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BACKGROUND
SECTION 1 Introduction
| Section 1.1 What to do if you have a problem or concern

Please call us first

Your health and satisfaction are important to us. When you have a problem or concern, we hope
you’ll try an informal approach first: Please call Customer Service (phone numbers are on the
cover of this booklet). We will work with you to try to find a satisfactory solution to your
problem.

You have rights as a member of our plan and as someone who is getting Medicare. We pledge to
honor your rights, to take your problems and concerns seriously, and to treat you with respect.

Two formal processes for dealing with problems

Sometimes you might need a formal process for dealing with a problem you are having as a
member of our plan.
This chapter explains two types of formal processes for handling problems:

e For some types of problems, you need to use the process for coverage decisions and
making appeals.

e For other types of problems you need to use the process for making complaints.
Both of these processes have been approved by Medicare. To ensure fairness and prompt

handling of your problems, each process has a set of rules, procedures, and deadlines that must
be followed by us and by you.

Which one do you use? That depends on the type of problem you are having. The guide in
Section 3 will help you identify the right process to use.

Section 1.2 What about the legal terms?

There are technical legal terms for some of the rules, procedures, and types of deadlines
explained in this chapter. Many of these terms are unfamiliar to most people and can be hard to
understand.
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To keep things simple, this chapter explains the legal rules and procedures using more common
words in place of certain legal terms. For example, this chapter generally says “making a
complaint” rather than “filing a grievance,” “coverage decision” rather than “coverage
determination,” and “Independent Review Organization” instead of “Independent Review
Entity.” It also uses abbreviations as little as possible.

However, it can be helpful — and sometimes quite important — for you to know the correct legal
terms for the situation you are in. Knowing which terms to use will help you communicate more
clearly and accurately when you are dealing with your problem and get the right help or
information for your situation. To help you know which terms to use, we include legal terms
when we give the details for handling specific types of situations.

SECTION 2 You can get help from government organizations that
are not connected with us

| Section 2.1 Where to get more information and personalized assistance

Sometimes it can be confusing to start or follow through the process for dealing with a problem.
This can be especially true if you do not feel well or have limited energy. Other times, you may
not have the knowledge you need to take the next step. Perhaps both are true for you.

Get help from an independent government organization

We are always available to help you. But in some situations you may also want help or
guidance from someone who is not connected us. You can always contact your State Health
Insurance Assistance Program. This government program has trained counselors in every
state. The program is not connected with our plan or with any insurance company or health
plan. The counselors at this program can help you understand which process you should use to
handle a problem you are having. They can also answer your questions, give you more
information, and offer guidance on what to do.

Their services are free. You will find the phone numbers in Appendix 4 in the back of this
booklet.

You can also get help and information from Medicare

For more information and help in handling a problem, you can also contact Medicare. Here are
two ways to get information directly from Medicare:

e You can call 1-800-MEDICARE (1-800-633-4227) 24 hours a day, 7 days a week.
TTY users should call 1-877-486-2048.

e You can visit the Medicare website (http://www.medicare.gov).
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SECTION 3 To deal with your problem, which process should you
use?

Section 3.1 Should you use the process for coverage decisions and
appeals? Or should you use the process for making
complaints?

If you have a problem or concern and you want to do something about it, you don’t need to read
this whole chapter. You just need to find and read the parts of this chapter that apply to your
situation. The guide that follows will help.

To figure out which part of this chapter tells what to do for your problem or concern,
START HERE

( )

Is your problem or concern about your benefits and coverage?

(This includes problems about whether particular prescription drugs are
covered or not, the way in which they are covered, and problems related to
payment for prescription drugs.)

\_ J

Yes No

4

Go on to the next section of
this chapter, Section 4: A guide
to the basics of coverage
decisions and making appeals.

Skip ahead to Section 7 at the end of
this chapter: How to make a
complaint about quality of care,
waiting times, customer service or
other concerns.
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COVERAGE DECISIONS AND APPEALS

SECTION 4 A guide to the basics of coverage decisions and
appeals

Section 4.1 Asking for coverage decisions and making appeals: the big
picture

The process for coverage decisions and making appeals deals with problems related to your
benefits and coverage for prescription drugs, including problems related to payment. This is the
process you use for issues such as whether a drug is covered or not and the way in which the
drug is covered.

Asking for coverage decisions

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for your prescription drugs. We make a coverage decision for you whenever you fill
a prescription at a pharmacy.

We are making a coverage decision for you whenever we decide what is covered for you and
how much we pay:

e Usually, there is no problem. We decide the drug is covered and pay our share of the
cost.

e But in some cases we might decide the drug is not covered or is no longer covered by
Medicare for you. If you disagree with this coverage decision, you can make an appeal.

