Request for Redetermination of Medicare Prescription Drug Denial

CCA One Care (HMO D-SNP) 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. Use this form to
appeal this decision.

¢ 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 ccama.org.

o Expedited appeal requests can be made by phone at 1-833-251-9739, TTY: 711, 24 hours a
day, seven days a week.

Your prescriber can ask us 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-
833-251-9739, TTY: 711, 24 hours a day, seven days a week 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:
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Did you already purchase this drug? [ ] Yes [] No
If YES:

Date purchased: Amount paid: (attach copy of receipt)

Pharmacy name:

Pharmacy phone number:

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.

o If you don’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 1-833-251-9739.

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 the representative):

Signature: Date:

Fax or mail your completed form and any supporting information to:
Address: Fax Number:
CVS Caremark Part D Appeals and Exceptions 1-855-633-7673
P.O. Box 52000, MC109
Phoenix, AZ 85072-2000

CCA One Care (HMO D-SNP) is a Dual Special Needs Plan (D-SNP) that contracts with both Medicare
and MassHealth (Medicaid) to provide benefits of both programs to enrollees. Enroliment in the plan
depends on the plan’s contract renewal with Medicare.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingliistica. Llame
al 833-251-9739 (TTY 711).

You can get this document for free in other formats, such as
large print braille, or audio. Call 833-251-9739 (TTY 711), 24
hours a day, seven days a week. The call is free.



Notice of Nondiscrimination

Commonwealth Care Alliance, Inc. complies with applicable Federal civil rights laws and
does not discriminate on the basis of, or exclude people or treat them differently
because of, medical condition, health status, receipt of health services, claims
experience, medical history, disability (including behavioral impairment), marital status,
age, sex (including sex stereotypes and gender identity), sexual orientation, national
origin, race, color, religion, creed, public assistance, or place of residence.
Commonwealth Care Alliance, Inc.:

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 Member Services.

If you believe that Commonwealth Care Alliance, Inc. has failed to provide these
services or discriminated in another way based on medical condition, health status,
receipt of health services, claims experience, medical history, disability (including
behavioral impairment), marital status, age, sex (including sex stereotypes and gender
identity), sexual orientation, national origin, race, color, religion, creed, public
assistance, or place of residence, you can file a grievance with:

Commonwealth Care Alliance, Inc.

Civil Rights Coordinator

30 Winter Street, 11t Floor

Boston, MA 02108

Phone: 617-960-0474, ext. 3932 (TTY 711) Fax: 857-453-4517
Email: civilrightscoordinator@commonwealthcare.org

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 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

Phone: 800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.
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Notice of Availability
Interpreter Services

English: If you speak English, free language assistance services are available. Auxiliary aids
and services to provide information in accessible formats are also available free of charge.
Call 833-251-9739 (TTY: 711).

Spanish: Si habla espafiol, tiene a su disposicion servicios de asistencia linguistica gratuitos.
También estan disponibles sin costo recursos auxiliares y servicios para proporcionar
informacion en formatos accesibles. Llame al 833-251-9739 (TTY: 711).

ChineseMandarin' ﬁﬂ% SR @G, AT DR R S I S IR SS . Ak, i iR
PATCRERG A% AR S BB TR MRS . 16304 833-251-9739 (TTY: 711),

Chinese Cantonese: WIS EFEERE, M AT UM% & RE S WIS . thal, 184 B it
e g TR AL B A A Bl B T B AR .S58 833-251-9739 (TTY: 711) -

Tagalog: Kung nagsasalita ka ng Tagalog, magagamit ang mga libreng serbisyo sa tulong sa
wika. Ang mga pantulong na tulong at serbisyo para magbigay ng impormasyon sa mga naa-
access na format ay makukuha rin nang walang bayad. Tumawag sa 833-251-9739 (TTY: 711).

French: Si vous parlez frangais, des services d’assistance linguistique gratuits sont disponibles.
Des aides et services auxiliaires permettant de fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 833-251-9739 (TTY : 711).

Vietnamese: Néu quy vi néi tiéng Viét, ching t6i cung cap dich vu hé tro ngdn ngr mién phi.
Céc dich vu va phwong tién phu tro cung cap théng tin & dinh dang dé tiép can ciing dwoc
mién phi. Goi 833-251-9739 (TTY: 711).

