16. GRIEVANCE AND APPEAL RESOLUTION SYSTEM
A.

Grievance and Appeal Resolution Process for Members
(Standard and Expedited)

APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Members.

POLICY:
A.

IEHP defines a grievance (complaint) as an oral or written expression of dissatisfaction
as experienced by a Member. This definition includes any complaint or dispute, other
than one that constitutes an Organization Determination (OD) or Coverage Determination
(CD), expressing dissatisfaction with any aspect of IEHP’s, or its Providers’ operations,
activities, or behavior, regardless of whether remedial action is requested by the Member,
or can be taken by IEHP. Members, Members’ representatives, or a Provider filing on
behalf of a Member may file a grievance. Grievances may also include complaints
regarding delays in treatment, access problems, enrollment and disenrollment, benefit
package, Quality of Care (QOC), customer service, OD and reconsideration process, CD
and redetermination process, Marketing, Centers for Medicare and Medicaid Services
(CMS) issues, medications (Part D), staff, facility, or other medical care problems, and
concerns regarding Member confidentiality in the Provider network and/or at IEHP.

B.

IEHP’s Grievance and Appeals Department is responsible for the resolution of Member
complaints, including grievances and appeals (reconsiderations/redeterminations).

C.

IEHP Members receive written information regarding the appeal and grievance process
upon enrollment, and annually thereafter. Members are also informed of the appeal and
grievance process upon request (See Attachments “Member Appeal and Grievance Form
– IEHP DualChoice – English” and “Member Appeal and Grievance Form – IEHP
DualChoice – Spanish” in Section 16).

D.

All Members are encouraged to bring up any concerns or issues with their Practitioner
and/or Provider, in order to promote open communication and a positive Member and
Practitioner/Provider relationship. This open communication between a Member and
his/her Practitioner/Provider is discussed in the IEHP Member Handbook issued to all
new Members at enrollment and in annual updates to existing heads of household.
IEHP’s Medicare Member Services Department and/or Grievance and Appeals
Department also encourage Members to communicate with their Practitioners/Providers
at the time issues arise.

E.

All Practitioners/Providers, their affiliated Providers and staff are required to cooperate
with IEHP in resolving Member grievances and comply with all final determinations of
IEHP’s grievance procedure. At no time shall a Member’s medical condition be
permitted to deteriorate because of delay in provision of care that Provider/IPA disputes.
Fiscal and administrative concern shall not influence the independence of the medical
decision- making process to resolve any medical dispute between Member and Provider
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16. GRIEVANCE AND APPEAL RESOLUTION SYSTEM
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of Service.
F.

All Practitioners/Providers (e.g. Primary Care Physicians (PCP) and vision Providers)
and their affiliated Providers are required to have IEHP Member Appeal and Grievance
Forms (See Attachments, “Member Appeal and Grievance Form – IEHP DualChoice –
English” and “Member Appeal and Grievance Form – IEHP DualChoice – Spanish” in
Section 16) readily available for distribution to Members upon request. If a physician
needs to inquire about information related to an exemption or prior authorization, they
can call Provider Services Department at (866) 223-4347.

G.

All Practitioners/Providers are required to provide Members with assistance in filing their
grievances and appeals. Practitioners/Providers and their affiliated Providers are informed
annually regarding how to access current appeals and grievance resolution processes via
the Provider Manual.

H.

Members who wish to file a grievance regarding dental services are referred to the
appropriate dental Provider, as applicable.

I.

Members (or their representative, friend, advocate or surrogate i.e., Durable Power of
Attorney (DPA), guardian, health care proxy), any Provider and/or Practitioner that
furnishes or intends to furnish services to the Member, or the legal representative of a
Member’s estate, may file a case with IEHP. If a Member is incapacitated or legally
incompetent, a surrogate is not required to produce a representative form. Instead, he or
she can produce the appropriate legal papers supporting his or her status as the Member’s
authorized representative. The representative has all the rights and responsibilities of the
Member in filing a grievance, obtaining an organization determination or in dealing with
any of the levels of the appeals process. Expedited cases may be requested by the
Member (or their authorized representative), or a Practitioner/Provider (regardless of
whether that Provider is affiliated with IEHP).
1.

