Instructions for Coverage Decision
Request Form Supplemental Benefits CCA itk
for the Chronically Il

Members with certain health conditions may be eligible for additional benefits. We call these Special
Supplemental Benefits for the Chronically Il (SSBCI benefits). A SSBCI is a supplemental benefit
expected to help improve or maintain your overall health and/or ability to function. To qualify for
SSBCI benefits, we must document that you have an active qualifying chronic condition.

Please read these instructions carefully before you submit this form to us. You must complete all
fields on the form and attach the required documentation. Forms that are received without the
required information or documentation may result in a delay in processing, or a dismissal of
your coverage request.

Your Health Plan
If you aren’t sure which health plan you are enrolled in, check your member ID card. The plan type is
located at the top of your member ID card.
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Member ID or Medicare ID

Please provide your member ID number. If you are a new member, and you do not know your
Member ID, you can provide us with the Medicare Number from your red, white and blue Medicare
card.

Provider Information

Please tell us about the provider who diagnosed you, or the provider you see most often for
treatment of your chronic illness. We may need to contact them about your coverage request.
Knowing their contact information helps avoid delays in processing your coverage request.

Proof of qualifying condition(s), at risk of hospitalization or other adverse outcome and
intensive care coordination

Your coverage request for SSBCI benefits must include supporting documentation that you have an
active qualifying chronic condition at risk of hospitalization or other adverse outcomes and intensive
care coordination. Valid documentation must include your diagnosis, date of the diagnosis, provider
name and their NPl number and contact information. You can find a list of qualifying conditions on
the next page.
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Supplemental Benefits
for the Chronically Il
Qualifying Chronic Conditions

O 1
Chronic Heart Failure ) K Diabetes )

Cardiovascular Disorders Chronic Lung Disorders

Limited to: * Asthma
« Cardiac arrhythmias + COPD
« Coronary artery disease + Chronic bronchitis
* Peripheral vascular disease * Emphysema
« Chronic venous * Pulmonary fibrosis
thromboembolic disorder * Pulmonary hypertension
g J \_ J

CCA Senior Care Options (HMO D-SNP) is a health plan that contracts with both Medicare and
the Commonwealth of Massachusetts Medicaid program to provide benefits of both programs to
enrollees. Enroliment depends on contract renewal.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica.
Llame al 866-610-2273 (TTY 711).

You can get this document for free in other formats, such as large

print, braille, or audio. Call 866-610-2273 (TTY 711), 8 am to 8 pm,
7 days a week. The call is free.
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Coverage Decision Request Form
Supplemental Benefits for the
Chronically lli

commonwealth
& &< B carealiance

Submit this form with documentation that you have one or more of the four active, qualifying chronic
conditions listed on the previous page that meet all of the following requirements:

1) is life threatening or significantly limits your overall health or function;
2) puts you at a high risk of hospitalization or other adverse health outcomes; and

3) requires intensive care coordination.

Submitting this form does not guarantee coverage. Your provider may be required to submit
additional documentation.

By Mail: Commonwealth Care Alliance, Inc.
Member Services Department
30 Winter Street
Boston, MA 02108

By Fax: 617-426-1311 By Email: memberservices@commonwealthcare.org

Member Information

Last Name: First Name: Middle Initial:
Member ID or Medicare ID: Date of Birth:
Home Phone: Cell Phone:

Description of supporting documentation you are providing:

Example: | am including a copy of a discharge summary from a recent
hospital visit that documents my diagnosis of diabetes
Use another sheet of paper to include any additional information if needed.

Provider Information

Provider Name:

Provider Phone: Provider Fax:

Address:

City: State: Zip Code:
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Sign Below

| understand that by submitting this form and my supporting documentation of one or more of the
four active qualifying chronic condition(s), | am asking Commonwealth Care Alliance, Inc. (CCA)

to make a Coverage Decision. A coverage decision is a decision CCA makes about my benefits
and coverage. CCA will review my request and my supporting documentation and send me a letter
with CCA’s decision. In some cases, CCA might decide that the supporting information provided

is insufficient for CCA to confirm that | have an active qualifying condition. If | disagree with CCA’s
coverage decision, | can appeal CCA’s decision as directed by the information that CCA will provide
me along with its decision.

In limited circumstances, a request for a coverage decision will be dismissed, which means that
CCA won’t review the request. Examples of when a request will be dismissed include if the request
is incomplete, if someone makes the request on a member’s behalf but isn’t legally authorized to do
so, or if a member asks for their request to be withdrawn. If CCA dismisses a request for a coverage
decision, CCA will send a notice explaining why the request was dismissed and how to ask for a
review of the dismissal.

Print Name:

Signature: Date: / /
Member/Patient or Personal Representative*

*If this form is being completed by a Personal Representative, please print your name, phone
number, and email in the section below. Check (v') the box that shows your legal authority under law
to sign this form on the Member/Patient’s behalf.

Please return this completed form with supporting documentation.