Making an appeal

If we make a coverage decision and you are not satisfied with this decision, you can “appeal” the
decision. An appeal is a formal way of asking us to review and change a coverage decision we
have made.

When you make an appeal we review the coverage decision we have made to check to see if we
were being fair and following all of the rules properly. When we have completed the review we
give you our decision.

If we say no to all or part of your Level 1 Appeal, you can go on to a Level 2 Appeal. The Level
2 Appeal is conducted by an independent organization that is not connected to our plan. If you
are not satisfied with the decision at the Level 2 Appeal, you may be able to continue through
several more levels of appeal.



2010 Evidence of Coverage for PERS ODS Advantage Rx (PDP)
Chapter 7: What to do if you have a problem or complaint (coverage decisions, appeals, complaints) 71

Section 4.2 How to get help when you are asking for a coverage decision

or making an appeal

Would you like some help? Here are resources you may wish to use if you decide to ask for any
kind of coverage decision or appeal a decision:

You can call us at Customer Service (phone numbers are on the cover).

To get free help from an independent organization that is not connected with our plan,
contact your State Health Insurance Assistance Program (see Section 2 of this chapter).

You should consider getting your doctor or other prescriber involved if possible,
especially if you want a “fast” or “expedited” decision. In most situations involving a
coverage decision or appeal, your doctor or other prescriber must explain the medical
reasons that support your request. Your doctor or other prescriber can’t request every
appeal. He/she can request a coverage decision and a Level 1 Appeal with the plan. To
request any appeal after Level 1, your doctor or other prescriber must be appointed as
your “representative” (see below about “representatives”).

You can ask someone to act on your behalf. If you want to, you can name another
person to act for you as your “representative” to ask for a coverage decision or make an
appeal.

0 There may be someone who is already legally authorized to act as your
representative under State law.

o If you want a friend, relative, your doctor or other prescriber, or other person to
be your representative, call Customer Service and ask for the form to give that
person permission to act on your behalf. The form must be signed by you and by
the person who you would like to act on your behalf. You must give our plan a
copy of the signed form.

You also have the right to hire a lawyer to act for you. You may contact your own
lawyer, or get the name of a lawyer from your local bar association or other referral
service. There are also groups that will give you free legal services if you qualify.
However, you are not required to hire a lawyer to ask for any kind of coverage
decision or appeal a decision.
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SECTION 5 Your Part D prescription drugs: How to ask for a
coverage decision or make an appeal

Have you read Section 4 of this chapter (A guide to “the
7 basics™ of coverage decisions and appeals)? If not, you may
want to read it before you start this section.

Section 5.1 This section tells you what to do if you have problems getting
a Part D drug or you want us to pay you back for a Part D drug

Your benefits as a member of our plan include coverage for many outpatient prescription drugs.
Medicare calls these outpatient prescription drugs “Part D drugs.” You can get these drugs as
long as they are included in our plan’s List of Covered Drugs (Formulary) and they are
medically necessary for you, as determined by your primary care doctor or other provider.

e This section is about your Part D drugs only. To keep things simple, we generally say
“drug” in the rest of this section, instead of repeating “covered outpatient prescription
drug” or “Part D drug” every time.

e For details about what we mean by Part D drugs, the List of Covered Drugs, rules and
restrictions on coverage, and cost information, see Chapter 3 (Using our plan’s coverage
for your Part D prescription drugs) and Chapter 4 (What you pay for your Part D
prescription drugs).

Part D coverage decisions and appeals

As discussed in Section 4 of this chapter, a coverage decision is a decision we make about your
benefits and coverage or about the amount we will pay for your drugs.

Legal A coverage decision is often called an

Terms “initial determination’ or “initial
decision.” When the coverage decision is
about your Part D drugs, the initial
determination is called a “coverage
determination.”

Here are examples of coverage decisions you ask us to make about your Part D drugs:

e You ask us to make an exception, including:
Asking us to cover a Part D drug that is not on the plan’s List of Covered Drugs

Asking us to waive a restriction on the plan’s coverage for a drug (such as limits
on the amount of the drug you can get)

0 Asking to pay a lower cost-sharing amount for a covered non-preferred drug
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e You ask us whether a drug is covered for you and whether you satisfy any applicable
coverage rules. (For example, when your drug is on the plan’s List of Covered Drugs but
we require you to get approval from us before we will cover it for you.)

e You ask us to pay for a prescription drug you already bought. This is a request for a
coverage decision about payment.