To be appointed by a Member, both the Member making the appointment and the
representative accepting the appointment must sign, date, and complete a
representative form (See Attachments, “Appointment of Representative – CMS
Form 1696 – English” and “Appointment of Representative – CMS Form 1696 –
Spanish” in Section 16). If a form other than the Centers for Medicare and
Medicaid Services (CMS) Form CMS-1696 is used, it must comply with all the
requirements of the Form CMS-1696. The signed form or appropriate legal papers
supporting an authorized representative’s status must be included with each
appeal. Unless revoked, an appointment is considered valid for one (1) year from
the date that the appointment is signed by both the Member and the
representative. The representation is valid for the duration of the appeal, and
photocopies may be included with future appeals up to one (1) year. Upon notice
to Member, Physicians and other prescribers may request reconsiderations and
redeterminations on a Member’s behalf without having been appointed as the
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Member’s representative.

J.

Grievances filed by a Practitioner or Provider on behalf of a Member or regarding a
Member reconsideration or redetermination are subject to the requirements of the IEHP
Member Grievance and Appeals Resolution Process, as described in the IEHP Member
Handbook/ Evidence of Coverage (EOC). The Member or prescribing physician or other
authorized prescriber are given reasonable opportunity to present evidence related to the
issues and are informed regarding conditions for submitting such evidence.

K.

IEHP provides a Telephone Typewriter line (TTY) (800) 718-4347 for Members with
hearing or speech impairments. IEHP Member Services Representatives (MSRs) may use
the California Relay Services, if necessary or requested by the Member. There are
available MSRs, Grievance and Appeals Coordinators and Nurses that are proficient in
Spanish to assist Spanish-speaking Members. Access to interpreters for other languages
is obtained through IEHP’s contracted interpretation services. If necessary, IEHP
Grievance and Appeals staff may arrange for face-to-face or telephonic translations, and
sign language service for medical appointments. A Member has the right to file a
grievance at any time following any incident or action that is the subject of
dissatisfaction. A Member has the right to file an appeal within sixty (60) calendar days
of receipt of organization determination, or coverage determination that has been denied.
A Member may submit a written request for filing a time extension, noting a good cause
for the delay. If a request is filed beyond the sixty (60) calendar day timeframe and good
cause for late filing is not provided, IEHP will decide if case will be dismissed.

L.

Grievances and appeals may be filed by telephone, in writing, by fax, in person, or online
through IEHP’s website at www.iehp.org, and may be withdrawn by notifying IEHP.
Standard and Expedited requests may be submitted orally or in writing. All oral requests
are documented using Member’s own words, which are repeated back to the Member to
confirm for accuracy, and documented in IEHP’s medical management system.

M.

Members may request an expedited (“fast”) reconsideration/redetermination if they feel
that following the routine timeframe would seriously jeopardize their life, health, or
ability to regain maximum function. IEHP clinical staff will determine if CMS criteria is
met for expediting the case. If criteria for expediting a request is not met, the
reconsideration/redetermination will be resolved within the standard timeframe. If a
Practitioner/Provider requests an expedited reconsideration/redetermination, the request
cannot be downgraded and will remain expedited. The appeal decision is made as
expeditiously as the Member’s health condition requires, but no later than seventy-two
(72) hours from receiving the appeal request (or upon expiration of extension). If the
decision is to overturn the denial, Members and Providers are notified verbally and in
writing within seventy-two (72) hours of appeal receipt. Verbal notice must be followed
in writing within three (3) calendar days. If the decision is to uphold the denial, the Part
C reconsideration is sent to the CMS Independent Review Entity (IRE)/Maximus within
twenty-four (24) hours of the decision or within seventy-two (72) hours of appeal receipt.
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For a Part D drug denial uphold, the Member is notified verbally and sent a
Redetermination Letter within seventy-two (72) hours. Members may request an
expedited grievance when: (1) IEHP determines that a reconsideration/appeal request or
organizational determination is not expeditable; (2) IEHP determines that Part D drug
coverage determination or redetermination is not expeditable and the drug has not yet
been received by the Member; or (3) IEHP is extending the expedited appeal or
organizational determination timeframe. Expedited grievances are responded to within
twenty-four (24) hours of grievance receipt and a written notice within (72) hours.
N.

