Request for Redetermination of Medicare Prescription Drug Denial

Because we, HealthPlus MedicarePlus, 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. You have 60 days from the date of our Notice of Denial of Medicare Prescription
Drug Coverage to ask us for a redetermination. This form may be sent to us by mail or fax:

Address: Fax Number:
HealthPlus of Michigan 1-810-733-1947
Attn: Member Satisfaction

2050 S. Linden Road

P.O. Box 1700

Flint, Ml 48501-1700

You may also ask us for an appeal through our website at www.healthplus.org.
Expedited appeal requests can be made by phone at 1-800-332-9161.

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’'s Information

Enrollee’s Name Date of Birth

Enrollee’s Address

City State Zip Code

Phone

Enrollee’s Plan ID Number

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

Requestor's Name

Requestor’s Relationship to Enrollee

Address

City State Zip Code

Phone

Representation documentation for appeal requests made by someone other than
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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http:www.healthplus.org

Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

Have you purchased the drug pending appeal? [1 Yes [ No

If “Yes”:
Date purchased: Amount paid: $ ____ (attach copy of receipt)

Name and telephone number of pharmacy:

Prescriber's Information

Name

Address

City State — Zip Code

Office Phone Fax

Office Contact Person

Important Note: Expedited Decisions

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. If your prescriber indicates that waiting 7 days could seriously harm your
health, we will automatically give you a decision within 72 hours. If you do not obtain your
prescriber's support for an expedited appeal, we will decide if your case requires a fast
decision. You cannot request an expedited appeal if you are asking us to pay you back for a
drug you already received.

[0 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.

Please explain your reasons for appealing. Attach additional pages, if necessary. Attach
any additional information you believe may help your case, such as a statement from your
prescriber and relevant medical records. You may want to refer to the explanation we
provided in the Notice of Denial of Medicare Prescription Drug Coverage.

Signature of person requesting the appeal (the enrollee, or the enrollee’s prescriber or
representative):

Date:
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IMPORTANT INFORMATION ABOUT YOUR APPEAL RIGHTS
For more information about your appeal rights, call us or see your Evidence of

Coverage.

There Are Two Kinds of Appeals
You Can Request

Expedited (72 hours) - You can request an
expedited (fast) appeal for cases that involve
coverage, if you or your doctor believes that your
health could be seriously harmed by waiting up to
7 days for a decision. If your request to expedite is
granted, the independent reviewer must give you a
decision no later than 72 hours after receiving your
appeal (the timeframe may be extended in limited
circumstances).
* If the doctor who prescribed the drug(s)
asks for an expedited appeal for you, or
supports you in asking for one, and the doctor
indicates that waiting for 7 days could
seriously harm your health, the independent
reviewer will automatically expedite the
appeal.
* If you ask for an expedited appeal without
support from a doctor, the independent
reviewer will decide if your health requires an
expedited appeal. If you do not get an
expedited appeal, your appeal will be decided
within 7 days.
* Your appeal will not be expedited if you've
already received the drug you are appealing.

Standard (7 days) - You can request a standard
appeal for a case involving coverage or payment.
The independent reviewer must give you a
decision no later than 7 days after receiving your
appeal (the timeframe may be extended in limited
circumstances).

When the Independent Reviewer Can Extend
the Timeframe for Making a Decision — The
timeframe may be extended if your case
involves an exception request and we have not
received the supporting statement from your
doctor or other prescriber supporting the
request. The timeframe also may be extended
when the person acting for you files an appeal
request but does not submit proper
documentation of representation. In both
situations, the independent reviewer may toll (or
stop the clock) for up to 14 days to get this
information.
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What Do | Include with My Appeal?

You should include your name, address, HIC
number, the reasons for appealing, and any
evidence you wish to attach. If the appeal is made
by someone other than the enrollee (for example,
the enrollee’s doctor or other prescriber), the
person must submit a document appointing him or
her to act for you. If your appeal relates to a
decision by us to deny a drug that is not on our list
of covered drugs (formulary) or if you are asking
for an exception to a prior authorization (PA) or
other utilization management (UM) requirement,
your prescribing doctor or other prescriber must
submit a statement with your appeal request
indicating that all the drugs on any tier of our
formulary (or the PA/UM requirement) would not
be as effective to treat your condition as the
requested drug, or would harm your health.

How Do | Request an Appeal?
You or your representative should mail or fax your
written appeal request to:

Michigan Peer Review Organization
22670 Haggerty Road, Suite 100
Farmington Hills, Ml 48335

What Happens Next? If you appeal, the
independent reviewer will review your case and
give you a decision. If any of the prescription drugs
you requested are still denied, you can appeal to
an administrative law judge (ALJ) if the value of
your appeal is at least $130. If you disagree with
the ALJ decision, you will have the right to further
appeal. You will be notified of your appeal rights if
this happens.

Contact Information:

If you need information or help, call us at:
Toll Free: 1-800-633-4227

TTY: 1-877-486-2048

Other Resources To Help You:
Medicare Rights Center
Toll Free: 1-888-HMO-9050

Elder Care Locator

Toll Free: 1-800-677-1116
1-800-MEDICARE (1-800-633-4227)
TTY: 1-877-486-2048