If you disagree with a coverage decision we have made, you can appeal our decision.

This section tells you both how to ask for coverage decisions and how to request an appeal. Use
this guide to help you determine which part has information for your situation:

Which of these situations are you in?

Request a Coverage Decision:

(DO you want to \ (DO you want to \ (DO you want to \

Make an Appeal:

[Has our plan \

ask us to make an
exception to the
rules or
restrictions on our
plan‘s coverage of
a drug?

You can ask us to
make an exception.
(This is a type of

coverage decision.)

Start with Section

(o

ask us to cover a
drug for you?

(For example, if
we cover the drug
but we require you
to get approval
from us first.)

ou can ask us for
a coverage decision.

Skip ahead to
Section 5.4 of this
chapter.

ask us to pay you
back for a drug
you have already
received and paid
for?

\ey
V-

G)-u can ask us to

pay you back.

(This is a type of

coverage decision.)

Skip ahead to

already told you
that we will not
cover or pay for a
drug in the way that
you want it to be
covered or paid

for?
(Y;u can make
an appeal.
(This means you

are asking us to
reconsider.)

5.2 of this chapter. Section 5.4 of Skip ahead to
this chapter. Section 5.5 of
\_ J L "/ /| \\this chapter.

| Section 5.2 What is an exception?

If a drug is not covered in the way you would like it to be covered, you can ask the plan to make
an “exception.” An exception is a type of coverage decision. Similar to other types of coverage
decisions, if we turn down your request for an exception, you can appeal our decision.
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When you ask for an exception, your doctor or other prescriber will need to explain the medical
reasons why you need the exception approved. We will then consider your request. Here are two
examples of exceptions that you or your doctor or other prescriber can ask us to make:

1. Covering a Part D drug for you that is not on our plan’s List of Covered Drugs
(Formulary). (We call it the “Drug List” for short.)

Legal

Asking for r f a drug that is not on the Dr
Terms sking for coverage of a drug that is not on the Drug

List is sometimes called asking for a “formulary
exception.”

e |f we agree to make an exception and cover a drug that is not on the Drug List, you
will need to pay the cost-sharing amount that applies to drugs in Tier 2 (Brand). You
cannot ask for an exception to the co-insurance amount we require you to pay for the
drug.

e You cannot ask for coverage of any “excluded drugs” or other non-Part D drugs
which Medicare does not cover. (For more information about excluded drugs, see
Chapter 3.)

2. Removing a restriction on the plan’s coverage for a covered drug. There are extra rules
or restrictions that apply to certain drugs on the plan’s List of Covered Drugs (for more
information, go to Chapter 3).

Legal Asking for removal of a restriction on coverage for a
Terms  drug is sometimes called asking for a “formulary
exception.”

e The extra rules and restrictions on coverage for certain drugs include:

o0 Getting plan approval in advance before we will agree to cover the drug for
you. (This is sometimes called “prior authorization.”)

o Quantity limits For some drugs, there are restrictions on the amount of the
drug you can have.

e If our plan agrees to make an exception and waive a restriction for you, you cannot
ask for an exception to the co-insurance amount we require you to pay for the drug.

Section 5.3 Important things to know about asking for exceptions

Your doctor must tell us the medical reasons

Your doctor or other prescriber must give us a written statement that explains the medical
reasons for requesting an exception. For a faster decision, include this medical information from
your doctor or other prescriber when you ask for the exception.

Typically, our Drug List includes more than one drug for treating a particular condition. These
different possibilities are called “alternative” drugs. If an alternative drug would be just as
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effective as the drug you are requesting and would not cause more side effects or other health
problems, we will generally not approve your request for an exception.
Our plan can say yes or no to your request

e If we approve your request for an exception, our approval usually is valid until the end of
the plan year. This is true as long as your doctor continues to prescribe the drug for you
and that drug continues to be safe and effective for treating your condition.

e If we say no to your request for an exception, you can ask for a review of our decision by
making an appeal. Section 5.5 tells you how to make an appeal if we say no.

The next section tells you how to ask for a coverage decision, including an exception.

Section 5.4 Step-by-step: How to ask for a coverage decision, including an
exception

Step 1: You ask our plan to make a coverage decision about the drug(s) or
payment you need. If your health requires a quick response, you must ask us to make
a “fast decision.” You cannot ask for a fast decision if you are asking us to pay
you back for adrug you already bought.

