% EmblemHealth

Request for Redetermination of Medicare Prescription Drug Denial

Because we, EmblemHealth, denied your request for coverage of (or payment for) a prescription drug.
You have the right to ask us for a redetermination (appeal) of our decision.

e You may ask for an appeal within 65 days from the date of our Notice of Denial of Medicare
Prescription Drug Coverage.

¢ You may also ask us for an appeal through our website at
https://www.emblemhealth.com/resources/medicare/grievances-appeals.

o Expedited appeal requests can be made by phone at 888-447-8175 (TTY: 711), 24 hours a day,
7 days a week.

This form may be sent to us by mail or fax:

Address: Fax Number:
PO Box 2807 Standard Appeals: 866-854-2763
New York, NY 10116-2807 Expedited Appeals: 866-350-2168

Who May Make a Request: Your prescriber may ask us for an appeal on your behalf. If you want
another individual (such as a family member or friend) to request an appeal for you, that individual must
be your representative. Contact us to learn how to name a representative.

Enrollee Information

Enrollee Name: Date of Birth:

Enrollee Address:

City: State: ZIP Code:

Phone: Enrollee’s Member ID Number:

Complete the following section ONLY if the person making this request is not the
enrollee:

Requestor Name:

Requestor Relationship to Enrollee:

Address:

City: State: ZIP Code:

Phone:

Representation documentation for appeal requests made by someone other than the
enrollee or the enrollee’s prescriber:

Attach documentation showing the authority to represent the enrollee (a completed
Authorization of Representation Form CMS-1696 or a written equivalent) if it was not
submitted at the coverage determination level. For more information on appointing a
representative, contact your plan or 1-800-MEDICARE.
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https://www.emblemhealth.com/resources/medicare/grievances-appeals

Prescription drug you are requesting:

Name of drug:

Strength/quantity/dose:

Have you purchased the drug pending appeal? [lYes [JNo If“Yes”:
Date purchased:

Amount paid: $ (attach copy of receipt)

Name and telephone number of pharmacy:

Prescriber Information:

Name:

Address:

City: State: ZIP Code:
Office Phone: Fax:

Office Contact Person:

Do you need an expedited (fast) decision?

[ ] CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 72 HOURS. If you have a
supporting statement from your prescriber, attach it to this request.

e If you or your prescriber believe that waiting 7 days for a standard decision could seriously
harm your life, health, or ability to regain maximum function, you can ask for an expedited (fast)
decision.

e If your prescriber indicates that waiting 7 days could seriously harm your health, we’ll
automatically give you a decision within 72 hours. You can’t ask for an expedited appeal if
you’re asking us to pay you back for a drug you already got.

e If you don'’t get your prescriber's support for an expedited appeal, we’ll decide if your case
requires a fast decision.

Please explain why you think this drug should be covered.

e Attach any additional information you think may help your case, like statement from your
prescriber or medical records.

¢ Include a copy of the Notice of Denial of Medicare Prescription Drug Coverage

e Your prescriber will need to explain why you can’t meet our plan’s coverage rules and/or why
the drugs required by the plan aren’t medically appropriate for you.



Signature of person requesting the appeal (the enrollee or the
representative):

Date:
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English ATTENTION: If you speak another language, free language assistance services are
available to you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 833-898-5351 (TTY: 711 ) or speak
to your provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 833-998-5351
(TTY: 711 } o hable con su proveedor.

3 (Simplified Chinese) 7 E&: WIERE U [F 0], FRATK T NEIRINE T HBIRS . IATE
TR ELILE OB TR AR SS, PATCRASH MM ER . ok 833-998-8351 (A H
: Ak ) BT 1A B R A5 AR

PYCCKWUW (Russian) BHUMAHWE: Ecnu Bbl roBOpUTE Ha pycCKOM, Bam AOCTYMHbI
BecnnaTtHbie YCnyru A3bikoBon noaaepxkn. CooTBETCTBYIOLIME BCNOMOraTe lbHble CPpeacTBa u
yCRnyru no npefocTaBnernio MHAopmMaLum B 4OCTYMHbIX (hopmaTtax Takke npeaocTaBnalnTca
B6ecnnatHo. Mo3soHute no TenedgoHy 833-998-5351 (TTY: 711 } unu oGpaTtuTtech
K CBOEMY NOCTaBLUUKY YCIYT.

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed

aladispozisyon w gratis pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay

enfdmasyon nan foma aksesib yo disponib gratis tou. Rele nan 833-998-3351 (TTY:
711 ) oswa pale avék founisé w la.

2t=0{ (Korean) F2|: [&=0{]2 AFESHAl= 8% =& 210 A& MH[AE 0|80t &

UESLICL O 2 7tstgAMoR HEE NSt MESEXT 7|7 W MH|AZ RERE
MN&E Lt 833-998-5351 (TTY: 711 ) 1O 2 MBS LE AH|A K22 A of

Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per
fornire informazioni in formati accessibili. Chiama I' 833-998-5351  (ity: 711 )
o parla con il tuo fornitore.

