chapter because special rules apply to these types of care. See Sections 7 and 8 on pages <xx> and <xx>.
· Section 6 on page <xx> gives you information about Part D drugs.  For example, use this section if:
· You want to ask the plan or your IDT to make an exception to cover a Part D drug that is not on the plan’s List of Covered Drugs (Drug List).
· You want to ask the plan or your IDT to waive limits on the amount of the drug you can get.
· You want to ask the plan or your IDT to cover a drug that requires prior approval.  
· The plan or your IDT did not approve your request or exception, and you or your provider think we should have.
· You want to ask the plan to pay for a prescription drug you already bought. (This is asking the plan or your IDT for a coverage decision about payment.)
· Section 7 on page <xx> gives you information on how to ask us to cover a longer inpatient hospital stay if you think the provider is discharging you too soon. Use this section if:
· You are in the hospital and think the provider asked you to leave the hospital too soon.
· Section 8 on page <xx> gives you information if you think your home health care, skilled nursing facility care, and Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon.
If you’re not sure which section you should use, please call Participant Services at <phone number>. 
If you need other help or information, please call the Independent Consumer Advocacy Network (ICAN) at 1-844-614-8800.
[bookmark: _Toc513648852]

Section 5: Problems about services, items, and drugs (but not Medicare Part D drugs) 
· [bookmark: _Toc513648853]Section 5.1: When to use this section
This section is about what to do if you have problems with your coverage for your medical, behavioral health, and long-term care services. You can also use this section for problems with drugs that are not covered by Part D. Drugs in the List of Covered Drugs with a [plan should insert symbol used in the List of Covered Drugs to indicate Medicaid covered drugs] are not covered by Part D. Use Section 6 of this chapter for information about Part D drug appeals.
This section tells what you can do if you are in any of the five following situations:
1. [bookmark: _Toc353283343][bookmark: _Toc353285034][bookmark: _Toc353285164][bookmark: _Toc365984402]You think the plan covers a medical, behavioral health, or long-term care service that you need but are not getting.
What you can do: You can ask your Interdisciplinary Team (IDT), the plan, or an authorized specialist to make a coverage decision. Go to Section 5.2 on page <xx> for information on asking for a coverage decision. If you disagree with that coverage decision, you can file an appeal.
2. [bookmark: _Toc353283344][bookmark: _Toc353285035][bookmark: _Toc353285165][bookmark: _Toc365984403]The IDT, plan, or authorized specialist did not approve care your provider wants to give you, and you think it should have.
What you can do: You can appeal the decision to not approve your services. Go to Section 5.3 on page <xx> for information on making an appeal.
3. [bookmark: _Toc353283345][bookmark: _Toc353285036][bookmark: _Toc353285166][bookmark: _Toc365984404]You got services or items that you think the plan covers, but the IDT, plan, or authorized specialist decided that the plan will not pay.
What you can do: You can appeal the decision that the plan will not pay. Go to Section 5.3 on page <xx> for information on making an appeal.
4. [bookmark: _Toc365984405][bookmark: _Toc353283346][bookmark: _Toc353285037][bookmark: _Toc353285167]You got and paid for services or items you thought were covered, and you want the plan to reimburse you for the services or items.
What you can do: You can ask the IDT, plan, or authorized specialist to authorize the plan to pay you back. Go to Section 5.5 on page <xx> for information on asking for payment.
5. [bookmark: _Toc365984406]The IDT, plan, or authorized specialist changed or stopped your coverage for a certain service, and you disagree with the decision.
What you can do: You can appeal the decision to change or stop the service. Go to Section 5.3 on page <xx> for information on making an appeal.
NOTE: If the coverage that will be stopped is for hospital care, home health care, skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services, special rules apply. Read Sections 7 or 8 on pages <xx> and <xx>to find out more.
· [bookmark: _Toc513648854]Section 5.2: Asking for a coverage decision
[bookmark: _Toc353283348][bookmark: _Toc353285039][bookmark: _Toc353285169][bookmark: _Toc365984408]How to ask for a coverage decision to get a medical, behavioral health, or long-term care service
[bookmark: _Toc353283349][bookmark: _Toc353285040][bookmark: _Toc353285170][bookmark: _Toc365984409]If there is a service, item, or drug that you feel you need, ask your Interdisciplinary Team (IDT), the plan, or an authorized specialist to approve that service, item, or drug for you. You can do this by contacting your Care Manager and telling him/her that you want a coverage decision. Or you can call, write, or fax us, or ask your representative or provider to contact us and ask for a coverage decision.
· You can call us at: <phone number>. TTY users call: <phone number>.  
· You can fax us at: <fax number>  
· You can write to us at: <insert address>
Once you’ve asked, the IDT, plan, or authorized specialist will make a coverage decision.
[bookmark: _Toc353283350][bookmark: _Toc353285041][bookmark: _Toc353285171][bookmark: _Toc365984410]How long does it take to get a coverage decision?
It usually takes up to 3 business days after you asked. If you do not receive a decision within 14 calendar days, you can appeal.
Sometimes the IDT, plan, or authorized specialist needs more time to make a decision. In this case, you will get a letter telling you that it could to take up to 14 more calendar days. The letter will explain why more time is needed.
There are three exceptions to the decision deadline described above:
· For coverage decisions about continuing or adding to your current health care services, you will get a decision within 1 business day.
· For coverage decisions about home health care services after an inpatient hospital stay, you will get a decision within 1 business day. However, if the day after your request is a weekend or holiday, you will get a decision within 72 hours.
· For coverage decisions on a service, item, or drug that you already got, you will get a decision within 14 calendar days.
[bookmark: _Toc353283351][bookmark: _Toc353285042][bookmark: _Toc353285172][bookmark: _Toc365984411]Can I get a coverage decision faster?
Yes. If you need a response faster because of your health, ask for a “fast coverage decision.” If the IDT, plan, or authorized specialist approves the request, you will get a decision within 24 hours. 
However, sometimes the IDT, plan, or authorized specialist needs more time. In this case, you will get a letter telling you that it could to take up to 14 more calendar days. The letter will explain why more time is needed.
The legal term for “fast coverage decision” is “expedited determination.” 




If you want to ask for a fast coverage decision, you can do one of three things: 
· Call your Care Manager; 
· Call Participant Services at <phone number> or fax us at <fax number>; or  
· Have your provider or your representative call Participant Services.
Here are the rules for asking for a fast coverage decision:
You must meet the following two requirements to get a fast coverage decision:
1. You can get a fast coverage decision only if you are asking for coverage for a service, item, or drug you have not yet received. (You cannot get a fast coverage decision if your request is about payment for a service, item, or drug you already got.)
2. You can get a fast coverage decision only if the standard 3 business day deadline could seriously jeopardize your life, health, or ability to attain, maintain or regain maximum function.  
· If your provider says that you need a fast coverage decision, you will automatically get one.
· If you ask for a fast coverage decision without your provider’s support, the IDT, plan, or authorized specialist will decide if you get a fast coverage decision.
· If the IDT, plan, or authorized specialist decides that your health does not meet the requirements for a fast coverage decision, you will get a letter. The IDT, plan, or authorized specialist will also use the standard 3 business day deadline instead.
· This letter will tell you that if your provider asks for the fast coverage decision, you will automatically get a fast coverage decision. 
· The letter will also tell how you can file a “fast grievance” about the decision to give you a standard coverage decision instead of a fast coverage decision. For more information about the process for filing grievances, including fast grievances, see Section 10 on page <xx>.
[bookmark: _Toc353283353][bookmark: _Toc353285044][bookmark: _Toc353285174][bookmark: _Toc365984412]If the coverage decision is Yes, when will I get the service, item, or drug?
If the coverage decision is Yes, that means you are approved to get the service, item, or drug. If possible, you will receive or start to receive the approved service, item, or drug within 3 business days from the date of our decision. If the service, item, or drug cannot reasonably be provided within 3 business days, your IDT will work with the provider to make sure you get the approved service, item, or drug as quickly as possible.
[bookmark: _Toc353283354][bookmark: _Toc353285045][bookmark: _Toc353285175][bookmark: _Toc365984413]If the coverage decision is No, how will I find out? 
If the answer is No, you will receive a letter explaining why. The plan or your IDT will also notify you by phone.
· If the IDT, plan, or authorized specialist says No, you have the right to ask us to change the decision. You can do this by making (or “filing”) an appeal. Making an appeal means asking our plan to review the decision to deny coverage. 
· If you decide to make an appeal, it means you are going on to Level 1 of the appeals process (read the next section for more information). 
[bookmark: _Toc513648855]Section 5.3: Level 1 Appeal for services, items, and drugs (but not Medicare Part D drugs)
[bookmark: _Toc353283356][bookmark: _Toc353285047][bookmark: _Toc353285177][bookmark: _Toc365984415]What is an appeal?
[bookmark: _Toc353283357][bookmark: _Toc353285048][bookmark: _Toc353285178][bookmark: _Toc365984416]An appeal is a formal way of asking us to review the coverage decision and change it if you think there was a mistake. If you or your provider disagree with the decision, you can appeal. In all cases, you must start your appeal at Level 1.
If you need help during the appeals process, you can call the Independent Consumer Advocacy Network (ICAN) at 1-844-614-8800. ICAN is not connected with us or with any insurance company or health plan.
What is a Level 1 Appeal?
A Level 1 Appeal is the first appeal to <plan name>. Our plan will review your coverage decision to see if it is correct. The reviewer will be someone at our plan who is not part of your Interdisciplinary Team (IDT) and was not involved in the original coverage decision. When we complete the review, we will give you our decision in writing. If you need a fast decision because of your health, we will also try to notify you by phone.
If we do not decide the Level 1 Appeal in your favor, we will automatically forward your appeal to the Integrated Administrative Hearing Office for a Level 2 Appeal. 
How do I make a Level 1 Appeal? At a glance: How to make a Level 1 Appeal
You, your doctor, or your representative may put your request in writing and mail or fax it to us. You may also ask for an appeal by calling us.
Ask within 60 calendar days of the decision you are appealing. If you miss the deadline for a good reason, you may still appeal. 
If you appeal because you were told that a service you currently get will be changed or stopped, you have fewer days to appeal if you want to keep getting that service while your appeal is processing.
Keep reading this section to learn about what deadline applies to your appeal.