What to do

e Request the type of coverage decision you want. Start by calling, writing, or
faxing our plan to make your request. You, your representative, or your doctor (or
other prescriber) can do this. For the details, go to Chapter 2, Section 1 and look
for the section called, How to contact our plan when you are asking for a coverage
decision about your Part D prescription drugs. Or if you are asking us to pay you
back for a drug, go to the section called, Where to send a request that asks us to
pay for our share of the cost for medical care or a drug you have received.

e You or your doctor or someone else who is acting on your behalf can ask for a
coverage decision. Section 4 of this chapter tells how you can give written
permission to someone else to act as your representative. You can also have a
lawyer act on your behalf.

e If you want to ask our plan to pay you back for a drug, start by reading Chapter
5 of this booklet: Asking the plan to pay its share of a bill you have received for
medical services or drugs. Chapter 5 describes the situations in which you may
need to ask for reimbursement. It also tells how to send us the paperwork that asks
us to pay you back for our share of the cost of a drug you have paid for.

e If you are requesting an exception, provide the “doctor’s statement.” Your
doctor or other prescriber must give us the medical reasons for the drug exception
you are requesting. (We call this the “doctor’s statement.”) Your doctor or other
prescriber can fax or mail the statement to our plan. Or your doctor or other
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prescriber can tell us on the phone and follow up by faxing or mailing the signed
statement. See Sections 5.2 and 5.3 for more information about exception requests.

If your health requires it, ask us to give you a “fast decision”

Legal A “fastdecision” is called an “expedited
Terms decision.”

e When we give you our decision, we will use the “standard” deadlines unless we
have agreed to use the “fast” deadlines. A standard decision means we will give
you an answer within 72 hours after we receive your doctor’s statement. A fast
decision means we will answer within 24 hours.

e To get a fast decision, you must meet two requirements:

0 You can get a fast decision only if you are asking for a drug you have not yet
received. (You cannot get a fast decision if you are asking us to pay you back
for a drug you are already bought.)

0 You can get a fast decision only if using the standard deadlines could cause
serious harm to your health or hurt your ability to function.

e If your doctor or other prescriber tells us that your health requires a *“fast
decision,” we will automatically agree to give you a fast decision.

e If you ask for a fast decision on your own (without your doctor’s or other prescriber’s
support), our plan will decide whether your health requires that we give you a fast
decision.

o If we decide that your medical condition does not meet the requirements for a
fast decision, we will send you a letter that says so (and we will use the
standard deadlines instead).

o This letter will tell you that if your doctor or other prescriber asks for the fast
decision, we will automatically give a fast decision.

o0 The letter will also tell how you can file a complaint about our decision to give
you a standard decision instead of the fast decision you requested. It tells how
to file a “fast” complaint, which means you would get our answer to your
complaint within 24 hours. (The process for making a complaint is different
from the process for coverage decisions and appeals. For more information
about the process for making complaints, see Section 7 of this chapter.)

Step 2: Our plan considers your request and we give you our answer.

Deadlines for a “fast” coverage decision

e |If we are using the fast deadlines, we must give you our answer within 24
hours.
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o0 Generally, this means within 24 hours after we receive your request. If you are
requesting an exception, we will give you our answer within 24 hours after we
receive your doctor’s statement supporting your request. We will give you our
answer sooner if your health requires us to.

o If we do not meet this deadline, we are required to send your request on to Level
2 of the appeals process, where it will be reviewed by an independent outside
organization. Later in this section, we tell about this review organization and
explain what happens at Appeal Level 2.

e If our answer is yes to part or all of what you requested, we must provide the
coverage we have agreed to provide within 24 hours after we receive your request or
doctor’s statement supporting your request.

e If our answer is no to part or all of what you requested, we will send you a written
statement that explains why we said no.

Deadlines for a “standard” coverage decision

e |If we are using the standard deadlines, we must give you our answer within 72
hours.

o0 Generally, this means within 72 hours after we receive your request. If you
are requesting an exception, we will give you our answer within 72 hours after
we receive your doctor’s statement supporting your request. We will give you
our answer sooner if your health requires us to.

o If we do not meet this deadline, we are required to send your request on to
Level 2 of the appeals process, where it will be reviewed by an independent
organization. Later in this section, we tell about this review organization and
explain what happens at Appeal Level 2.

e If our answer is yes to part or all of what you requested —

o If we approve your request for coverage, we must provide the coverage we
have agreed to provide within 72 hours after we receive your request or
doctor’s statement supporting your request.

o If we approve your request to pay you back for a drug you already bought, we
are also required to send payment to you within 30 calendar days after we
receive your request or doctor’s statement supporting your request.

e If our answer is no to part or all of what you requested, we will send you a written
statement that explains why we said no.