German: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachunterstitzungsdienste
zur Verfugung. Hilfsmittel und Dienstleistungen zur Bereitstellung von Informationen in
barrierefreien Formaten sind ebenfalls kostenlos verfiigbar. Rufen Sie die Nummer
+833-251-9739 (TTY: 711) an

Korean: 3l=0] & JALS= 49, 5 o] XY Au| =5 o] &8
P2 o2 ARE A HE B Mu| Ak T2 AlFEHY
o 7 AslsA L

AHUTh 2 7Hs e
3-251-9739 (TTY: 711)

Russian: Eciiu Bbl rOBOpUTE HA PYCCKOM $13bIKe, BAM MOTYT MPEJIOCTAaBUTh GeclaTHbIE YCAYTH
nepeBoAurKa. Takke 6eCnIaTHO MPeJIOCTaBJISIIOTCS BCIIOMOTaTe/ibHbIe CPEICTBA U YCIIYTH,
N03BOJISIOLIME NTOJYYaTh UHPOPMAILUIO B JOCTYNHbIX popMaTax. 3BOHUTeE 10 HoMepy 833-251-
9739 (TTY: 711).

g_\LAjLuJ\ )43}.\} ‘uaLm\ Q_\LAJA} Calae Lua 1..4.1\ ml;.d\ A_Uaﬂ\ pae Ll Cchlaad )s A_u)d\ Aalll Gaaati eu€ \J\ *Arabic
ATTY: 711) 833-251-9739 #8ll Je Juail Blae Lol J a1l Sy ity 3
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Hindi: 3¢ 39 fg=<! Siard 8, < F:Xesh U TeTdT San Iuas § | gau Ured & Yo7 Sudas
R & foTT Tere A1eq 3R Jamd i - Iuas § 1 833-251-9739 (TTY: 711) R HId HY |

Italian: Se parla italiano, pud usufruire di servizi di assistenza linguistica gratuiti. Sono
disponibili gratuitamente anche dei servizi e supporti ausiliari che forniscono informazioni in
formati accessibili. Chiami il numero 833-251-9739 (TTY: 711).

Portuguese: se vocé fala portugués, servicos de assisténcia linguistica gratuitos estao
disponiveis. Recursos e servigos auxiliares para fornecer informagdes em formatos acessiveis
também estdo disponiveis gratuitamente. Ligue para 833-251-9739 (TTY: 711).

Cape Verdean Creole: Si bu ta papia Kriolu di Kabu Verdi, sirvisus di apoiu lingustikui ta sta
dispunivel. També ta sta dispunivel apoiu y sirvisus ausiliaris pa da informason na formatus
asesivel. Txoma pa 833-251-9739 (TTY: 711).

Haitian Creole: Si ou pale kreyodl Ayisyen, gen sévis asistans lang gratis ki disponib. Gen éd ak
sevis oksilyé pou bay enfomasyon nan fdoma aksesib ki disponib gratis tou. Rele 833-251-9739
(TTY:711).

Polish: Jesli méwisz po polsku, mozesz skorzystac z bezptatnych ustug pomocy jezykowe;.
Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Zadzwon pod numer 833-251-9739 (TTY: 711).

Japanese: HAGEZ 5% 5 Jjid. RO SFE LRy — 2 %2 THH W20 3, T A
E HETHRE AT T 572006 RS —E 2 QMR FIHW27200 7,
833-251-9739 (TTY: 711) I B 72 & v,

Gujarati: %1 dQ 922 cll ol O, Al Ul Ml AslA Acll Gudou 8. Hiledla yetel
sta Ui YElol sRcll HI2 UsLAS Aol Wl Acll UL HgAHL Gucou 8. 833-251-9739 (TTY: 711)

U sld 83,

Lao/Laotian: T]‘)lﬂ‘)DCO‘)h)‘)ﬁ‘)Q‘)O L)UQD’)‘)DQOE)CWSO?D&)‘)S‘)MS D’)‘)DQOE)CU)S CCI®
77‘)‘1.)UQJ)‘)DCU)S%«UD832.).)D?‘DSUCCUUU)25‘)J.)‘)C)C2‘)C°q32OCC.L)DE)f)ﬁ?b?O?QﬁOﬁO@UC%@@‘)
2 833-251-9739 (TTY: 711).

Greek: Eav pilate eAAnvika, StatiBevtal Swpeav vmnpeoies yAwooikng BonBetag. AtatiBevtal
emiong Swpeav BondNTIKA HECH KAL VTINPEGLES VLA TNV TIAPOXT] TIANPOPOPLWV O TTPOGRACLUN
nop1. KaAéote oto 833-251-9739 (TTY: 711).

Khmer: [UfiSIO5SSUNWManis ISHSHES
FINUNSIUNSSWIRAMAUNIENWSSSSINY S8W SHIUNSRMIBUASSMNSEN
iumscudosASHuSEUgSinwsSsSsSIgnNni=N gieunis! 833-251-9739 (TTY:
711)
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