Request for Redetermination of Medicare Prescription Drug Denial

Because we Capital Health Plan (HMO) 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:
Capital Health Plan (HMO) 1-800-693-6703
Attn: Medicare D Clinical Review

2900 Ames Crossing Road

Eagan, MN 55121

You may also ask us for an appeal through our website at www.capitalhealth.com/Medicare.
Expedited appeal requests can be made by phone at 1-850-523-7441 or 1-877-247-6512 (TTY:
1-850-383-3534 or 1-877-870-8943), 8:00 a.m. to 8:00 p.m., seven daysa week, October 1 - March 31
and 8:00a.m. - 8:00 p.m., Monday - Friday, April 1 - September 30. State of Florida members call
1-877-392-1532, 7:00 a.m. — 7:00 p.m.

Who May Make a Request: Your prescriber may ask us for an appeal on your behalf. If youwant
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 Member 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, 24 hours a day/7days a week.
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www.capitalhealth.com/Medicare

Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

Have you purchased the drug pendingappeal? [0 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.

O CHECK THISBOX 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 wantto refer to the explanation we provided in the Notice of Denial
of Medicare Prescription Drug Coverage and have your prescriber address the Plan’s coverage criteria,
if available, as stated in the Plan’s denial letter or in other Plan documents. Input from your prescriber
will be needed to explain why you cannot meet the Plan’s coverage criteria and/or why the drugs
required by the Plan are not medically appropriate for you.

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

Date:
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Anindependent Licensee of the Blue Cross and Blue Shield Association

Nondiscrimination and Accessibility Notice (ACA §1557)

Capital Health Plan complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability or sex. Capital Health Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.
Capital Health Plan provides free aids and services to people with disabilities to communicate
effectively with us, such as:

» Qualified sign language interpreters
» Written information in other formats (large print, audio, accessible electronic formats, other
formats)
* Provides free language services to people whose primary language is not English, such as:
« Qualified interpreters
e Information written in other languages

If you need these services, contact Member Services at one of the numbers listed below.

If you believe that Capital Health Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability or sex, you can file a grievance with:

Capital Health Plan’'s Compliance and Privacy Officer:

2140 Centerville Place

Tallahassee, FI 32308

Phone: Member Services 850-383-3311, 1-877-247-6512, TTY 850-383-3534 or 1-877-870-8943,
Fax: 850-523-7419, Email: memberservices@chp.org. Medicare members or prospective members
call 850-523-7441 or 1-877-247-6512 (TTY 850-383-3534 or 1-877-870-8943) 8:00 a.m. - 8:00 p.m.,
seven days a week, October 1 - March 37, 8:00 am. - 8:00 p.m., Monday - Friday, April 1- September
30. State of Florida members call 1-877-392-1532, 7:.00 a.m. - 7:00 p.m.

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, our
Member Services 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 https:/ocrportal.hhs.gov/ocr/portal/lobby.ist, 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, 800-537-7697 (TDD) ,

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

Have a disability? Speak a language other than English? Call to get help for free.
1-877-247-6512, TTY/TDD 850-383-3534 or 1-877-870-8943

Vous souffrez d’'un handicap ? Vous parlez une autre langue que 'anglais ? Appelez pour obtenir une aide
gratuite. 1 877 247 6512, Téléscripteur/ATME 850 383 3534 ou 1 877 870 8943

Hai una disabilita? Non parli inglese? Chiama uno di questi numeri per chiedere assistenza gratuita:
1-877-247-6512, TTY/TDD 850-383-3534 o 1-877-870-8943

Awilxoll daclunll (sle Jga=l) Jail $éud=V] agll e agl waxw Jo fadle] o (il Ja
1-877-247-6512.  saill wilpdl/ pual) Csailpdl JLasVi 5lp> (TDD/TI'Y) 850-383-3534. 1- 877 870-8943 sl