Step 3: If we say no to your coverage request, you decide if you want to make an
appeal.

e If our plan says no, you have the right to request an appeal. Requesting an appeal
means asking us to reconsider — and possibly change — the decision we made.
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Section 5.5 Step-by-step: How to make a Level 1 Appeal
(how to ask for a review of a coverage decision made by our plan)

Legal When you start the appeals process by making an
Terms appeal, it is called the “first level of appeal” or a
“Level 1 Appeal.”

An appeal to the plan about a Part D drug
coverage decision is called a plan
“redetermination.”

Step 1: You contact our plan and make your Level 1 Appeal. If your health requires
a quick response, you must ask for a “fast appeal.”

What to do

e To start your appeal, you (or your representative or your doctor or other
prescriber) must contact our plan.

0 For details on how to reach us by phone, fax, mail, or in person for any
purpose related to your appeal, go to Chapter 2, Section 1, and look for the
section called, How to contact our plan when you are making an appeal
about your Part D prescription drugs.

e Make your appeal in writing by submitting a signed request. You may also
ask for an appeal by calling us at the phone number shown in Chapter 2, Section 1
(How to contact our plan when you are making an appeal about your Part D
prescription drugs).

e You must make your appeal request within 60 calendar days from the date on
the written notice we sent to tell you our answer to your request for a coverage
decision. If you miss this deadline and have a good reason for missing it, we may
give you more time to make your appeal.

e You can ask for a copy of the information in your appeal and add more
information.

0 You have the right to ask us for a copy of the information regarding your
appeal. We are allowed to charge a fee for copying and sending this
information to you.

o If you wish, you and your doctor or other prescriber may give us additional
information to support your appeal.

If your health requires it, ask for a “fast appeal”

Legal A “fastappeal” is also called an “expedited
Terms appeal.”
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e If you are appealing a decision our plan made about a drug you have not yet received,
you and your doctor or other prescriber will need to decide if you need a “fast
appeal.”

e The requirements for getting a “fast appeal” are the same as those for getting a
“fast decision” in Section 5.4 of this chapter.

Step 2: Our plan considers your appeal and we give you our answer.

e When our plan is reviewing your appeal, we take another careful look at all of the
information about your coverage request. We check to see if we were being fair and
following all the rules when we said no to your request. We may contact you or your
doctor or other prescriber to get more information.

Deadlines for a “fast” appeal

e |If we are using the fast deadlines, we must give you our answer within 72 hours
after we receive your appeal. We will give you our answer sooner if your health
requires it.

o If we do not give you an answer within 72 hours, we are required to send your
request on to Level 2 of the appeals process, where it will be reviewed by an
Independent Review Organization. (Later in this section, we tell about this
review organization and explain what happens at Level 2 of the appeals
process.)

e If our answer is yes to part or all of what you requested, we must provide the
coverage we have agreed to provide within 72 hours.

e If our answer is no to part or all of what you requested, we will send you a written
statement that explains why we said no and how to appeal our decision.

Deadlines for a “standard” appeal

e |If we are using the standard deadlines, we must give you our answer within 7
calendar days after we receive your appeal. We will give you our decision sooner if
you have not received the drug yet and your health condition requires us to do so.

o If we do not give you a decision within 7 calendar days, we are required to send
your request on to Level 2 of the appeals process, where it will be reviewed by
an Independent Review Organization. Later in this section, we tell about this
review organization and explain what happens at Level 2 of the appeals process.

e If our answer is yes to part or all of what you requested —

o If we approve a request for coverage, we must provide the coverage we have
agreed to provide as quickly as your health requires, but no later than 7
calendar days after we receive your appeal.
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o If we approve a request to pay you back for a drug you already bought, we are
required to send payment to you within 30 calendar days after we receive
your appeal request.

If our answer is no to part or all of what you requested, we will send you a written
statement that explains why we said no and how to appeal our decision.

Step 3: If we say no to your appeal, you decide if you want to continue with the
appeals process and make another appeal.

If our plan says no to your appeal, you then choose whether to accept this decision or
continue by making another appeal.

If you decide to make another appeal, it means your appeal is going on to Level 2 of
the appeals process (see below).

| Section 5.6 Step-by-step: How to make a Level 2 Appeal

If our plan says no to your appeal, you then choose whether to accept this decision or continue
by making another appeal. If you decide to go on to a Level 2 Appeal, the Independent Review
Organization reviews the decision our plan made when we said no to your first appeal. This
organization decides whether the decision we made should be changed.

Legal The formal name for the “Independent Review
Terms  Organization” is the “Independent Review
Entity.” It is sometimes called the “IRE.”

Step 1: To make a Level 2 Appeal, you must contact the Independent Review
Organization and ask for a review of your case.