Complaints categorized by CMS as “immediate action” are resolved within two (2)
calendar days.

O.

Grievances are separate and distinct from appeals. Upon receiving a complaint, IEHP
promptly determines, and informs the Member, whether the case is subject to IEHP’s
grievance or appeals/reconsideration process. If a case clearly has components of a
grievance and an appeal, parallel cases will be processed to the extent possible.

P.

If a case is misclassified as a grievance or an appeal in error, the Member is notified in
writing regarding the corrected resolution type. Case age is based on the original receipt
date.

Q.

IEHP resolves all standard grievances within thirty (30) days, in accordance with
regulatory guidelines. Response times for grievances are counted in calendar days.
Urgent grievances requiring expedited review are resolved within seventy-two (72) hours
of receipt. See Policy 16A2, “Appeal (Reconsideration or Redetermination) Part C and
Resolution Process for Members Standard, Fast (Immediate), and Fast-Track Appeals”
for further details.

R.

IEHP provides the Member with written notice of the reason for the extension and inform
the Member of the right to file a grievance if they disagree with the delay. Grievance and
Appeal resolution timeframes may be extended by up to fourteen (14) calendar days if:

S.

1.

Member requests the extension; or

2.

IEHP is able to show that there is a need for additional information and how the
delay is in the Member’s interest.

IEHP provides Members with a written response to appeals and grievances, including a
clear and concise explanation of the reasons for IEHP’s response. For explanations
regarding denials, modifications, terminations of health care service, or investigational or
experimental therapies, IEHP includes the criteria, clinical guidelines, and/or medical
policies used for the decision, including those related to medical necessity. For appeal
responses regarding non-covered benefits, IEHP includes in the response the provision in
the contract that excludes the coverage, and/or references the IEHP’s Member Handbook
(Evidence of Coverage), identifying the specific section or sections that excludes the
proposed service or benefit as not covered under the terms of the contract. The response
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either identifies the document where the provision is found, directs the Member to the
applicable section of the contract containing the provision, or provides a copy of the
provision and explains in clear and concise language how the exclusion applies to the
specific health care service or benefit requested by the Member.
T.

All Practitioners and Providers are required to immediately forward appeals and
grievances to IEHP for resolution. Practitioners and Providers may contact IEHP
Provider Services Department at (866)-223-4347 to obtain further information regarding
the IEHP Appeals and Grievance Resolution System.

U.

All Members are informed of the Notice of Privacy Practices (NPP) upon enrollment. In
addition, the NPP is made available in writing to Members upon request and is available
online through the IEHP web site, and is posted in common, public areas.

V.

Members with grievances regarding confidentiality, have the right to file a grievance as
follows:
1.

IEHP Compliance Officer by mail at: P.O. Box 1800, Rancho Cucamonga, CA
91729-1800 or by telephone at (866) 355-9038, or

2.

Department of Health and Human Services Office of Civil Rights, Attention:
Regional Manager at 50 United Nations Plaza, Room 322, San Francisco, CA
94102. For additional information, Members may call (800) 368-1019 or U.S
Office for Civil Rights at (866) OCR-PRIV (866-627-7748) or (866) 788-4989
TTY.

W.