Haben Sie eine Behinderung? Méchten Sie mit uns in einer anderen Sprache als Englisch kommunizieren?
Rufen Sie an, um kostenlos Unterstiitzung zu erhalten. 1-877-247-6512, TTY/TDD 850-383-3534
oder 1-877-870-8943
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¢Tiene una discapacidad? ¢Habla algin otro idioma que no sea inglés? Llame para obtener ayuda gratis.
1-877-247-6512, TTY/TDD 850-383-3534 o al 1-877-870-8943

Sy pwlod o lonis (ul b 0l SS sl Sy Saus (o vuo oSl 520 (il @ Sau)ls (seols (sulgil
1-877-870-8943 |, 850-383-3534 o,lois a4y DDT/YTT |, 1-877-247-6512

UL 87 6a1[Al scl W eI olldl 912 (9465 Hee Haddl ST S, 1-877-247-6512,
TTY/TDD 850-383-3534 {8icl| 1-877-870-8943 U2

Ou gen yon andikap? Ou pale yon lang ki pa Anglé? Rele pou jwenn éd pou gratis? 1-877-247-6512,
TTY/TDD 850-383-3534 oswa 1-877-870-8943

o7t A2 M L7t BO{7F Oftl CHE 0| E AFESHa L7l MelsiAle. FEE ZE L
1-877-247-6512, TTY/TDD 850-383-3534 £= 1-877-870-8943

Jestes$ osobg niepetnosprawng? Mdéwisz w jezyku innym niz j. angielski? Zadzwon, aby uzyskac bezptatng
pomoc. 1-877-247-6512, TTY/TDD 850-383-3534 lub 1-877-870-8943

Tem algum tipo de incapacidade? Fala outra lingua que ndo o inglés? Ligue para obter ajuda gratuitamente.
1-877-247-6512, TTY/TDD 850-383-3534 ou 1-877-870-8943

Balliy BO3MOMHOCTY OrpaHuueHbi Mo COCTOAHWIO 300P0BbA? Bbl He roBopuTe no-aHruinckn? ObpaTnTecs 3a
6ecnnaTHON NoMoLblo No TenedoHy: 1-877-247-6512, TTY/TDD 850-383-3534 or 1-877-870-8943

BEREATID? SASHINES? [BRfTEELAREIREFEE, BiESHE: 1-877-247-6512;
TTY/TDD (IR At) : 850-383-3534 &) 1-877-870-8943

Ikaw ba ay may kapansanan? Ikaw ba ay nakakapagsalita ng ibang wika maliban sa Ingles? Tumawag upang
makakuha ng libreng tulong. 1-877-247-6512, TTY/TTD 850-383-3534 0 sa 1-877-870-8943.

e felEi A L0 Ve N E g oan? Rt TR LU B B  1-877-247-6512 » S8R & AR A
TTY/TDD 850-383-3534 &k 1-877-870-8943

Ansuiaidan? wammaudlildmundsnarniailan? Insiiavaanuzhemdans 1-877-247-6512,
TTY/TDD 850-383-3534 w3a 1-877-870-8943

Quy vi ¢o khuyét tat? Quy vi noi ngdén ngir khac ma khéng phai tiéng Anh? Vui long goi dé dugc trg gitp mién phi.
1-877-247-6512, TTY/TDD 850-383-3534 hoac 1-877-870-8943

If you have any gquestions or concerns related to this, please call our Member Services Department,
Monday through Friday 800 am - 5:00 pm at 850-383-3311 or 1-877-247-6512. Medicare members
or prospective members call 850-523-7441 or 1-877-247-6512 (TTY 850-383-3534 or 1-877-870-
8943) 800 am. - 8:00 p.m.,, seven days a week, October 1- March 31; 8:00 a.m. - 800 p.m., Monday -
Friday, April 1T - September 30. State of Florida members call 1-877-392-1532, 7:00 am. -
7:00 p.m.

Capital Health Plan contact information is located on our website:
https://capitalhealth.com/contact

Approved by Compliance Committee: 8/23/2016; Revised 5/3/17; Revised 11/14/17; Revised 8/21/18;
Revised 7/17/19
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