· To start your appeal, you, your provider, or your representative must contact us. You can call us at <phone number> or you may appeal in writing. For additional details on how to reach us for appeals, see Chapter 2 [plan may insert reference, as applicable].
· You can ask us for a “standard appeal” or a “fast appeal.”
· If you are asking for a fast appeal, you should call us at <toll-free number>. TTY users should call <TTY number>.
· If you are asking for a standard appeal, make your appeal in writing or call us.  
· You may use the Appeal Request Form that is attached to the Coverage Determination Notice.
· You can submit a request to the following address: <insert address>
· You may also ask for an appeal by calling us at <toll-free number>. TTY users should call <TTY number>.
The legal term for “fast appeal” is “expedited appeal.”

[bookmark: _Toc353283359][bookmark: _Toc353285050][bookmark: _Toc353285180][bookmark: _Toc365984418]Can someone else make the appeal for me?
Yes. Anyone can make the appeal for you, but only someone you designate in writing can represent you during your appeal. To make someone your representative, you must complete an “Appointment of Representative” form or write and sign a letter indicating who you want to be your representative. The form or letter gives the other person permission to act for you. 
· To get an “Appointment of Representative” form, call Participant Services and ask for the form. You can also get the form on the Medicare website at https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf [plan may also insert: or on our website at <web address or link to form>]. The form gives the person permission to act for you. You must give us a copy of the signed form; OR  
· You can write a letter and either send it to us or have the person listed in the letter as your representative send it to us.
[bookmark: _Toc353283360][bookmark: _Toc353285051][bookmark: _Toc353285181][bookmark: _Toc365984419]How much time do I have to make an appeal?
You must ask for an appeal within 60 calendar days from the date on the letter that you received informing you of the coverage decision. 
If you miss this deadline and have a good reason for missing it, we may give you more time to make your appeal. Examples of a good reason are: you had a serious illness, or we gave you the wrong information about the deadline for requesting an appeal.
NOTE: If you appeal because you were told that a service you currently get will be changed or stopped, you have fewer days to appeal if you want to keep getting that service while your appeal is processing. Read “Will my benefits continue during Level 1 Appeals” on page <xx> for more information.
[bookmark: _Toc353283361][bookmark: _Toc353285052][bookmark: _Toc353285182][bookmark: _Toc365984420]Can I get a copy of my case file?
Yes. Call Participant Services at <phone number> and ask for a copy of your case file. We will provide a copy of your case file at no cost to you.
[bookmark: _Toc353283362][bookmark: _Toc353285053][bookmark: _Toc353285183][bookmark: _Toc365984421]Can my provider give you more information about my appeal?
[bookmark: _Toc353283363][bookmark: _Toc353285054][bookmark: _Toc353285184][bookmark: _Toc365984422]Yes, you and your provider may give us more information to support your appeal.
How will we make the appeal decision? 
We take a careful look at all of the information about your request for coverage of services or items. Then, we check to see if all the rules were followed when the IDT, plan, or authorized specialist said No to your request. The reviewer will be someone who is not on your IDT and was not involved in making the original decision.
If we need more information, we may ask you or your provider for it. 
[bookmark: _Toc353283364][bookmark: _Toc353285055][bookmark: _Toc353285185][bookmark: _Toc365984423]When will I hear about a “standard” appeal decision?
If your appeal is about Medicaid prescription drugs, we must give you our answer within 7 calendar days from the date we received the appeal. For all other appeals, we must give you our answer within 30 calendar days from the date we received the appeal. We will give you our decision sooner if your health condition requires us to do so. 
· However, if you ask for more time or if we need to gather more information, we can take up to 14 more calendar days. If we decide to take additional time to make the decision, we will send you a letter that explains why we need more time.
· If you believe we should not take extra time, you can file a “fast grievance” about our decision to take extra time. When you file a fast grievance, we will respond to your grievance within 24 hours. For more information about the process for filing grievances, including fast grievances, see Section 10 on page <xx>.
· If we do not give you an answer to your “standard” appeal within 7 calendar days (for Medicaid prescription drug appeals) or 30 calendar days (for all other appeals), or by the end of the extra time (if it was taken), we will automatically send your case to Level 2 of the appeals process. You will be notified when this happens. For more information about the Level 2 Appeal process, go to Section 5.4 on page <xx>.
If our answer is Yes to part or all of what you asked for, we must approve the coverage within 7 calendar days after we get your Medicaid prescription drug appeal or 30 calendar days after we get your other type of appeal.
If our answer is No to part or all of what you asked for, we will send you a letter. The letter will tell you that we sent your case to the Integrated Administrative Hearing Office for a Level 2 Appeal. For more information about the Level 2 Appeal process, go to Section 5.4 on page <xx>.
[bookmark: _Toc353283365][bookmark: _Toc353285056][bookmark: _Toc353285186][bookmark: _Toc365984424]When will I hear about a “fast” appeal decision?
If you ask for a fast appeal, we will give you an answer within 72 hours after we get your appeal. We will give you our answer sooner if your health requires us to do so. 
· However, if you ask for more time or if we need to gather more information, we can take up to 14 more calendar days. If we decide to take extra time to make the decision, we will send you a letter that explains why we need more time.
· If you believe we should not take extra time, you can file a “fast grievance” about our decision to take extra time. When you file a fast grievance, we will respond to your grievance within 24 hours. For more information about the process for filing grievances, including fast grievances, see Section 10 on page <xx>.
· If we do not give you an answer to your appeal within 72 hours or by the end of the extra time (if it was taken), we will automatically send your case to Level 2 of the appeals process. You will be notified when this happens. For more information about the Level 2 Appeal process, go to Section 5.4 on page <xx>.
If our answer is Yes to part or all of what you asked for, we must authorize or provide the coverage within 72 hours after we get your appeal. 
If our answer is No to part or all of what you asked for, we will try to contact you by phone or in person. We will also send you a letter. The letter will tell you that we sent your case to the Integrated Administrative Hearing Office for a Level 2 Appeal. For more information about the Level 2 Appeal process, go to Section 5.4 on page <xx>.
[bookmark: _Toc353283366][bookmark: _Toc353285057][bookmark: _Toc353285187][bookmark: _Toc365984425]Will my benefits continue during Level 1 Appeals?
If the IDT, plan, or authorized specialist decided to change or stop coverage for a service, item, or drug that you currently get, we will send you a notice before taking the proposed action.
If you disagree with the action, you can file a Level 1 Appeal. We will continue covering the service, item, or drug if you ask for a Level 1 Appeal within 10 calendar days of the postmark date on our notice or by the intended effective date of the action, whichever is later.
If you meet this deadline, you can keep getting the service, item, or drug with no changes while your appeal is pending. All other services, items, or drugs (that are not the subject of your appeal) will also continue with no changes.
· [bookmark: _Toc513648856]Section 5.4: Level 2 Appeal for services, items, and drugs (but not Medicare Part D drugs)
[bookmark: _Toc353283368][bookmark: _Toc353285059][bookmark: _Toc353285189][bookmark: _Toc365984427]If the plan says No at Level 1, what happens next?
[bookmark: _Toc353283369][bookmark: _Toc353285060][bookmark: _Toc353285190][bookmark: _Toc365984428]If we say No to part or all of your Level 1 Appeal, we will automatically send your case to Level 2 of the appeals process for review by the Integrated Administrative Hearing Office.
What is a Level 2 Appeal?
A Level 2 Appeal is the second appeal, which is done by the Integrated Administrative Hearing Office (IAHO). The IAHO is an independent organization that is not connected to <plan name>. The IAHO is part of the FIDA Administrative Hearing Unit at the State Office of Temporary and Disability Assistance (OTDA). 
[bookmark: _Toc353283372][bookmark: _Toc353285063][bookmark: _Toc353285193][bookmark: _Toc365984431]What will happen at the Level 2 Appeal?
We will automatically send any Level 1 denials (in whole or in part) to the IAHO for a Level 2 Appeal. We will notify you that your case was sent to Level 2 and that the IAHO will be in touch. The notice will also provide the contact information for the IAHO in the event that you do not hear from them to schedule your Level 2 Appeal hearing. You should receive a Notice of Administrative Hearing from the IAHO at least 10 calendar days before your hearing date. Your hearing will be conducted by a Hearing Officer in-person or on the phone. You may ask us for a copy of your case file by calling Participant Services at <phone number>.
Your Level 2 Appeal will either be a “standard” appeal or it will be a “fast” appeal. If you had a fast appeal at Level 1, you will automatically have a fast appeal at Level 2. Additionally, if the IAHO determines that you need a fast appeal, they will give you one. Otherwise, you will have a standard appeal.
Standard Level 2 Appeal: If your standard appeal is about Medicaid prescription drugs, the IAHO must give you an answer within 7 calendar days of when it gets your appeal. For all other standard appeals, the IAHO must give you an answer within [insert 90 in demonstration year one; insert 62 in demonstration years two and three] calendar days from the date you asked for an appeal with our plan. The IAHO will give you a decision sooner if your health condition requires it.
Fast Level 2 Appeal: The IAHO must give you an answer within 72 hours of when it gets your appeal.
Will my benefits continue during Level 2 Appeals?
If you qualified for continuation of benefits when you filed your Level 1 Appeal, your benefits for the service, item, or drug under appeal will also continue during Level 2. Go to page <xx> for information about continuing your benefits during Level 1 Appeals. 
All other services, items, and drugs (that are not the subject of your appeal) will also continue without any changes.
[bookmark: _Toc353283373][bookmark: _Toc353285064][bookmark: _Toc353285194][bookmark: _Toc365984432]How will I find out about the decision?
When the IAHO makes a decision, it will send you a letter that explains its decision and provides information about your further appeal rights. If you qualified for a fast appeal, the IAHO will also tell you the decision by phone.
· If the IAHO says Yes to part or all of what you asked for, we must authorize the items or services immediately (within no more than 1 business day from the date of the decision).
· If the IAHO says No to part or all of what you asked for, it means that they agree with the Level 1 decision. This is called “upholding the decision.” It is also called “turning down your appeal.” You can further appeal the IAHO’s decision.
[bookmark: _Toc353283374][bookmark: _Toc353285065][bookmark: _Toc353285195][bookmark: _Toc365984433]If the IAHO’s decision is No for all or part of what I asked for, can I make another appeal?
If you disagree with the IAHO’s decision, you may appeal that decision further to the Medicare Appeals Council (MAC) for a Level 3 Appeal. The IAHO’s decision is not automatically forwarded to the MAC. Instead, you will have to request that appeal. Instructions on how to file an appeal with the MAC will be included in the IAHO’s decision notice.  
See Section 9 on page <xx> for more information on additional levels of appeal.
· [bookmark: _Toc513648857]Section 5.5: Payment problems
<Plan name> has rules for getting services, items, and drugs. One of the rules is that the services, items, and drugs that you get must be covered by our plan. Another rule is that you must get your services, items, and drugs from providers that our plan works with. Additionally, there are sometimes rules requiring that you get approval to get an item or service before you get it. Chapter 3 [plan may insert reference, as applicable] explains the rules, including special rules for when you first join the plan. If you follow all of the rules, then we will pay for your services, items, and drugs.
If you are not sure if we will pay for a service, item, or drug, ask your Care Manager. Your Care Manager will be able to tell you if we will likely pay for the service, item, or drug, or if you need to ask us for a coverage decision.
If you choose to get a service, item, or drug that is not covered by our plan, or if you get a service, item, or drug from a provider that our plan does not work with, then we will not automatically pay for the service, item, or drug. In that case, you may have to pay for the service, item, or drug yourself. 
If you want to ask us for payment, start by reading Chapter 7: “Asking us to pay a bill you have gotten for covered services, items, or drugs.” Chapter 7 describes the situations in which you may need to ask us for reimbursement or to pay a bill you got from a provider. It also tells how to send us the paperwork that asks us for payment. 
What if I followed the rules for getting services, items, and drugs, but I got a bill from a provider?
We do not allow providers to bill you for covered services, items, and drugs. This is true even if we pay the provider less than the provider charges for a covered service, item, or drug. You are never required to pay the balance of any bill. [Plan with cost sharing inserts: The only amount you should be asked to pay is the copay for [insert service, item, and/or drug categories that require a copay].]
If you get a bill [plan with cost sharing inserts: that is more than your copay] for covered services, items, or drugs, send the bill to us. You should not pay the bill yourself. We will contact the provider directly and take care of the problem.
[bookmark: _Toc353283376][bookmark: _Toc353285067][bookmark: _Toc353285197][bookmark: _Toc365984435]Can I ask to be paid back for a service, item, or drug I paid for?
Remember, if you get a bill [plan with cost sharing inserts: that is more than your copay] for a covered service, item, or drug, you should not pay the bill yourself. But if you are billed by mistake and pay the bill, you can get a refund if you followed the rules for getting services, items, and drugs. 
If you are asking to be paid back, you are asking the plan or your Interdisciplinary Team (IDT) for a coverage decision. The plan or your IDT will decide if the service, item, or drug you paid for is covered, and will check to see if you followed all the rules for using your coverage.
· If the service, item, or drug you paid for is covered and you followed all the rules, we will reimburse you for the cost of the service, item, or drug within 60 calendar days after we get your request. 
· If you haven’t paid for the service, item, or drug yet, we will send the payment directly to your provider. When we send the payment, it’s the same as saying Yes to your request for a coverage decision.
· If the service, item, or drug is not covered, or you did not follow all the rules, we will send you a letter telling you that we will not pay for the service, item, or drug, and explaining why.
[bookmark: _Toc353283377][bookmark: _Toc353285068][bookmark: _Toc353285198][bookmark: _Toc365984436]What if the plan or your IDT says the plan will not pay?
If you do not agree with the plan or your IDT’s decision, you can make an appeal. Follow the appeals process described in Section 5.3 on page <xx>. When you follow these instructions, please note:
· If you make an appeal for reimbursement, we must give you our answer within 60 calendar days after we get your appeal. 
· If you are asking us to pay you back for a service, item, or drug you already got and paid for yourself, you cannot ask for a fast appeal. 
If we answer No to your appeal, we will automatically send your case to the Integrated Administrative Hearing Office (IAHO). We will notify you by letter if this happens.
· If the IAHO reverses the decision and says we should pay you, we must send the payment to you or to the provider within 30 calendar days. If the answer to your appeal is Yes at any stage of the appeals process after Level 2, we must send the payment you asked for to you or to the provider within 60 calendar days.
· If the IAHO says No to your appeal, it means they agree with the decision not to approve your request. (This is called “upholding the decision.” It is also called “turning down your appeal.”) You may appeal this decision to the Medicare Appeals Council, as described in Section 9 on page <xx>.
[bookmark: _Toc513648858]