IEHP may choose to delegate the appeal and/or grievance resolution process to
organizations that are accredited by the National Committee for Quality Assurance
(NCQA) and with written agreement between IEHP and the delegated organization.
Delegated entities are responsible for establishing an appeal and/or grievance process in
accordance with regulations. IEHP retains ultimate responsibility for ensuring that the
delegated entity satisfies all requirements of the grievance and appeal process. Appeals
and grievances received directly by the delegated entity are reported to IEHP on a
quarterly basis, reviewed by the Grievance and Appeals Review Committee, and
forwarded to other committees as indicated. Members have the right to file an appeal or
grievance with the delegated entity or IEHP. Aggregate appeal and grievance data
submitted to the Plan upon request, includes information on the number of appeals and/or
grievances IEHP receives per thousand (1,000) Members, and the number of grievances
related to quality of care in a specified time period.

X.

On an annual basis, IEHP evaluates delegate performance against IEHP, CMS, NCQA,
and regulatory standards.

Y.

IEHP maintains all Member appeals and grievances, including medical records,
documents, evidence of coverage or other relevant information IEHP used to make the
decision or resolve the case, in confidential electronic case files for a period greater than
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ten (10) years, if CMS requires, based upon special needs, termination, dispute or alleged
or possible fraud and abuse, based on audit findings. The record will include the
following information:
1.

Dates of receipt and closure by IEHP;

2.

Member’s name;

3.

IEHP staff person responsible for the case;

4.

A description of the case; and

5.

Copies of relevant information used in the case.

Z.

All Member correspondence is mailed via regular mail, unless the Member requests
certified mail.

AA.

IEHP does not reveal Practitioner/Provider, Member identity or personal information to
unauthorized sources. All IEHP staff and external IEHP committee members are required
to sign a confidentiality statement agreeing not to disclose confidential information.
However, IEHP may use or disclose a Member’s individually identifiable health
information without a Member’s authorization as follows:
1.

For the direct provision of care or treatment of the patient;

2.

For payment transactions, including billing for Member care;

3.

For IEHP operational activities, including quality review;

4.

If the request originates with a healthcare Provider who is involved in the
treatment of the Member such as a pharmacy or a laboratory;

5.

If the request is made to provide care to an inmate of a correctional facility; or

6.

If the request is made by a representative of an accredited body.

BB.

All appeals and grievances are responded to both verbally and in writing, including
quality of care cases. Grievances received orally, not related to quality of care or denied
services may be responded to orally only, unless the Member requests response in
writing. All details of the oral case are documented in the electronic case tracking system.
The complaint process available to the Member under the Quality Improvement
Organization (QIO) is separate and distinct from IEHP’s appeals and grievance process.
Members have the right to file a written complaint with the QIO, IEHP, or both. IEHP
cooperates fully with the QIO in the resolution process. Members are notified of the QIO
process upon enrollment and annually thereafter.

CC.

The cultural and linguistic needs, and disabilities of Members, are considered in the
appeal and grievance process. IEHP Grievance and Appeals staff receives an annual inservice that addresses cultural and linguistic service requirements. Every effort is made
to meet the special needs of Members in a competent manner, including those Members
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with limited English proficiency and reading skills, or diverse cultural or ethnic
backgrounds. IEHP Members have the right to file a grievance if their cultural or
linguistic needs are not met.
DD.

Grievances involving quality of care issues may be reported to IEHP’s Quality
Management Department upon resolution of the case, and Members are also notified of
their right to file with their QIO. IEHP’s Medical Director is notified of potential quality
of care issues.

EE.

Grievances with an issue identified related to Practitioner/Provider/office site quality
issues may be referred to Quality Management for further assessment of: physical
accessibility, physical appearance, adequacy of waiting-room and examination-room
space, appointment availability, and adequacy of treatment record-keeping.

FF.

Members with expedited cases are notified of the shortened timeframe to submit
documentation, or supporting evidence.

GG.

A Member may request a fourteen (14) day extension on their standard (routine) appeal
or grievance case to allow time for submission of documents or evidence they feel is
pertinent.

