Request for Redetermination of Medicare Prescription Drug Denial

FHCP Medicare denied your request for coverage of (or payment for)

(name of prescription drug).

You have the right to ask us for a redetermination (appeal) of our decision. Use this form to appeal this

decision.

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

Drug Coverage.

e You can also file an appeal through our website at www.fhcpmedicare.com/contact-us.

e Expedited appeal requests can be made by phone at 1-833-866-6559 (TTY: 1-800-955-8770). Hours of
operation are 8 a.m. to 8 p.m., local time, seven days a week from October 1 through March 31, except
for Thanksgiving and Christmas. From April 1 through September 30, 8:00 a.m. to 8:00 p.m. local time,
five days a week. We will return your call within one business day.

Your prescriber can ask for an appeal on your behalf. If you want another person (like a family member or
friend) to file an appeal for you, that person must be your representative. Call us at 1-833-866-6559 to learn

how to name a representative.

Plan enrollee information

Enrollee name:

Member ID Number:

Date of birth (MM/DD/YYYY):

Mailing address:

City, State, ZIP code:

Phone:

Prescription & prescriber information

Name of drug you asked for:

Strength/quantity/dose:

Prescriber name:

Office address:

City, State, ZIP code:

Office phone:

Office fax:

Office contact person:

Did you already purchase this drug? [ ] Yes [ ]No

If YES:
Date purchased:

Pharmacy name:

Amount paid:

(attach copy of receipt)

Pharmacy phone number:
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http://www.fhcpmedicare.com/contact-us

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 Ifyou 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 I[fyour 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 I[fyoudon’t get your prescriber's support for an expedited appeal, we’ll decide if your case requires a
fast decision.

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.

e Other information we should consider:

Representative information

Complete this section ONLY if the person making this request is not the enrollee or the enrollee’s prescriber.
You must attach documentation showing your authority to represent the enrollee (like a completed Form CMS-
1696 or a written equivalent) if it wasn’t submitted at the coverage determination level. For more information
on appointing a representative, Call us at 1-833-866-6559.

Representative name:

Relationship to enrollee:

Street address:
City, State, ZIP code:
Phone:

Sign & submit this form

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

Signature: Date:

Fax or mail your completed form and any supporting information to:

Address: Fax Number:
FHCP Medicare 386-676-7149
Attn: Appeals & Grievances

P.O. Box 9910

Daytona Beach, FL 32120

HMO coverage is offered by Florida Blue Medicare, Inc., DBA FHCP Medicare, an Independent
Licensee of the Blue Cross and Blue Shield Association.
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Section 1557 Notification: Discrimination is Against the Law

We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,
national origin, age, disability, or sex (consistent with the scope of sex discrimination described at 45
CFR § 92.101(a)(2)). We do not exclude people or treat them less favorably because of race, color,
national origin, age, disability, or sex.

We provide:
e 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,
other formats)

* 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:

e Florida Health Care Plans (Group & Individual): 1-877-615-4022

e FHCP Medicare: 1-833-866-6559

If you believe that we have 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:

Florida Health Care Plans (Group & FHCP Medicare members:
Individual members):

Florida Health Care Plans FHCP Medicare

Civil Rights Coordinator Civil Rights Coordinator

PO Box 9910 PO Box 9910

Daytona Beach, FL 32120-0910 Daytona Beach, FL 32120-0910
Phone: 1-844-219-6137 Phone: 1-844-219-6137

TTY: 1-800-955-8770 TTY: 1-800-955-8770

Fax: 386-676-7149, Fax: 386-676-7149

Email: rights@fhcp.com Email: rights@fhcp.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Civil
Rights Coordinator 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.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Form Approved
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Se encuentran a su disposicion los servicios gratuitos de idiomas, de ayuda auxiliar y de formato alternativo.
Llame al numero 1-877-615-4022, a Medicare al 1-833-866-6559, (TTY 711).

Co6 san dich vu hd trg ngdn ngir mién phi, thiét bi hd trg va cac dinh dang thay thé. Vui long goi 1-877-615-
4022, Medicare 1-833-866-6559, (TTY 711).

Gen ¢d oksilye pou ede w nan 10t lang ak sévis nan 16t foma ki disponib gratis. Rele nan 1-877-615-4022, oswa
rele Medicare nan 1-833-866-6559 (TTY 711).

Estdo disponiveis, gratuitamente, servigos de traducao, assisténcia e formatos alternativos. Ligue para 1-877-
615-4022, Medicare 1-833-866-6559 (TTY 711).

R SRS SR B AR IR C . WER B UL R 56 i i1-877-615-4022 [y 1%
(554 (Medicare) 1-833-866-6559 Wit 4E (TTY) 711,

Des services linguistiques, d'aide auxiliaire et de supports alternatifs vous sont proposés gratuitement. Appelez le
1-877-615-4022, e Medicare au 1-833-866-6559 (ATS 711).

May makukuhang mga libreng serbisyo sa wika, karagdagang tulong at mga alternatibong anyo. Tumawag sa 1-
877-615-4022, Medicare 1-833-866-6559, (TTY 711).

HpeI[OCTaBH)HOTCH 6CCHH3THBIC SA3BIKOBBIC YCIIYT'H, BCIIOMOT'aTCIIbHBIC MAaTCPUAJIbI U YCIIYT'U B AJIbTCPHATUBHBIX
¢dopmarax. 3Bonute 1-877-615-4022, Medicare 1-833-866-6559 (Homep s TeKcT-TeneOHHBIX YCTPOUCTB
(TTY) 711).

le Juai¥l oo Aalie Ay clip 5 Adloal) sac bl 5 ciall Aplaall cileaall:
1-877-615-4022 z<b_» Medicare: 1-833-866-6559 (fuaandl BeY) 5 A TTY: 711)

Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati alternativi. Telefono: 1-
877-615-4022, Medicare: 1-833-866-6559, (TTY 711).

Kostenloser Service fiir Sprachen, Hilfsmittel und alternative Formate verfiigbar. Telefon 1-877-615-4022,
Medicare 1-833-866-6559 (TTY 711).

F5 Ao, HE 7|3 2 A 2] AH|AE o] &3 = A F Yt} 213} 1-877-615-4022, W T] A o] 1-833-
866-6559, (TTY 711).

Bezptatna pomoc jezykowa, pomoc dodatkowa oraz ustugi r6znego rodzaju sg dostepne. Zadzwon pod numer 1-
877-615-4022, Medicare 1-833-866-6559, (TTY 711).

HSd CLINL USIUS Het wa ds(ys st Aciad) Guasy 8.
1-877-615-4022, Medicare 1-833-866-6559, (TTY 711) U2 514 2.

fudnsnen AMnuthowdoaudn uazudns lusUuuudu 4 Wi Tns 1-877-615-4022, Medicare 1-833-866-6559
(TTY 711)

RO SFEY—E A, Mihh—v A, RET7r—~ vy Mr—ER2%Z ZHHANEE1TF9, 1-877-615-
4022, AT 477 1-833-866-6559 (TTY 711) £ CTREIE ZE W,

T’aa free yinitta’go saad bee aka anilyeedigii, atk’ida’aniigii, do6 t’aa ajilii hane’ bee aka anilyeedigii t’¢éiya éi
hotne’. 1-877-615-4022 bich’j’ nahodoonih, Medicare bich’]’ 1-833-866-6559 bich’i’ nahodoonih, (TTY 711).
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