Section 6: Medicare Part D drugs
· [bookmark: _Toc513648859]Section 6.1: What to do if you have problems getting a Part D drug or you want us to pay you back for a Part D drug
Your coverage as a Participant of our plan includes many prescription drugs. Most of these drugs are “Part D drugs.” There are a few drugs that Medicare Part D does not cover but that Medicaid may cover. This section only applies to Part D drug appeals.
The List of Covered Drugs (Drug List), includes some drugs with a [plan should insert symbol used in the List of Covered Drugs to indicate Medicaid covered drugs]. These drugs are not Part D drugs. Appeals or coverage decisions about drugs with [plan should insert symbol used in the List of Covered Drugs to indicate Medicaid covered drugs] symbol follow the process in Section 5 on page <xx>.
[bookmark: _Toc353283380][bookmark: _Toc353285071][bookmark: _Toc353285201][bookmark: _Toc365984439]Can I ask for a coverage decision or make an appeal about Part D prescription drugs? 
Yes. Here are examples of coverage decisions you can ask <plan name> or your Interdisciplinary Team (IDT) to make about your Part D drugs:
· You ask the plan or your IDT to make an exception such as:
· Asking the plan or your IDT to cover a Part D drug that is not on our List of Covered Drugs (Drug List).
· Asking the plan or your IDT to waive a restriction on our coverage for a drug (such as limits on the amount of the drug you can get).
· You ask the plan or your IDT if a drug is covered for you (for example, when your drug is on our Drug List but we require you to get approval before we will cover it for you).
NOTE: If your pharmacy tells you that your prescription cannot be filled, you will get a notice explaining who to contact for a coverage decision. 
· You ask the plan or your IDT to decide that the plan must pay for a prescription drug you already bought. This is asking for a coverage decision about payment.
The legal term for a coverage decision about your Part D drugs is “coverage determination.” 

If you disagree with a coverage decision made by the plan or your IDT, you can appeal. This section tells you how to ask for coverage decisions and how to request an appeal. 
Use the chart below to help you decide which section has information for your situation:
	Which of these situations are you in?

	Do you need a drug that isn’t on our Drug List or need us to waive a rule or restriction on a drug we cover?



You can ask us to make an exception. 
(This is a type of coverage decision.)


Start with Section 6.2 on page <xx>.  Also see Sections 6.3 and 6.4 on pages <xx> and <xx>.
	Do you want us to cover a drug on our Drug List and you believe you meet any plan rules or restrictions (such as getting approval in advance) for the drug you need?
You can ask us for a coverage decision.