HH.

IEHP staff is available on-call during non-business hours to process expedited cases and
“immediate action” complaints.

II.

IEHP does not discriminate against any Member for filing a grievance.

JJ.

All appeal cases are reviewed by a Medical Director, who is someone other than the
person making the initial decision and responsible for the clinical accuracy of all initial
coverage decisions and appeals that involve medical necessity. For denials based on
medical necessity, the case is reviewed by a physician with the same specialty or subspecialty knowledge, as the requesting Provider, or with expertise in the field of medicine
that is appropriate for the services at issue. The Medical Director is a physician with a
current and unrestricted license to practice medicine in a State, Territory, commonwealth
of the United States, or the District of Columbia.

PROCEDURES:
A.

Members who wish to file an appeal and/or grievance may contact IEHP’s Member
Services Department at (877) 273-IEHP (4347) or (800) 718-4347 (TTY). Members may
also submit their appeal or grievance to IEHP through IEHP’s web site at www.iehp.org,
where model forms are available for making coverage determinations and appeal
requests, in person at 10801 Sixth St. Suite 120, Rancho Cucamonga, CA 91730, or by
mail/fax to the following address:
Inland Empire Health Plan

IEHP Provider Policy and Procedure Manual
Medicare DualChoice

01/19

MA_16A
Page 7 of 11
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Attn: Grievance Department
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800
Fax (909) 890-5748

B.

IEHP mails an acknowledgment letter to the Member within five (5) calendar days of
receipt of grievance, with a copy to the involved Practitioner and affiliated Provider.
Grievances responded to orally only, and expedited cases do not require
Acknowledgment letters.

C.

IEHP may contact the Member to obtain additional information. Appeals and grievances
received at IEHP are resolved as follows:
1.

IEHP Grievance and Appeals Department staff triage the grievance to determine
if the issue(s) can be resolved at the Plan Level.

2.

If a grievance does not require investigation by the contracted Provider (IPA),
IEHP resolves the grievance, in accordance with IEHP’s Policies and Procedures.

D.

IEHP mails a copy of the Member’s grievance resolution letter to the Provider. The letter
informs the Provider of the Member’s concerns and the results of IEHP’s investigation.

E.

If a grievance requires investigation and proposed resolution by the involved
Practitioner/Provider’s IPA or Hospital, IEHP faxes or emails an IEHP Grievance
Summary Form to the affiliated Provider. The grievance is handled in the following
manner:
1.

The “Expected Response Date” for Providers is set at fourteen (14) calendar days
from the date the Grievance Summary Form is faxed or emailed to the affiliated
Provider.

2.

Once the response has been obtained by the affiliated Provider, a typed copy of
the response must be forwarded to IEHP.

3.

A Final Notice will be sent to remind the Provider of the Excepted Due Date (See
Attachment, “Final Notice” in Section 16).

4.

If the Provider fails to provide a response by the due date, IEHP can directly
resolve the grievance without any further input from the Practitioner or Provider.
Failure to respond to grievance request may result in disciplinary action, up to and
including termination of contract.

5.

If the Provider is unable to submit a response in the designated fourteen (14) day
timeframe, the Provider may request an extension to the “Expected Response
Date” by providing a new “Expected Response Date” to IEHP.
a.

If the extension is granted, IEHP notifies the Provider, within one (1) day.
The Provider must then respond to the grievance on the new “Expected
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Response Date.” If the Provider fails to provide a response by the
expected date, IEHP directly resolves the grievance with no further input
from the Provider, and with possible follow-up actions as stated above.
b.

If IEHP does not approve the request for extension, IEHP notifies the
Provider within one (1) day. If the Provider fails to provide a response by
the expected date, IEHP directly resolves the grievance with no further
input from the Provider.

c.