Personal/Authorized Representative Information

First Name: Last Name:

Phone: Email:

O HIPAA Agent/Representative [ Health Care Agent/Proxy O Other Advocate
O Attorney O Representative of Estate/Executor O Power of Attorney

O Guardian/Conservator
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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 mental 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
mental 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, 11" 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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Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 1-866-610-2273 (TTY
711). Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 1-866-610-2273 (TTY 711). Alguien que hable espafiol
le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: B 15 B ilid ik 55, AR ME K T Bl 25 IR AT (] B 7], AN 18
U EEIRS, iEE(H 1-866-610-2273 (TTY 711) ., FAIH L TIE A R R EEBITR, X &
— I IR 5,

Chinese Cantonese: &% J A fdt fe s SEV R e v sEAF A SN, B UL Mt b i dmag Ikis,
HWEEAR S, GEET 1-866-610-2273 (TTY 711) . HfMahrh oy N B s At gt ), 5 it

— SRR

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-866-610-
2273 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour

accéder au service d'interprétation, il vous suffit de nous appeler au 1-866-610-2273
(TTY 711). Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung téi ¢ dich vu théng dich mién phi dé tra I5i cdc cau hoi v& chuong
suc khoe va chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-866-610-
2273 (TTY 711) s€ c6 nhan vién noi ti€ng Viét gilp d3 qui vi. Bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-866-610-
2273 (TTY 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

Korean: GAl= o8 B v ofF Hyol w3t Aol gall ek}t Y5 59 Auj2E
Algsta sy &9 ’\1317\8 o]-&3st#lH s} 1-866-610-2273 (TTY 711) HOo = 93|
ZAN S, o] 6}“ D27 Eof =2 Zeuth o] An| A= Rz e oot}

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTENIbHO CTPaxoBOro uim
MeANKaMeHTHOro nnaHa, Bbl MOXeTe BOCMNO0/b30BaTbCs HAWMMK 6ecnnaTHbIMKW ycayramm
nepeBoAYMKOB. YTob6bl BOCNOb30BATLCS YC/yraMm nepeBoaymKka, no3BoHUTE HaM Mo
TenedoHy 1-866-610-2273 (Tenetann 711). BaM okaxeT NOMOLLb COTPYAHWUK, KOTOPbIN
roBOpUT NMo-pyccku. [laHHas ycnyra 6ecnnatHas.
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o Jpanll a4 0¥ Joan sl daalls lats Al (51 e DU Llaal) (58 aa siall cilesd 238 Ll 1 Arabic
L i o s (711 oS5 pall s o8 5) 1-866-610-2273 e L Jeai¥1 (5 s Slle gl ¢(5 )58 e
Auilae daad o0 dliae by du pall Chaaty

Hindi: §AR WY I7 gdT ®1 JIoT & aR § 319 farst o 0% o STaTd ¢4 & fore g Uy gud
UITT Taml Iuas §. T U U o’ & forg, s 81 1-866-610-2273 (TTY 711) W B
ﬁ.ﬁéwﬁrﬁﬁ%ﬁm%aﬂuﬁmqmﬂwdl%.H%’WEEHQGT%.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-866-610-2273 (TTY 711). Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a qualquer
questdao que tenha acerca do nosso plano de saude ou de medicacdo. Para obter um
intérprete, contacte-nos através do niumero 1-866-610-2273 (TTY 711). Ird encontrar
alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-
866-610-2273 (TTY 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki
gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby
skorzysta¢ z pomocy tlumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-
866-610-2273 (TTY 711). Ta ustuga jest bezptatna.

Japanese: 4jit D5 O R & K AL EE T T | F%TZQ CERICBEZT D 2o I, ek
DWRT—E 20BN TT T3 WFET, Wik 2 ZHar T 5121,

1-866-610-2273 (TTY 711) ICBHH L 72 X v, H?Ii%?% HTANE LB LET, I
Rl oY — v 2 Td,

Gujarati: WHI3 wR el ecllofl Aotl QA dMal sl Acll SlEFURL Yslloll cllol AUl HIZ
WHLZL WA Hst geuBau Acall 8. geual Anadl H2, wHa $5d 1-866-610-2273 (TTY
711) UR Sl 8. i3 /9%Acl sldddl caulsal dHal Hee 530 ¥ O, L WS U Acl B,

Lao/Laotian:
wWoNc§I503NIWTIccUWIZNoBCTBEICEBOBLYNSIMIHTIWSINTNIONVCBVFL:WIL §
CEVEIZOIWONCSI. (BB2TIVCUWIFI, WIPNNmIWoNcSics 1-866-610-2273 (TTY 711).
2rdeihicdrwIzadaBiolorogoeuanla. DecinNIvOSNwdicSesn.

Cambodian: itHRESUIUMTUHN U SHINWSHASNIGIRHISWHSIINDWIRUENGES
HOSIEHUSMN yZiuaiihxg 189S Ut SERUMIUDN LS
VEIUTISIunumIDRMUIW:UE 1-866-610-2273 (TTY 711)
SIUMATEUSINWAMM N HEIS U/MNISINSRIWESATSY 1SN SgIiE s sSSigy
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