Skip ahead to Section 6.4 on page <xx>.
	Do you want to ask us to pay you back for a drug you already got and paid for?




You can ask us to pay you back.
(This is a type of coverage decision.)


Skip ahead to Section 6.4 on page <xx>.
	Have we already told you that we will not cover or pay for a drug in the way that you want it to be covered or paid for?



You can make 
an appeal. 
(This means you 
are asking us to reconsider.)  

Skip ahead to Section 6.5 on page <xx>. 



· [bookmark: _Toc513648860]Section 6.2: What is an exception?
An exception is permission to get coverage for a drug that is not normally on our List of Covered Drugs or to use the drug without certain rules and limitations. If a drug is not on our List of Covered Drugs or is not covered in the way you would like, you can ask the plan or your Interdisciplinary Team (IDT) to make an “exception.”
When you ask for an exception, your prescriber will need to explain the medical reasons why you need the exception. 
Here are examples of exceptions that you or your prescriber can ask the plan or your IDT to make:
Covering a Part D drug that is not on our List of Covered Drugs (Drug List).
Removing a restriction on our coverage. There are extra rules or restrictions that apply to certain drugs on our Drug List (for more information, go to Chapter 5 [plan may insert reference, as applicable]).
· The extra rules and restrictions on coverage for certain drugs include: 
[Omit if plan does not use generic substitution.] Being required to use the generic version of a drug instead of the brand name drug.
[Omit if plan does not use prior authorization.] Getting approval before the plan will cover the drug for you. (This is sometimes called “prior authorization.”)
[Omit if plan does not use step therapy.] Being required to try a different drug first before the plan will cover the drug you are asking for. (This is sometimes called “step therapy.”)
[Omit if plan does not use quantity limits] Quantity limits. For some drugs, the plan limits the amount of the drug you can have.
The legal term for asking for removal of a restriction on coverage for a drug is sometimes called asking for a “formulary exception.” 

· [bookmark: _Toc513648861]Section 6.3: Important things to know about asking for exceptions 
[bookmark: _Toc353283383][bookmark: _Toc353285204][bookmark: _Toc365984442]Your prescriber must tell us the medical reasons
Your prescriber must give the plan or your Interdisciplinary Team (IDT) a statement explaining the medical reasons for requesting an exception. The decision about the exception will be faster if you include this information from your prescriber when you ask for the exception.
Typically, our Drug List includes more than one drug for treating a particular condition. These are called “alternative” drugs. If an alternative drug would be just as effective as the drug you are asking for and would not cause more side effects or other health problems, the plan or your IDT will generally not approve your request for an exception.
[bookmark: _Toc353283384][bookmark: _Toc353285205][bookmark: _Toc365984443]<Plan name> or your IDT will say Yes or No to your request for an exception
· If the plan or your IDT says Yes to your request for an exception, the exception usually lasts until the end of the calendar year. This is true as long as your provider continues to prescribe the drug for you and that drug continues to be safe and effective for treating your condition.
· If the plan or your IDT says No to your request for an exception, you can ask for a review of the decision by making an appeal. Section 6.5 on page <xx> tells how to make an appeal.
The next section tells you how to ask for a coverage decision, including an exception.
· Section 6.4: How to ask for a coverage decision about a Part D drug or reimbursement for a Part D drug, including an exceptionAt a glance: How to ask for a coverage decision about a drug or payment
Call, write, or fax your Care Manager or Participant Services. Or ask your representative or prescriber to ask for a coverage decision for you. You will get an answer on a standard coverage decision within 72 hours. You will get an answer on reimbursing you for a Part D drug you already paid for within 14 calendar days.
If you are asking for an exception, include the supporting statement from your prescriber.
You or your prescriber may ask for a fast decision. (Fast decisions usually come within 24 hours.)
Read this section to make sure you qualify for a fast decision! Read it also to find information about decision deadlines.



[bookmark: _Toc353283386][bookmark: _Toc353285207][bookmark: _Toc365984445]What to do
· Ask for the type of coverage decision you want. Call, write, or fax your Care Manager or Participant Services to make your request. You, your representative, or prescriber can do this. You can call Participant Services at <phone number>. You can call your Care Manager at <phone number>.
· You, your prescriber, or your representative can ask for a coverage decision. You can also have a lawyer act on your behalf. 
· Read Section 4 on page <xx> to find out how to give permission to someone else to act as your representative.
· You do not need to give your prescriber written permission to ask for a coverage decision on your behalf. 
· If you want to ask the plan to pay you back for a drug, read Chapter 7 [plan may insert reference, as applicable] of this handbook. Chapter 7 describes times when you may need to ask for reimbursement. It also tells how to send us the paperwork that asks us to pay you back for the cost of a drug you have paid for.
· If you are asking for an exception, provide the “supporting statement.” Your prescriber must give the plan or your Interdisciplinary Team (IDT) the medical reasons for the drug exception. We call this the “supporting statement.”
· Your prescriber can fax or mail the statement to us. Or your prescriber can speak with us on the phone, and then fax or mail a statement. 
[bookmark: _Toc353283387][bookmark: _Toc353285208][bookmark: _Toc365984446]If your health requires it, ask for a “fast coverage decision”
The “standard deadlines” will apply unless the plan or your IDT have agreed to use the “fast deadlines.” 
· A standard coverage decision means the plan or your IDT will give you an answer within 72 hours after your prescriber’s statement is received. 
· A fast coverage decision means the plan or your IDT will give you an answer within 24 hours after your prescriber’s statement is received.
The legal term for “fast coverage decision” is “expedited coverage determination.” 

You can get a fast coverage decision only if you are asking for a drug you have not yet received. (You cannot get a fast coverage decision if you are asking us to pay you back for a drug you already bought.)
You can get a fast coverage decision only if using the standard deadlines could cause serious harm to your health or hurt your ability to function. 
· If your prescriber says that your health requires a “fast coverage decision,” the plan or your IDT will automatically agree to give you a fast coverage decision, and the letter will tell you that.
· If you ask for a fast coverage decision on your own (without your prescriber’s support), the plan or your IDT will decide whether you get a fast coverage decision. 
· If the plan or your IDT decides that your medical condition does not meet the requirements for a fast coverage decision, the standard deadline will be used instead. You will get a letter telling you that. The letter will tell you how to file a grievance about the decision to give you a standard decision. You can file a “fast grievance” and get a response to your grievance within 24 hours. For more information about the process for filing grievances, including fast grievances, see Section 10 on page <xx>.
[bookmark: _Toc353283388][bookmark: _Toc353285209][bookmark: _Toc365984447]Deadlines for a “fast coverage decision”
· If the plan or your IDT is using the fast deadlines, you will get an answer within 24 hours. This means within 24 hours after the plan or your IDT gets your request. Or, if you are asking for an exception, 24 hours after the plan or your IDT gets your prescriber’s statement supporting your request. You will get an answer sooner if your health requires it. 
· If the plan or your IDT does not meet this deadline, we will send your request to Level 2 of the appeals process. At Level 2, an Independent Review Entity will review your request.
· If the answer is Yes to part or all of what you asked for, we must give you the coverage within 24 hours after your request is received or your prescriber’s supporting statement is received.
· If the answer is No to part or all of what you asked for, you will receive a letter explaining why. The letter will also explain how you can appeal our decision.
[bookmark: _Toc353283389][bookmark: _Toc353285210][bookmark: _Toc365984448]Deadlines for a “standard coverage decision” about a drug you have not yet received 
· If the plan or your IDT is using the standard deadlines, you will get an answer within 72 hours after your request is received. Or, if you are asking for an exception, after your prescriber’s supporting statement is received. You will get an answer sooner if your health requires it.
· If the plan or your IDT does not meet this deadline, we will send your request on to Level 2 of the appeals process. At Level 2, an Independent Review Entity will review your request. 
· If the answer is Yes to part or all of what you asked for, we must approve or give the coverage within 72 hours of your request or, if you are asking for an exception, your prescriber’s supporting statement.
· If the answer is No to part or all of what you asked for, you will receive a letter explaining why. The letter will also explain how you can appeal the decision.
[bookmark: _Toc353283390][bookmark: _Toc353285211][bookmark: _Toc365984449]Deadlines for a “standard coverage decision” about payment for a drug you have already bought
· The plan or your IDT must give you an answer within 14 calendar days after your request is received.
· If the plan or your IDT does not meet this deadline, we will send your request to Level 2 of the appeals process. At level 2, an Independent Review Entity will review your request. 
· If the answer is Yes to part or all of what you asked for, we will make payment to you within 14 calendar days after your request is received.
· If the answer is No to part or all of what you asked for, you will receive a letter explaining why. The letter will also explain how you can appeal the decision. 
· [bookmark: _Toc513648863]Section 6.5: Level 1 Appeal for Part D drugs
· To start your appeal, you, your prescriber, or your representative must contact us.At a glance: How to make a Level 1 Appeal
You, your prescriber, or your representative may put your request in writing and mail or fax it to us. You may also ask for an appeal by calling us.
Ask within 60 calendar days of the decision you are appealing. If you miss the deadline for a good reason, you may still appeal.
You, your prescriber, or your representative can call us to ask for a fast appeal.
Read this section to make sure you qualify for a fast decision! Read it also to find information about decision deadlines. 