If our plan says no to your Level 1 Appeal, the written notice we send you will
include instructions on how to make a Level 2 Appeal with the Independent
Review Organization. These instructions will tell who can make this Level 2 Appeal,
what deadlines you must follow, and how to reach the review organization.

When you make an appeal to the Independent Review Organization, we will send the
information we have about your appeal to this organization. This information is called
your “case file.” You have the right to ask us for a copy of your case file. We are
allowed to charge you a fee for copying and sending this information to you.

You have a right to give the Independent Review Organization additional information
to support your appeal.

Step 2: The Independent Review Organization does a review of your appeal and
gives you an answer.

The Independent Review Organization is an outside, independent organization
that is hired by Medicare. This organization is not connected with our plan and it is
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not a government agency. This organization is a company chosen by Medicare to
review our decisions about your Part D benefits with our plan.

Reviewers at the Independent Review Organization will take a careful look at all of
the information related to your appeal. The organization will tell you its decision in
writing and explain the reasons for it.

Deadlines for “fast” appeal at Level 2

If your health requires it, ask the Independent Review Organization for a “fast
appeal.”

If the review organization agrees to give you a “fast appeal,” the review organization
must give you an answer to your Level 2 Appeal within 72 hours after it receives
your appeal request.

If the Independent Review Organization says yes to part or all of what you
requested, we must provide the drug coverage that was approved by the review
organization within 24 hours after we receive the decision from the review
organization.

Deadlines for “standard” appeal at Level 2

If you have a standard appeal at Level 2, the review organization must give you an
answer to your Level 2 Appeal within 7 calendar days after it receives your appeal.

If the Independent Review Organization says yes to part or all of what you
requested —

o If the Independent Review Organization approves a request for coverage, we
must provide the drug coverage that was approved by the review organization
within 72 hours after we receive the decision from the review organization.

o If the Independent Review Organization approves a request to pay you back for
a drug you already bought, we are required to send payment to you within 30
calendar days after we receive the decision from the review organization.

What if the review organization says no to your appeal?

If this organization says no to your appeal, it means the organization agrees with our decision not
to approve your request. (This is called “upholding the decision.” It is also called “turning down
your appeal.”)

To continue and make another appeal at Level 3, the dollar value of the drug coverage you are
requesting must meet a minimum amount. If the dollar value of the coverage you are requesting
is too low, you cannot make another appeal and the decision at Level 2 is final. The notice you
get from the Independent Review Organization will tell you if the dollar value of the coverage
you are requesting is high enough to continue with the appeals process.
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Step 3: If the dollar value of the coverage you are requesting meets the
requirement, you choose whether you want to take your appeal further.

e There are three additional levels in the appeals process after Level 2 (for a total of
five levels of appeal).

e Ifyour Level 2 Appeal is turned down and you meet the requirements to continue
with the appeals process, you must decide whether you want to go on to Level 3 and
make a third appeal. If you decide to make a third appeal, the details on how to do
this are in the written notice you got after your second appeal.

e The Level 3 Appeal is handled by an administrative law judge. Section 6 in this
chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 6 Taking your appeal to Level 3 and beyond

| Section 6.1 Levels of Appeal 3, 4, and 5 for Part D Drug Appeals

This section may be appropriate for you if you have made a Level 1 Appeal and a Level 2
Appeal, and both of your appeals have been turned down.

If the dollar value of the drug you have appealed meets certain minimum levels, you may be able
to go on to additional levels of appeal. If the dollar value is less than the minimum level, you
cannot appeal any further. If the dollar value is high enough, the written response you receive to
your Level 2 Appeal will explain who to contact and what to do to ask for a Level 3 Appeal.

For most situations that involve appeals, the last three levels of appeal work in much the same
way. Here is who handles the review of your appeal at each of these levels.

Level 3 Appeal A judge who works for the Federal government will review your
appeal and give you an answer. This judge is called an “Administrative
Law Judge.”

e If the answer is yes, the appeals process is over. What you asked for in the appeal has
been approved.

e If the answer is no, the appeals process may or may not be over.

o If you decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you can continue to the next level of the
review process. If the administrative judge says no to your appeal, the notice you
get will tell you what to do next if you choose to continue with you appeal.
Whenever the reviewer says no to your appeal, the notice you get will tell you
whether the rules allow you to go on to another level of appeal. If the rules allow
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you to go on, the written notice will also tell you who to contact and what to do next
if you choose to continue with your appeal.

