#) meridiancomplete

Request for Redetermination of Medicare Prescription Drug Denial

We at MeridianComplete (Medicare — Medicaid Plan) 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: 844-882-9799
1 Campus Martius, Suite 750

Attn. Appeals

Detroit, M1 48226

You may also ask us for an appeal through our website at mhplan.com. Expedited appeal requests
can be made by phone at 855-580-1693, TTY users should call 711.

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 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.
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Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

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

If “Yes”:
Date purchased: Amount paid: S — (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.

[] 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 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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MeridianComplete is a health plan that contracts with both Medicare and Michigan Medicaid to
provide benefits of both programs to enrollees.
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#) meridiancomplete
1-855-323-4578

1 Campus Martius, Suite 700 TTY: 711
Detroit, M| 48226 www.mhplan.com

MeridianComplete (Medicare-Medicaid Plan) complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex.
MeridianComplete does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

MeridianComplete:
e Provides free aids and services to people with disabilities 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)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact MeridianComplete Member Services.

If you believe that MeridianComplete 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
MeridianComplete’s Grievance Coordinator. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, MeridianComplete’s Grievance Coordinator is available to

help you.

Mail: MeridianComplete Telephone: 1-855-323-4578
Attn: Medicare Grievance Coordinator (TTY users should call 711)
P.O. Box 44260 Hours: Monday — Sunday, 8 a.m. to 8 p.m.
Detroit, M| 48244 Fax: 1-313-294-5552
Email: medicaregrievances@mhplan.com

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, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linguistica. Llame al <1-855-323-4578> (TTY: <711>).

j_‘,‘_? w231 (Arabic): Obaadls S yd) 635 4 gall) ac Lucall Chladd (18 A jall Cuaa®i i€ 1) 23ds gala
(<7115 2830 5 aall Caila 8 ) <1-855-323-4578> ad g Jusal

JEEP I (Chinese): JLE ¢ AR FAIERE P AU EIESTE S RBIIRTS - SHEEE<L-
855-323-4578> (TTY: <7115) -

Tagalog (Tagalog-Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa <1-855-323-4578> (TTY: <711>).

Tiéng Viét (Vietnamese): CHU Y: N&u quy vi néi Tiéng Viét, ching tdi cé cac dich vu hd trg ngén ngir
mién phi danh cho quy vi. Xin goi s6 <1-855-323-4578> (TTY: <711>).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfliigung. Rufnummer: <1-855-323-4578> (TTY: <711>).

St=20 (Korean): =2|: St HE ME3TtAl= B2, A K& MNEIAE 222 0|E0HA ==
USLICH <1-855-323-4578> (TTY: <711>) & & 3loll =AIAI 2.

AN

Pyccxkmuiz (Russian): BHUMAHWE: Ecau Bbl roBOpUTE HA PYCCKOM fA3bIKE, TO BaM AOCTYMHb!
b6ecnnaTtHble ycnyru nepesoa. 3BoHuTe <1-855-323-4578> (TTY: <711>).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero <1-855-323-4578> (TTY: <711>).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;.
Zadzwon pod numer <1-855-323-4578> (TTY: <711>).

Shqip (Albanian): KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore,
pa pagesé. Telefononi né <1-855-323-4578> (TTY: <711>).

QISHT (Bengali): %5 SN M AN 171, FAT IACO AN, O [N UIEIT ©oran
STRTOT AT ONAF TR (FIN PPN 9-<1-855-323-4578> (TTy: H-<711>) |

BAEE (Japanese): ;TEEIE : HAZBZHEINLEE. BHOSEXEZCFARAWEITET
» <1-855-323-4578> (TTY: <711>) £ T. PEEFEICTITEHK L &L,

Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoci
dostupne su vam besplatno. Nazovite <1-855-323-4578> (TTY- Telefon za osobe sa oStecenim
govorom ili sluhom: <711>)
wain (Assyrian): heals (odulnar LAk o (rGIARK KAE) (adumimd W L adwe L I ido
<1-855-323-4578> (TTY: <711>) Aixsn JL (610 e r<u_\: ~Riudma