· If you are asking for a standard appeal, you can make your appeal by sending a request in writing. You may also ask for an appeal by calling us at <phone number>.
· If you want a fast appeal, you may make your appeal in writing or you may call us.
· Make your appeal request within 60 calendar days from the date on the notice that tells you the decision. If you miss this deadline and have a good reason for missing it, we may give you more time to make your appeal. For example, good reasons for missing the deadline would be if you have a serious illness that kept you from contacting us or if we gave you incorrect or incomplete information about the deadline for requesting an appeal.
The legal term for an appeal to the plan about a Part D drug coverage decision is plan “redetermination.”

· You have the right to ask us for a copy of the information about your appeal. To ask for a copy, call Participant Services at <phone number>. 
If you wish, you and your prescriber may give us additional information to support your appeal.
[bookmark: _Toc353283392][bookmark: _Toc353285213][bookmark: _Toc365984451]If your health requires it, ask for a “fast appeal”
· If you are appealing a decision the plan or your IDT made about a drug you have not yet received, you and your prescriber will need to decide if you need a “fast appeal.”
· The requirements for getting a “fast appeal” are the same as those for getting a “fast coverage decision” in Section 6.4 on page <xx>. 
Our plan will review your appeal and give you our decision
The legal term for “fast appeal” is “expedited redetermination.” 

· We take another careful look at all of the information about your coverage request. We check to see if all the rules were followed when the plan or your IDT said No to your request. We may contact you or your prescriber to get more information. The reviewer will be someone who did not make the original coverage decision.
[bookmark: _Toc353283394][bookmark: _Toc353285215][bookmark: _Toc365984453]Deadlines for a “fast appeal”
· If we are using the fast deadlines, we will give you our answer within 72 hours after we get your appeal, or sooner if your health requires it. 
· If we do not give you an answer within 72 hours, we will send your request to Level 2 of the appeals process. At Level 2, an Independent Review Entity will review your appeal.
· If our answer is Yes to part or all of what you asked for, we must give the coverage within 72 hours after we get your appeal. 
· If our answer is No to part or all of what you asked for, we will send you a letter that explains why we said No and tells how to appeal our decision. 
[bookmark: _Toc353283395][bookmark: _Toc353285216][bookmark: _Toc365984454]Deadlines for a “standard appeal”
· If we are using the standard deadlines, we must give you our answer within 7 calendar days after we get your appeal, or sooner if your health requires it, except if you are asking us to pay you back for a drug you already bought. If you are asking us to pay you back for a drug you already bought, we must give you our answer within 14 calendar days after we get your appeal. If you think your health requires it, you should ask for a “fast appeal.”
· If we do not give you a decision within 7 calendar days, or 14 days if you asked us to pay you back for a drug you already bought, we will send your request to Level 2 of the appeals process. At Level 2, an Independent Review Entity will review your appeal. 
· If our answer is Yes to part or all of what you asked for: 
If we approve a request for coverage, we must give you the coverage as quickly as your health requires, but no later than 7 calendar days after we get your appeal or 14 days if you asked us to pay you back for a drug you already bought.  
If we approve a request to pay you back for a drug you already bought, we will send payment to you within 30 calendar days after we get your appeal request.
· If our answer is No to part or all of what you asked for, we will send you a letter that explains why we said No and tells how to appeal our decision.
· [bookmark: _Toc513648864]Section 6.6: Level 2 Appeal for Part D drugs
If we say No to part or all of your appeal, you can choose whether to accept this decision or make another appeal. If you decide to go on to a Level 2 Appeal, the Independent Review Entity (IRE) will review our decision.At a glance: How to make a Level 2 Appeal
If you want the Independent Review Entity to review your case, your appeal request must be in writing.  
Ask within 60 calendar days of the decision you are appealing. If you miss the deadline for a good reason, you may still appeal. 
You, your prescriber, or your representative can request the Level 2 Appeal.
Read this section to make sure you qualify for a fast decision! Read it also to find information about decision deadlines. 



· If you want the IRE to review your case, your appeal request must be in writing. The letter we send about our decision in the Level 1 Appeal will explain how to request the Level 2 Appeal.
· When you make an appeal to the IRE, we will send them your case file. You have the right to ask us for a copy of your case file by calling Participant Services at <phone number>. 
· You have a right to give the IRE other information to support your appeal.
· The IRE is an independent organization that is hired by Medicare. It is not connected with the plan and it is not a government agency. 
· Reviewers at the IRE will take a careful look at all of the information related to your appeal. The organization will send you a letter explaining its decision. 
The legal term for an appeal to the IRE about a Part D drug is “reconsideration.”


[bookmark: _Toc353283397][bookmark: _Toc353285218][bookmark: _Toc365984456]Deadlines for “fast appeal” at Level 2
· If your health requires it, ask the Independent Review Entity (IRE) for a “fast appeal.”
· If the IRE agrees to give you a “fast appeal,” it must give you an answer to your Level 2 Appeal within 72 hours after getting your appeal request.
· If the IRE says Yes to part or all of what you asked for, we must authorize or give you the drug coverage within 24 hours after we get the decision.
[bookmark: _Toc353283398][bookmark: _Toc353285219][bookmark: _Toc365984457] Deadlines for “standard appeal” at Level 2
· If you have a standard appeal at Level 2, the Independent Review Entity (IRE) must give you an answer to your Level 2 Appeal within 7 calendar days after it gets your appeal, or 14 days if you asked us to pay you back for a drug you already bought.
· If the IRE says Yes to part or all of what you asked for, we must authorize or give you the drug coverage within 72 hours after we get the decision.  
· If the IRE approves a request to pay you back for a drug you already bought, we will send payment to you within 30 calendar days after we get the decision.
[bookmark: _Toc353283399][bookmark: _Toc353285220][bookmark: _Toc365984458]What if the Independent Review Entity says No to your Level 2 Appeal?
No means the Independent Review Entity (IRE) agrees with our decision not to approve your request. This is called “upholding the decision.” It is also called “turning down your appeal.”
If you want to go to Level 3 of the appeals process, the drugs you are requesting must meet a minimum dollar value. If the dollar value is less than the minimum, you cannot appeal any further. If the dollar value is high enough, you can ask for a Level 3 appeal. The letter you get from the IRE will tell you the dollar value needed to continue with the appeal process. 
[bookmark: _Toc513648865]

Section 7: Asking us to cover a longer hospital stay
When you are admitted to a hospital, you have the right to get all hospital services that we cover that are necessary to diagnose and treat your illness or injury. 
During your covered hospital stay, your doctor, Interdisciplinary Team (IDT), and the hospital staff will work with you to prepare for the day when you leave the hospital. They will also help arrange for any care you may need after you leave. 
· The day you leave the hospital is called your “discharge date.” 
· Your doctor, IDT, or the hospital staff will tell you what your discharge date is. 
If you think you are being asked to leave the hospital too soon, you can ask for a longer hospital stay. There is a special, faster process for appealing hospital discharge decisions. It is handled by the Medicare-designated Quality Improvement Organization (QIO). It is highly recommended that you use the faster process instead of the regular appeal process described in Section 5 on page <xx>. However, both options are available to you. This section tells you how to ask for a QIO appeal, and also reminds you about your appeal option with the plan.
· [bookmark: _Toc513648866]Section 7.1: Learning about your Medicare rights
Within two days after you are admitted to the hospital, a caseworker or nurse will give you a notice called “An Important Message from Medicare about Your Rights”. If you do not get this notice, ask any hospital employee for it. If you need help, please call Participant Services at <toll-free number>. You can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call 1-877-486-2048.
Read this notice carefully and ask questions if you don’t understand. The “Important Message” tells you about your rights as a hospital patient, including your rights to:
· Get Medicare-covered services during and after your hospital stay. You have the right to know what these services are, who will pay for them, and where you can get them.
· Be a part of any decisions about the length of your hospital stay. 
· Know where to report any concerns you have about the quality of your hospital care. 
· Appeal if you think you are being discharged from the hospital too soon.
You should sign the Medicare notice to show that you got it and understand your rights. Signing the notice does not mean you agree to the discharge date that may have been told to you by your doctor or hospital staff. 
Keep your copy of the signed notice so you will have the information in it if you need it.
· To look at a copy of this notice in advance, you can call Participant Services at <toll-free number>. You can also call 1-800 MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call 1-877-486-2048. The call is free.
· You can also see the notice online at https://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html.
· If you need help, please call Participant Services or Medicare at the numbers listed above.
· [bookmark: _Toc513648867]Section 7.2: Quality Improvement Organization (QIO) Level 1 Appeal to change your hospital discharge date
If you want us to cover your inpatient hospital services for a longer time, you must request an appeal. This section tells you how to ask for a Level 1 Appeal with the Quality Improvement Organization. The Quality Improvement Organization will do a Level 1 Appeal review to see if your planned discharge date is medically appropriate for you. 
In New York, the Quality Improvement Organization is called Livanta. To make a Level 1 Appeal to change your discharge date, call Livanta at 1-866-815-5440.
[bookmark: _Toc353283403][bookmark: _Toc353285224][bookmark: _Toc365984462]Call right away! 
Call the Quality Improvement Organization before you leave the hospital and no later than your planned discharge date. “An Important Message from Medicare about Your Rights” contains information on how to reach the Quality Improvement Organization.
· If you call before you leave, you are allowed to stay in the hospital after your planned discharge date without paying for it while you wait to get the decision on your appeal from the Quality Improvement Organization.At a glance: How to make a Level 1 Appeal to change your discharge date
Call the Quality Improvement Organization for your state at 1-866-815-5440 and ask for a “fast review”. 
Call before you leave the hospital and before your planned discharge date. 