Level 4 Appeal The Medicare Appeals Council will review your appeal and give you
an answer. The Medicare Appeals Council works for the Federal
government.

e If the answer is yes, the appeals process is over. What you asked for in the appeal has
been approved.

e If the answer is no, the appeals process may or may not be over.

o If you decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you might be able to continue to the next
level of the review process. It depends on your situation. If the Medicare Appeals
Council says no to your appeal or denies your request to review the appeal, the
notice you get will tell you whether the rules allow you to go on to a Level 5
Appeal. If the rules allow you to go on, the written notice will also tell you who to
contact and what to do next if you choose to continue with your appeal.

Level 5 Appeal A judge at the Federal District Court will review your appeal.
This is the last stage of the appeals process.

e This is the last step of the administrative appeals process.

MAKING COMPLAINTS

SECTION 7 How to make a complaint about quality of care,
waiting times, customer service, or other concerns

If your problem is about decisions related to benefits,
f) coverage, or payment, then this section is not for you.
. Instead, you need to use the process for coverage decisions
and appeals. Go to Section 4 of this chapter.

Section 7.1 What kinds of problems are handled by the complaint
process?

This section explains how to use the process for making complaints. The complaint process is
used for certain types of problems only. This includes problems related to quality of care, waiting
times, and the customer service you receive. Here are examples of the kinds of problems handled
by the complaint process.
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If you have any of these
kinds of problems,
you can make a complaint

Quality of your medical care
= Are you unhappy with the quality of the care you have received?

Respecting your privacy
= Do you believe that someone did not respect your right to privacy or shared
information about you that you feel should be confidential?

Disrespect, poor customer service, or other negative behaviors

= Has someone been rude or disrespectful to you?

=  Are you unhappy with how our Member Services has dealt with you?
= Do you feel you are being encouraged to leave our plan?

Waiting times

= Have you been kept waiting too long by pharmacists? Or by Member Services
or other staff at our plan?

= Examples include waiting too long on the phone or when getting a
prescription.

Cleanliness
=  Are you unhappy with the cleanliness or condition of a pharmacy?

Information you get from our plan
= Do you believe we have not given you a notice that we are required to give?
= Do you think written information we have given you is hard to understand?

-

The next page has more examples of
possible reasons for making a complaint
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Possible complaints
(continued)

These types of complaints are all related to the timeliness of our
actions related to coverage decisions and appeals

The process of asking for a coverage decision and making appeals is
explained in sections 4-6 of this chapter. If you are asking for a decision or
making an appeal, you use that process, not the complaint process.

However, if you have already asked for a coverage decision or made an
appeal, and you think that our plan is not responding quickly enough, you can
also make a complaint about our slowness. Here are examples:

* If you have asked us to give you a fast response for a coverage
decision or appeal, and we have said we will not, you can make a
complaint.

* |f you believe our plan is not meeting the deadlines for giving you a
coverage decision or an answer to an appeal you have made, you can
make a complaint.

* When a coverage decision we made is reviewed and our plan is told that
we must cover or reimburse you for certain drugs, there are deadlines
that apply. If you think we are not meeting these deadlines, you can make
a complaint.

*  When our plan does not give you a decision on time, we are required to
forward your case to the Independent Review Organization. If we do not
do that within the required deadline, you can make a complaint.
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Section 7.2 The formal name for “making a complaint” is “filing a
grievance”
Legal What this section calls a “complaint” is also
Terms

called a “grievance.”
e Another term for “making a complaint” is
“filing a grievance.”

e Another way to say “using the process for
complaints” is “using the process for filing
agrievance.”

| Section 7.3 Step-by-step: Making a complaint

Step 1: Contact us promptly — either by phone or in writing.

e Usually, calling Customer Service is the first step. If there is anything else you need to
do, Customer Service will let you know. If you have gquestions or need more information,
you can always call Customer Service at 1-888-786-7509 (TTY only, call 1-800-433-
6313) and calls to these numbers are free. Hours are from 7 am to 8 pm Pacific time
seven days a week, from November 15 to March 1, 2010. (After March 1, 2010, your call
will be handled by our automated phone system Saturdays, Sundays and holidays.)

e If you do not wish to call (or you called and were not satisfied), you can put your
complaint in writing and send it to us. If you do this, it means that we will use our formal
procedure for answering grievances. Here’s how it works:

0 You, the member, your authorized representative, your legal representative or any
other provider or someone determined to have an appealable interest in the
proceeding may file a grievance. You must file a grievance within 60 calendar
days from the date of the event or incident that caused you to file the grievance.