IEHP monitors the overall grievance response timeliness for further
action, including but not limited to: referral to Grievance and Appeals
Review Committee or Provider Services for non-medical issues. The rate
of grievance response timeliness is reported to IPA Providers monthly,
and included in the annual Provider Evaluation Tool (PET). Timeliness
rates are based on the initial expected response due date and date a
completed response is received, addressing all alleged issues. Providers
who fail to respond to a grievance three (3) times within a twelve (12)
month period will be referred to the Director of Grievance and Appeals for
follow up and potential escalation. IPA’s that do not meet Grievance
response timeliness for two (2) consecutive months will be issued a CAP
from IEHP.

6.

Once a response is received, IEHP reviews the information to ensure all Member
issues were addressed. If the Member issues are not addressed, IEHP notifies the
Provider that additional information is needed.

7.

If a Corrective Action Plan (CAP) or education is required, IEHP mails a letter to
the Provider/IPA.

8.

After case investigation, the Grievance and Appeals staff determines and assigns a
level to the case based on the outcome. The case assignments are as follows:

9.

a.

Level 0 – No substantiated issue.

b.

Level 1 – Provider non-response to Grievance Summary Form.

c.

Level 2 – Substantiated issue that has not resulted in any harm to the
Member.

d.

Level 3 – Substantiated issue that has resulted in some (temporary) harm
to the Member.

e.

Level 4 – Substantiated issue that has resulted in significant (permanent or
death) harm to the Member.

Once the grievance is resolved, IEHP mails the Member a resolution letter within
thirty (30) calendar days of receipt of the grievance. A copy of the resolution
letter is mailed to the involved Practitioner, Provider and/or IPA.
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If the complaint is regarding a denial or modification (partial approval) of health care
services, IEHP investigates and resolves the appeal. IEHP works closely with the
affiliated Provider in investigating and resolving appeals for denials of requested
services.
1.

IEHP staff initially informs Provider of appeal via telephone or email. Upon
notification, IPA is required to submit copy of denial letter to Grievance and
Appeals staff within two (2) business days, including referral request criteria
applied and all supporting clinical documentation used in making the denial
decision.

2.

A copy of the acknowledgement letter is mailed to the affiliated Provider. The
letter informs the Provider that the Member filed an appeal regarding a denial or
modification of health care services.
a.

For appeals filed by the Practitioner or Provider on behalf of a Member,
the correspondence is mailed to the Practitioner or Provider and a copy is
mailed to the Member.

3.

Necessary medical records are requested from Providers and Practitioners
associated with the service request. Provider and Practitioners must provide the
requested medical records to IEHP Grievance and Appeals staff within two (2)
business days of request.

4.

An appeal resolution letter is mailed to the Member. A copy of the letter is mailed
to the involved Practitioner and/or Provider. A case is considered resolved when
IEHP resolves the Member’s issue, takes appropriate action, or the Member
withdraws the case. Additional appeal procedures are outlined in Policy 16A1,
“Appeal (Reconsideration or Redetermination) Resolution Process for Part C and
Part D Members- Urgent (Expedited) Appeals,” and Policy 16A2 “Appeal
(Reconsideration or Redetermination) Part C and Resolution Process for Members
Standard, Fast (Immediate), and Fast-Track Appeals”

G.

Any potential network problems including a delay in the referral process, recurrent
issues, or quality of care issues, may be forwarded to the IEHP Quality Management
Department for further action.

H.

Grievances Received by an IEHP Practitioner or Provider:
1.

If the Member contacts the Practitioner or Provider via telephone to file a
grievance, he/she is immediately referred to IEHP’s Member Services Department
at (877) 273-IEHP (4347) or (800) 718-4347 (TTY).

2.

If the Member submits an IEHP Appeal and Grievance Form and/or
documentation regarding their complaint to the Practitioner or Provider, the form
and/or documentation is immediately faxed to IEHP Grievance and Appeals
Department at (909) 890-5748.
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3.