· If you do not call to appeal, and you decide to stay in the hospital after your planned discharge date, you may have to pay all of the costs for hospital care you get after your planned discharge date.
· If you miss the deadline for contacting the Quality Improvement Organization about your appeal, you can make your appeal directly to our plan instead. For details, see Section 7.4 on page <xx>.
We want to make sure you understand what you need to do and what the deadlines are.
· Ask for help if you need it. If you have questions or need help at any time, please call Participant Services at <toll-free number>. You can also call the Health Insurance Information, Counseling and Assistance Program (HIICAP) at 1-800-701-0501. You may also call the Independent Consumer Advocacy Network (ICAN) at 1-844-614-8800.
[bookmark: _Toc353283404][bookmark: _Toc353285225][bookmark: _Toc365984463]What is a Quality Improvement Organization?
It is a group of doctors and other health care professionals who are paid by the federal government. These experts are not part of our plan. They are paid by Medicare to check on and help improve the quality of care for people with Medicare. 
[bookmark: _Toc353283405][bookmark: _Toc353285226][bookmark: _Toc365984464]Ask for a “fast review”
You must ask the Quality Improvement Organization for a “fast review” of your discharge. Asking for a “fast review” means you are asking the organization to use the fast deadlines for an appeal instead of using the standard deadlines.
The legal term for “fast review” is “immediate review.”

[bookmark: _Toc353283406][bookmark: _Toc353285227][bookmark: _Toc365984465]What happens during the fast review?
· The reviewers at the Quality Improvement Organization will ask you or your representative why you think coverage should continue after the planned discharge date. You don’t have to prepare anything in writing, but you may do so if you wish. 
· The reviewers will look at your medical record, talk with your provider, and review all of the information related to your hospital stay. 
· [bookmark: _Toc353283407]By noon of the day after the reviewers tell us about your appeal, you will get a letter that gives your planned discharge date. The letter explains the reasons why your provider, the hospital, and we think it is right for you to be discharged on that date. 
The legal term for this written explanation is called the “Detailed Notice of Discharge.” You can get a sample by calling Participant Services at <toll-free number>. You can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. (TTY users call 1-877-486-2048.) Or you can see a sample notice online at https://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html




[bookmark: _Toc353285228][bookmark: _Toc365984466]What if the answer is Yes?
· If the Quality Improvement Organization says Yes to your appeal, we must keep covering your hospital services for as long as they are medically necessary. 
[bookmark: _Toc353283408][bookmark: _Toc353285229][bookmark: _Toc365984467]What if the answer is No?
· If the Quality Improvement Organization says No to your appeal, they are saying that your planned discharge date is medically appropriate. If this happens, our coverage for your inpatient hospital services will end at noon on the day after the Quality Improvement Organization gives you its answer. 
· If the Quality Improvement Organization says No and you decide to stay in the hospital, then you may have to pay for your continued stay at the hospital. The cost of the hospital care that you may have to pay begins at noon on the day after the Quality Improvement Organization gives you its answer. 
· If the Quality Improvement Organization turns down your appeal and you stay in the hospital after your planned discharge date, then you can make a Level 2 Appeal.
· [bookmark: _Toc513648868]Section 7.3: Quality Improvement Organization (QIO) Level 2 Appeal to change your hospital discharge date
If the Quality Improvement Organization has turned down your appeal and you stay in the hospital after your planned discharge date, then you can make a Level 2 Appeal.  You will need to contact the Quality Improvement Organization again and ask for another review.
Ask for the Level 2 review within 60 calendar days after the day when the Quality Improvement Organization said No to your Level 1 Appeal. You can ask for this review only if you stayed in the hospital after the date that your coverage for the care ended.
In New York, the Quality Improvement Organization is called Livanta. You can reach Livanta at 1-866-815-5440.
· Reviewers at the Quality Improvement Organization will take another careful look at all of the information related to your appeal. At a glance: How to make a Level 2 Appeal to change your discharge date
Call the Quality Improvement Organization for your state at 1-866-815-5440 and ask for another review. 



· Within 14 calendar days of receipt of your request for a second review, the Quality Improvement Organization reviewers will make a decision.
[bookmark: _Toc353283410][bookmark: _Toc353285231][bookmark: _Toc365984469]What happens if the answer is Yes?
· We must pay you back for our share of the costs of hospital care you got since noon on the day after the date of your first appeal decision. We must continue providing coverage for your inpatient hospital care for as long as it is medically necessary. 
· You must continue to pay your share of the costs and coverage limitations may apply. 
[bookmark: _Toc353283411][bookmark: _Toc353285232][bookmark: _Toc365984470]What happens if the answer is No?
It means the Quality Improvement Organization agrees with the Level 1 decision and will not change it. The letter you get will tell you what you can do if you wish to continue with the appeal process. 
If the Quality Improvement Organization turns down your Level 2 Appeal, you may have to pay the full cost for your stay after your planned discharge date.
· [bookmark: _Toc513648869]Section 7.4: What happens if I miss an appeal deadline?
If you miss the Level 1 appeal deadline with the Quality Improvement Organization, you can still file an appeal directly with our plan. Follow the same process described in Section 5 on page <xx>, which is also summarized below.
[bookmark: _Toc353285234][bookmark: _Toc365984472]Level 1 Alternate Appeal to change your hospital discharge date
If you miss the deadline for contacting the Quality Improvement Organization, you can file an appeal with our plan. Ask us for a “fast review.” A fast review is an appeal that uses the fast deadlines instead of the standard deadlines. 
· During this review, we take a look at all of the information about your hospital stay. We check to see if the decision about when you should leave the hospital was fair and followed all the rules.At a glance: How to make a Level 1 Alternate Appeal
Call our Participant Services number and ask for a “fast review” of your hospital discharge date. 
We will give you our decision within 72 hours.



· We will use the fast deadlines rather than the standard deadlines for giving you the answer to this review. This means we will give you our decision as fast as your condition requires but no later than 72 hours after you ask for a “fast review.”
· If we say Yes to your fast review, it means we agree that you still need to be in the hospital after the discharge date. We will keep covering hospital services for as long as it is medically necessary. It also means that we agree to pay you back for our share of the costs of care you got since the date when we said your coverage would end. 
· If we say No to your fast review, we are saying that your planned discharge date was medically appropriate. Our coverage for your inpatient hospital services ends on the day we said coverage would end. 
If you stayed in the hospital after your planned discharge date, then you may have to pay the full cost of hospital care you got after the planned discharge date.
· To make sure we were following all the rules when we said No to your fast appeal, we will send your appeal to the Integrated Administrative Hearing Office. When we do this, it means that your case is automatically going to Level 2 of the appeals process.
The legal term for “fast review” or “fast appeal” is “expedited appeal.”

[bookmark: _Toc353285235][bookmark: _Toc365984473]
Level 2 Alternate Appeal to change your hospital discharge date
If we do not agree with you that your hospital discharge date should be changed, we will send the information for your Level 2 Appeal to the Integrated Administrative Hearing Office (IAHO) within 2 business days of the Level 1 decision being reached. If you think we are not meeting this deadline or other deadlines, you can file a grievance. Section 10 on page <xx> tells how to file a grievance.
During the Level 2 Appeal, the IAHO reviews the decision we made when we said No to your “fast review.” This organization decides whether the decision we made should be changed.At a glance: How to make a Level 2 Alternate Appeal
You do not have to do anything. The plan will automatically send your appeal to the Integrated Administrative Hearing Office (IAHO). 




· The IAHO does a “fast review” of your appeal. The reviewers give you an answer within 72 hours.
· The IAHO is not connected with our plan. 
· A Hearing Officer from the IAHO will take a careful look at all of the information related to your appeal of your hospital discharge. 
· If the IAHO says Yes to your appeal, then we must pay you back for our share of the costs of hospital care you have received since the date of your planned discharge. We must also continue our coverage of your hospital services for as long as it is medically necessary. 
· If the IAHO says No to your appeal, it means they agree with us that your planned hospital discharge date was medically appropriate. 
· The letter you get from the IAHO will tell you what you can do if you wish to continue with the review process. It will give you the details about how to go on to a Level 3 Appeal, which is handled the Medicare Appeals Council (MAC). Section 9 of this chapter has more information about additional appeal levels.