219 VT IND UA'UDYIRA YIVT OYO'INYO §7'0 IRIDW W T 0TV 'R 2Ny 'ora weTe (Yiddish)
NXN'IQ VIR VIVT [YAATORAIRD TW70N0IX 'R YN 91 21 THIRID 1.9 0221 T_ 2 [IX OT'X [VNVIY
AVAVI0 T oM TV W, 833-998-5351 (TTY: 711 )19 .o
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QIS (Bengali) NTATCIIST A= W S 181 TN OIR0E AN G5 [[Argeety orsr
STRTTS! AU G AR | STCHACAI9T FIAICE OF AWCAL Gl SN AP
STRINOT G178 ARTINMS [AYCety SoveTs U7 | 833-998-5351 (TTY: 711 )
NI T P WL WAV ARTNHIF ALY FAT I |

POLSKI (Polish) UWAGA: Osoby moéwigce po polsku mogg skorzystac z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg
rowniez dostepne bezptatnie. Zadzwon pod numer 833-998-5351 (TTY: 711 ) lub
porozmawiaj ze swoim dostawcs.

4u 2 (Arabic)

pi ol daulia Coladd g sacliee Jilu g 5860 LS Anilaall & el sac Lcadl Ciladd Gl giind Ay jal) ARl Chaalti Gl 1) 14

s — 5 A sl BLPNLRERPE !
paia M aaad ol ( 71 ) 833-998-5351 il o Juail Ulsa leall s sl Sy ciliputy il lacall
Aeaall

Francais (French) ATTENTION : Si vous parlez Francgais, des services d'assistance
linguistique gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour
fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 833-998-5351 (TTY: 711 ) ou parlez & votre
fournisseur.

S (Urdu)

Cla slea e diaa Gl ) B8 G b Claod oS e e S b ) Sl siem e s @l 81 G A
833-998-5351 (TTY: 711 ) o Sl Cba g Sladd b ol Gelae ailie S 5 S a0l 8
S by e ediiS a8 WL S TS p

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga
libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary
na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa 833-998-5351 (TTY: 711 )} © makipag-usap sa iyong provider.

EAAnvika (Greek) NMPOZOXH: Edv piAdte eAAnvIKd, uttdpy uv SiaBeoipeg dwpedv UTTNPETIES
UTTOOTAPIENG OTN CUYKEKPIPEVN YAwooa. AlaTiBevtal dwpedv KATaAAnAa Bonbriuara Kai
UTTNPECIES yIa TTap X1} TTANPOQOPIWY Ot TTPOOPRACIUEG HOPPES. KaAéoTe T 833-998-5351
(TTY: 71 ) | atTeuBuvBeiTe oTOV TTAPOXO COG.

SHQIP (Albanian) VINI RE: Nése flisni shqip, shérbime falas t& ndihmés sé gjuhés jané né
dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion
né formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi 833-998-5351
(TTY: 711 ) ose bisedoni me ofruesin tuaj t& shérbimit.



NOTICE OF NONDISCRIMINATION POLICY
Discrimination is Against the Law

EmblemHealth complies with Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex, including sex characteristics, including
intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes. EmblemHealth does not exclude people or treat them less favorably because of
race, color, national origin, age, disability, or sex.

EmblemHealth:

« Provides people with disabilities reasonable modifications and free appropriate
auxiliary aids and services to communicate effectively with us, such as:
o Qualified sign language interpreters.
o Written information in other formats (large print, audio, accessible
electronic formats, and other formats).
» Provides free language assistance services to people whose primary language is not
English, which may include:
o Qualified interpreters.
o Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language
assistance services contact the Civil Rights Coordinator by calling Medicare Connect
Concierge at 877-344-7364 (TTY: 711; Oct. 1 through March 31: 8 a.m. to 8 p.m., seven days
a week; April 1 through Sept. 30: 8 a.m. to 8 p.m., Monday through Saturday).

If you believe that EmblemHealth has failed to provide these services or discriminated in
another way based on race, color, national origin, age, disability, or sex, you can file a
grievance with the Civil Rights Coordinator by writing to the EmblemHealth Grievance and
Appeals Department, P.O. Box 2807, New York, NY 10116-2807; faxing them at 866-854-
2763; or calling Medicare Connect Concierge at 877-344-7364. (Dial 711 for TTY services.)
You can file a grievance in person, by mail, by fax, or through your secure member portal. If
you need help filing a grievance, EmblemHealth’s Grievance and Appeals Department is
available to help you. You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or
phone at: U.S. Department of Health and Human Services, 200 Independence Avenue
SW, Room 509F, HHH Building, Washington, DC 20201; 800-368-1019 (TTY: 800-537-
7697).

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

This notice is available on EmblemHealth’s website at
emblemhealth.com/legal/nondiscrimination.
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