If you miss the deadline, you may still file a grievance and request an extension of
the time frame. Your request must be in writing and include the reason you did
not file the grievance on time.

o0 You can mail your grievance to ODS Health Plan, Inc., Attn: Grievance Unit-
PERS ODS Advantage Rx (PDP), P.O. Box 40384, Portland OR, 97240-4038,
or fax your grievance to 503-243-5105 Attn: Grievance Unit-PERS ODS
Advantage Rx (PDP). You may also file your grievance in person at ODS Health
Plan, Inc., 601 S.W. Second Ave., Suite 700, Portland OR 97204.

o Ifyou call Customer Service at 1-888-786-7509, and TTY at 1-800-433-6313,
from 7 am to 8 pm Pacific time, Monday through Friday, they will record the
grievance and repeat back to you the grievance as written, to confirm the
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accuracy. The grievance will be noted with the time and the date. If you mail, fax
or deliver your grievance, the received date and time will be noted on your letter.

0 The PERS ODS Advantage Appeal and Grievance Department will then send an
acknowledgement letter to you within 7 calendar days of the receipt of your letter
or telephone call. You may be asked to provide additional information, which will
be requested in the letter, before ODS Health Plan, Inc. can make a decision. We
have 30 calendar days starting from the date the grievance was received to make a
decision. Sometimes ODS Health Plan, Inc. may need more time to make a
decision regarding quality of care. If ODS Health Plan, Inc. needs more time, you
will receive a letter requesting the extra time and telling you why ODS Health
Plan, Inc. needs more time to make a decision. When ODS Health Plan, Inc. has
made a decision you will receive a letter explaining our decision. The letter will
also explain what you can do if you don’t agree with ODS Health Plan, Inc.’s
decision and your right to file a quality of care grievance with Acumentra Health
(QIO) in Oregon.

0 The grievance must be submitted within 60 days of the event or incident. We
must address your grievance as quickly as your case requires based on your health
status, but no later than 30 days after receiving your complaint. We may extend
the time frame by up to 14 days if you ask for the extension, or if we justify a
need for additional information and the delay is in your best interest. If we deny
your grievance in whole or in part, our written decision will explain why we
denied it, and will tell you about any dispute resolution options you may have.

0 You may file a “fast” grievance if ODS Health Plan, Inc. turns down your request
or extends the time frame for a “fast” coverage determination or a “fast”
organization determination and you have not yet received the drug or service, or
denies your request or extends the time frame for a “fast” redetermination or a
“fast” appeal and you have not yet received the drug or service. You must file the
“fast” grievance within 48 hours from the date you received the decision that
ODS Health Plan, Inc. would not process your “fast” coverage determination,
“fast” organization determination, “fast” redetermination or “fast” appeal.
Indicate clearly on your request you would like a “FAST GRIEVANCE
REQUEST”. You may file a “fast” grievance by phone, fax, or in person as
listed above. ODS Health Plan, Inc. will respond to your “fast” grievance in
writing within 24 hours of receipt of your “fast” grievance.

Whether you call or write, you should contact Customer Service right away. The
complaint must be made within 60 days after you had the problem you want to complain
about.

If you are making a complaint because we denied your request for a “fast response”
to a coverage decision or appeal, we will automatically give you a “fast” complaint. If
you have a “fast” complaint, it means we will give you an answer within 24 hours.

Legal What this section calls a “fast complaint” is also
Terms called a “fast grievance.”
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Step 2: We look into your complaint and give you our answer.

e If possible, we will answer you right away. If you call us with a complaint, we may be
able to give you an answer on the same phone call. If your health condition requires us to
answer quickly, we will do that.

e Most complaints are answered in 30 days, but we may take up to 44 days. If we need
more information and the delay is in your best interest or if you ask for more time, we can
take up to 14 more days (44 days total) to answer your complaint.

e If we do not agree with some or all of your complaint or don’t take responsibility for the
problem you are complaining about, we will let you know. Our response will include our
reasons for this answer. We must respond whether we agree with the complaint or not.

Section 7.4 You can also make complaints about quality of care to the
Quality Improvement Organization

You can make your complaint about the quality of care you received to our plan by using the
step-by-step process outlined above.

When your complaint is about quality of care, you also have two extra options:

e You can make your complaint to the Quality Improvement Organization. If you
prefer, you can make your complaint about the quality of care you received directly to
this organization (without making the complaint to our plan). To find the name,
address, and phone number of the Quality Improvement Organization in your state,
look in Chapter 2, Section 4, of this booklet. If you make a complaint to this
organization, we will work together with them to resolve your complaint.

e Or you can make your complaint to both at the same time. If you wish, you can make
your complaint about quality of care to our plan and also to the Quality Improvement
Organization.
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