[bookmark: _Toc513648870]Section 8: What to do if you think your home health care, skilled nursing care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon
This section is about the following types of care only:
· Home health care services.
· Skilled nursing care in a skilled nursing facility. 
· Rehabilitation care you are getting as an outpatient at a Medicare-approved Comprehensive Outpatient Rehabilitation Facility (CORF). Usually, this means you are getting treatment for an illness or accident, or you are recovering from a major operation. 
· With any of these three types of care, you have the right to keep getting covered services for as long as your provider or Interdisciplinary Team (IDT) says you need it. 
· When we decide to stop covering any of these, we must tell you before your services end. When your coverage for that care ends, we will stop paying for your services.
If you think we are ending the coverage of your care too soon, you can appeal our decision. There is a special, faster process for appealing these types of coverage decisions. It is handled by the Medicare-designated Quality Improvement Organization (QIO). It is highly recommended that you use the faster process instead of the regular appeal process described in Section 5 on page <xx>. However, both options are available to you. This section tells you how to ask for a QIO appeal, and also reminds you about your appeal option with the plan.
· [bookmark: _Toc513648871]Section 8.1: We will tell you in advance when your coverage will be ending
You will get a notice at least two days before we stop paying for your services. This is called the “Notice of Medicare Non-Coverage”.
· The written notice tells you the date when we will stop covering your services. 
· The written notice also tells you how to appeal this decision.
You or your representative should sign the written notice to show that you got it. Signing it does not mean you agree with the plan that it is time to stop getting services.
When your coverage ends, we will stop paying for your services.
· [bookmark: _Toc513648872]Section 8.2: Quality Improvement Organization (QIO) Level 1 Appeal to continue your care 
If you think we are ending coverage of your services too soon, you can file an appeal. This section tells you how to ask for a Level 1 Appeal with the Quality Improvement Organization.
Before you start your appeal, understand what you need to do and what the deadlines are.
· Meet the deadlines. The deadlines are important. Be sure that you understand and follow the deadlines that apply to things you must do. There are also deadlines our plan must follow. (If you think we are not meeting our deadlines, you can file a grievance. Section 10 on page <xx> tells you how to file a grievance.)
· Ask for help if you need it. If you have questions or need help at any time, please call Participant Services at <phone number>. Or call the Health Insurance Information, Counseling and Assistance Program (HIICAP) at 1-800-701-0501.
During a Level 1 Appeal, the Quality Improvement Organization will review your appeal and decide whether to change the decision we made. In New York, the Quality Improvement Organization is called Livanta. You can reach Livanta at 1-866-815-5440. Information about appealing to the Quality Improvement Organization is also in the Notice of Medicare Non-Coverage. This is the notice you got when you were told we would stop covering your care.At a glance: How to make a Level 1 Appeal to ask the plan to continue your care
Call the Quality Improvement Organization for your state at 1-866-815-5440 and ask for a “fast-track appeal.”
Call before you leave the agency or facility that is providing your care and before your planned discharge date.



[bookmark: _Toc365984477]What is a Quality Improvement Organization? 
It is a group of doctors and other health care professionals who are paid by the federal government. These experts are not part of our plan. They are paid by Medicare to check on and help improve the quality of care for people with Medicare.
[bookmark: _Toc353285240][bookmark: _Toc365984478]What should you ask for?
Ask them for a “fast-track appeal.” This is an independent review of whether it is medically appropriate for us to end coverage for your services.
[bookmark: _Toc353285241][bookmark: _Toc365984479]What is your deadline for contacting this organization?
· You must contact the Quality Improvement Organization no later than noon of the day after you got the written notice telling you when we will stop covering your care.
· If you miss the deadline for contacting the Quality Improvement Organization about your appeal, you can make your appeal directly to us instead. For details about this other way to make your appeal, see Section 8.4 on page <xx>.
The legal term for the written notice is “Notice of Medicare Non-Coverage”. To get a sample copy, call Participant Services at <phone number> or 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048. Or see a copy online at https://www.cms.gov/Medicare/Medicare-General-Information/BNI/MAEDNotices.html


[bookmark: _Toc353285242][bookmark: _Toc365984480]What happens during the Quality Improvement Organization’s review?
· The reviewers at the Quality Improvement Organization will ask you or your representative why you think coverage for the services should continue. You don’t have to prepare anything in writing, but you may do so if you wish. 
· When you ask for an appeal, the plan must write a letter to you and the Quality Improvement Organization explaining why your services should end.
· The reviewers will also look at your medical records, talk with your provider, and review information that the plan has given to them.
· Within one full day after reviewers have all the information they need, they will tell you their decision. You will get a letter explaining the decision.
The legal term for the letter explaining why your services should end is “Detailed Explanation of Non-Coverage.”

[bookmark: _Toc353285243][bookmark: _Toc365984481]What happens if the reviewers say Yes?
· If the reviewers say Yes to your appeal, then we must keep providing your covered services for as long as they are medically necessary. 
[bookmark: _Toc353285244][bookmark: _Toc365984482]What happens if the reviewers say No?
· If the reviewers say No to your appeal, then your coverage will end on the date we told you. We will stop paying our share of the costs of this care. 
· If you decide to keep getting the home health care, skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services after the date your coverage ends, then you will have to pay the full cost of this care yourself.
· [bookmark: _Toc513648873]Section 8.3: Quality Improvement Organization (QIO) Level 2 Appeal to continue your care 
If the Quality Improvement Organization said No to the Level 1 Appeal and you choose to continue getting care after your coverage for the care has ended, you can make a Level 2 Appeal.
During the Level 2 Appeal, the Quality Improvement Organization will take another look at the decision they made at Level 1. If they say they agree with the Level 1 decision, you may have to pay the full cost for your home health care, skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services after the date when we said your coverage would end. 
In New York, the Quality Improvement Organization is called Livanta. You can reach Livanta at 1-866-815-5440. Ask for the Level 2 review within 60 calendar days after the day when the Quality Improvement Organization said No to your Level 1 Appeal. You can ask for this review only if you continued getting care after the date that your coverage for the care ended.At a glance: How to make a Level 2 Appeal to require that the plan cover your care for longer
Call the Quality Improvement Organization for your state at 1-866-815-5440 and ask for another review. 
Call before you leave the agency or facility that is providing your care and before your planned discharge date.



· Reviewers at the Quality Improvement Organization will take another careful look at all of the information related to your appeal. 
· The Quality Improvement Organization will make its decision within 14 calendar days of receipt of your appeal request.
[bookmark: _Toc353285246][bookmark: _Toc365984484]What happens if the review organization says Yes?
· We must pay you back for our share of the costs of care you got since the date when we said your coverage would end. We must continue providing coverage for the care for as long as it is medically necessary.
[bookmark: _Toc353285247][bookmark: _Toc365984485]What happens if the review organization says No?
· It means they agree with the decision they made on the Level 1 Appeal and will not change it. 
· The letter you get will tell you what to do if you wish to continue with the review process. It will give you the details about how to go on to the next level of appeal, which is handled by a judge. 
· [bookmark: _Toc513648874]Section 8.4: What if you miss the deadline for making your Level 1 Appeal?
If you miss the Level 1 appeal deadline with the Quality Improvement Organization, you can still file an appeal directly with our plan. Follow the same process described in Section 5 on page <xx>, which is also summarized below.
[bookmark: _Toc353285249][bookmark: _Toc365984487]Level 1 Alternate Appeal to continue your care for longer
If you miss the deadline for contacting the Quality Improvement Organization, you can file an appeal with our plan. Ask us for a “fast review.” A fast review is an appeal that uses the fast deadlines instead of the standard deadlines.At a glance: How to make a Level 1 Alternate Appeal
Call our Participant Services number and ask for a “fast review.” 
We will give you our decision within 72 hours.



· During this review, we take a look at all of the information about your home health care, skilled nursing facility care, or care you are getting at a Comprehensive Outpatient Rehabilitation Facility (CORF). We check to see if the decision about when your services should end was fair and followed all the rules.
· We will use the fast deadlines rather than the standard deadlines for giving you the answer to this review. We will give you our decision as quickly as your condition requires but not later than 72 hours after you ask for a “fast review.”
· If we say Yes to your fast review, it means we agree that we will keep covering your services for as long as it is medically necessary. It also means that we agree to pay you back for our share of the costs of care you got since the date when we said your coverage would end. 
· If we say No to your fast review, we are saying that stopping your services was medically appropriate. Our coverage ends as of the day we said coverage would end. 
If you continue getting services after the day we said they would stop, you may have to pay the full cost of the services.
To make sure we were following all the rules when we said No to your fast appeal, we will send your appeal to the Integrated Administrative Hearing Office. When we do this, it means that your case is automatically going to Level 2 of the appeals process.
The legal term for “fast review” or “fast appeal” is “expedited appeal.”

[bookmark: _Toc353285250][bookmark: _Toc365984488]Level 2 Alternate Appeal to continue your care for longer
If we do not agree with you that your services should continue, we will send the information for your Level 2 Appeal to the Integrated Administrative Hearing Office (IAHO) within 2 business days of the Level 1 decision being reached. If you think we are not meeting this deadline or other deadlines, you can file a grievance. Section 10 on page <xx> tells how to file a grievance.
During the Level 2 Appeal, the IAHO reviews the decision we made when we said No to your “fast review.” This organization decides whether the decision we made should be changed.At a glance: How to make a Level 2 Alternate Appeal to require that the plan continue your care
You do not have to do anything. The plan will automatically send your appeal to the Integrated Administrative Hearing Office (IAHO). 




· The IAHO does a “fast review” of your appeal. The reviewers give you an answer within 72 hours.
· The IAHO is not connected with our plan. 
· A Hearing Officer from the IAHO will take a careful look at all of the information related to your appeal. 
· If the IAHO says Yes to your appeal, then we must pay you back for our share of the costs of care. We must also continue our coverage of your services for as long as it is medically necessary. 
· If the IAHO says No to your appeal, it means they agree with us that stopping coverage of services was medically appropriate. 
The letter you get from the IAHO will tell you what you can do if you wish to continue with the review process. It will give you details about how to go on to a Level 3 Appeal with the Medicare Appeals Council. Section 9 on page <xx> has more information about additional appeal levels.
[bookmark: _Toc513648875]

Section 9: Taking your appeal beyond Level 2
· [bookmark: _Toc513648876]Section 9.1: Next steps for services, items, and drugs (not Medicare Part D drugs)
If you made a Level 1 Appeal and a Level 2 Appeal as described in Sections 5, 7, or 8, and both your appeals have been turned down, you may have the right to additional levels of appeal. The letter you get from the Integrated Administrative Hearing Office (IAHO) will tell you what to do if you wish to continue the appeals process.
Level 3 of the appeals process is a review by the Medicare Appeals Council. After that, you may have the right to ask a federal court to look at your appeal. 
If you need assistance at any stage of the appeals process, you can contact the Independent Consumer Advocacy Network (ICAN). The phone number is 1-844-614-8800.
· [bookmark: _Toc513648877]Section 9.2: Next steps for Medicare Part D drugs
If you made a Level 1 Appeal and a Level 2 Appeal for Medicare Part D drugs as described in Section 6, and both your appeals have been turned down, you may have the right to additional levels of appeal. The letter you get from the Independent Review Entity will tell you what to do if you wish to continue the appeals process.
Level 3 of the appeals process is an Administrative Law Judge (ALJ) hearing. The person who makes the decision in a Level 3 appeal is an ALJ or an attorney adjudicator. If you want an ALJ or attorney adjudicator to review your case, the drugs you are requesting must meet a minimum dollar amount. If the dollar value is less than the minimum level, you cannot appeal any further. If the dollar value is high enough, you can ask an ALJ or attorney adjudicator to hear your appeal.
If you do not agree with the ALJ or attorney adjudicator’s decision, you can go to the Medicare Appeals Council. After that, you may have the right to ask a federal court to look at your appeal. 
If you need assistance at any stage of the appeals process, you can contact the Independent Consumer Advocacy Network (ICAN). The phone number is 1-844-614-8800.
[bookmark: _Toc513648878]

Section 10: How to file a grievance 
[bookmark: _Toc353285255][bookmark: _Toc365984493]What kinds of problems should be grievances?
“Filing a grievance” is another way of saying “making a complaint.” The grievance process is used for certain types of problems only, such as problems related to quality of care, waiting times, and customer service. Here are examples of the kinds of problems handled by the grievance process.
Grievances about qualityAt a glance: How to file a grievance
You can file an internal grievance with our plan and/or an external grievance with an organization that is not connected to our plan. 
To file an internal grievance, call Participant Services or send us a letter.
There are different organizations that handle external grievances. For more information, read Section 10.2 on page <xx>.




· You are unhappy with the quality of care, such as the care you got in the hospital.
[bookmark: _Toc353285257][bookmark: _Toc365984495]Grievances about privacy
· You think that someone did not respect your right to privacy, or shared information about you that is confidential.
[bookmark: _Toc353285258][bookmark: _Toc365984496]Grievances about poor customer service
· A health care provider or staff was rude or disrespectful to you.
· <Plan name> staff treated you poorly.
· You think you are being pushed out of the plan.
[bookmark: _Toc353285259][bookmark: _Toc365984497]Grievances about accessibility
· You cannot physically access the health care services and facilities in a provider’s office.
· Your provider does not give you a reasonable accommodation you need such as an American Sign Language interpreter.
[bookmark: _Toc353285260][bookmark: _Toc365984498]Grievances about waiting times
· You are having trouble getting an appointment, or waiting too long to get it.
· You have been kept waiting too long by providers, pharmacists, or other health professionals or by Participant Services or other plan staff.
[bookmark: _Toc353285261][bookmark: _Toc365984499]Grievances about cleanliness
· You think the clinic, hospital or provider’s office is not clean.
[bookmark: _Toc353285262][bookmark: _Toc365984500]Grievances about language access
· Your provider does not provide you with an interpreter during your appointment.
[bookmark: _Toc353285263][bookmark: _Toc365984501]Grievances about communications from us
· You think we failed to give you a notice or letter that you should have received.
· You think the written information we sent you is too difficult to understand.
[bookmark: _Toc353285264][bookmark: _Toc365984502]Grievances about the timeliness of our actions related to coverage decisions or appeals
· You believe that we are not meeting our deadlines for making a coverage decision 
or answering your appeal.
· You believe that, after getting a coverage or appeal decision in your favor, we are not meeting the deadlines for approving or giving you the service or paying you back for certain services.
· You believe we did not forward your case to the Integrated Administrative Hearing Office or Independent Review Entity on time.
Are there different types of grievances?
Yes. You may file an internal grievance and/or an external grievance. An internal grievance is filed with and reviewed by our plan. An external grievance is filed with and reviewed by an organization that is not affiliated with our plan. If you need help filing an internal and/or external grievance, you can call the Independent Consumer Advocacy Network (ICAN) at 1-844-614-8800.
· [bookmark: _Toc513648879]Section 10.1: Internal grievances
To file an internal grievance, call Participant Services at <toll-free number>. You can make the grievance at any time unless it is about a Part D drug. If the grievance is about a Part D drug, you must make it within 60 calendar days after you had the problem you want to complain about.
· If there is anything else you need to do, Participant Services will tell you.
· You can also write your grievance and send it to us. If you put your grievance in writing, we will respond to your grievance in writing.
· [Insert additional description of the procedures (including time frames) and instructions about what Participants need to do if they want to use the process for filing a grievance, including a fast grievance.]
The legal term for “fast grievance” is “expedited grievance.”

We answer most grievances within 30 calendar days. If possible, we will answer you right away. If you call us with a grievance, we may be able to give you an answer on the same phone call. If your health condition requires us to answer quickly, we will do that. 
· If you need a response faster because of your health, we will give you an answer within 48 hours after we get all necessary information (but no more than 7 calendar days from the receipt of your grievance).
· If you are filing a grievance because we denied your request for a “fast coverage decision” or a “fast appeal,” we will automatically give you a “fast grievance” and respond to your grievance within 24 hours.
· If you are filing a grievance because we took extra time to make a coverage decision, we will automatically give you a “fast grievance” and respond to your grievance within 24 hours.
If we need more information and the delay is in your best interest, or if you ask for more time, we can take up to 14 more calendar days to answer your grievance. We will tell you in writing why we need more time.
If we do not agree with some or all of your grievance, we will tell you and give you our reasons. We will respond whether we agree with the grievance or not. If you disagree with our decision, you can file an external grievance.
· [bookmark: _Toc513648880]Section 10.2: External grievances
You can tell Medicare about your grievance
You can send your grievance (complaint) to Medicare. The Medicare Complaint Form is available at: https://www.medicare.gov/MedicareComplaintForm/home.aspx.
Medicare takes your complaints seriously and will use this information to help improve 
the quality of the Medicare program. 
If you have any other feedback or concerns, or if you feel the plan is not addressing 
your problem, please call 1-800-MEDICARE (1-800-633-4227). TTY/TDD users can call 
1-877-486-2048. The call is free.
Your grievance will be sent to the Medicare and Medicaid team overseeing our plan and the FIDA-IDD Program.
You can tell the New York State Department of Health about your grievance
To file a grievance with the New York State Department of Health (NYSDOH), call the NYSDOH Helpline at 1-866-712-7197. Your grievance will be sent to the Medicare and Medicaid team overseeing our plan and the FIDA-IDD Program. 
You can file a grievance with the Office for Civil Rights
You can file a grievance with the Department of Health and Human Services’ Office for Civil Rights if you think you have not been treated fairly. For example, you can file a grievance about disability access or language assistance. The phone number for the Office for Civil Rights is 1-800-368-1019. TTY users should call 1-800-537-7697. You can also visit http://www.hhs.gov/ocr for more information. 
You may also contact the local Office for Civil Rights office at:
[The plan should insert contact information for the OCR regional office.]
You may also have rights under the Americans with Disability Act and under [plan may insert relevant state law.] You can contact the Independent Consumer Advocacy Network (ICAN) for assistance. The phone number is 1-844-614-8800.
You can file a grievance with the Quality Improvement Organization
When your grievance is about quality of care, you also have two choices:
· If you prefer, you can make your grievance about the quality of care directly to the Quality Improvement Organization (without making the grievance to us). 
· Or you can make your grievance to us and to the Quality Improvement Organization. If you make a grievance to this organization, we will work with them to resolve your grievance.
The Quality Improvement Organization is a group of practicing doctors and other health care experts paid by the federal government to check and improve the care given to Medicare patients. To learn more about the Quality Improvement Organization, see Chapter 2.
In New York, the Quality Improvement Organization is called Livanta. The phone number for Livanta is 1-866-815-5440.
If you have questions, please call <plan name> at <toll-free number>, <days and hours of operation>. The call is free. (TTY users call <toll-free TTY number>.) For more information, visit <web address>.	1?
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