The Practitioner or Provider must mail or fax a hard copy of the IEHP Member
Appeal and Grievance form (See Attachments, “Member Appeal and Grievance
Form – IEHP DualChoice - English” and “Member Appeal and Grievance Form –
IEHP DualChoice - Spanish” in Section 16) and/or documentation to:
Inland Empire Health Plan
Attn: Grievance Department
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800

I.

Upon receipt of an expedited case, Grievance and Appeals Department staff may contact
the Member to verify the issues and obtain any needed information. Members are
informed of their Rights and Options regarding the resolution process.

REFERENCES:
A.

Title 42, California Code of Federal Regulations §§ 422.560, 422.566(b)(3), 422.570.

B.

Medicare Managed Care Manual, Chapter 13 and 18.

C.

Coordinated Care Initiative (CCI) Three-Way Contract, Section 2.14.1 and 2.15.1, eff
January 1, 2018.

D.

Health Insurance Portability and Accountability Act (HIPAA).

E.

Title 45, California Code of Federal Regulations §§ 164.520, 164.528.

F.

National Committee for Quality Assurance (NCQA) Standards for Health Plan
Accreditation.
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16. GRIEVANCE AND APPEAL RESOLUTION SYSTEM
A.

Appeal (Reconsideration or Redetermination) Resolution
Process for Part C and Part D Members
1. Urgent (Expedited) Appeals

APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Members.

POLICY:
A.

IEHP defines a Part C and Part D appeal as any of the procedures that deal with the
review of adverse organization determinations. In regards to health care services or
adverse coverage determinations made by the Part D plan sponsor on the benefits under a
Part D plan the enrollee believes he or she is entitled to receive. This includes delay in
providing, arranging for, or approving the health care services, delay in providing or
approving the drug coverage or on any amounts the enrollee must pay for as service or
drug coverage.

B.

IEHP’s Grievance and Appeals Department has the responsibility of processing all
expedited/urgent appeal cases.

C.

IEHP Members, Practitioners or their authorized representatives, who believe that the
standard thirty (30) day Part C appeal (reconsideration) or seven (7) day Part D Appeal
(redetermination) process could seriously jeopardize the Member’s life, health, or ability
to regain maximum function, including cases in which IEHP makes a less than full
favorable decision, may request an expedited appeal.

D.

If a Member is incapacitated or legally incompetent, a surrogate is not required to
produce an Appointment of Representative form (AOR). Instead, the surrogate can
produce other appropriate legal papers supporting his or her status as the Member’s
representative. Legal papers must include name, address, telephone number of Member,
or Member’s Medicare identification number; name, address and telephone number of the
individual being appointed; statement that the Member has authorized the representative
to act on his or her behalf; and a statement that the individual accepts the appointment.
The representation is valid for the duration of a grievance request for the organization
determination, or an appeal.

E.

For reconsiderations, if IEHP does not receive the appropriate documentation by the
conclusion of the appeal timeframe, plus extension, IEHP will forward the case to the
Independent Review Entity (IRE) with a request for dismissal. For redeterminations,
IEHP will dismiss the request on the grounds that a valid request was not received within
the time frame. Where an appeal initiated by a representative and submitted to the IRE,
the IRE will examine the appeal for compliance with the appointed representative
request. The IRE may dismiss cases in which required representative form is defective.
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F.

Expedited appeal cases may be requested by the Member (or their authorized
representative) or a Provider/Practitioner regardless of whether that Provider/Practitioner
is affiliated with IEHP.

G.

Appeals (reconsideration or redetermination), identified as urgent by IEHP’s clinical staff
or Provider/Practitioner are resolved as expeditiously as the Member’s health condition
requires, but no later than within seventy-two (72) hours from date/time of request. In
such cases, decisions and notification of decisions to Members and Practitioners are
completed in a timely fashion not to exceed seventy-two (72) hours after receipt of the
urgent request. IEHP’s Medical Director expedites the review and decides with the
requesting Provider/Practitioner, if applicable, which course of action is necessary based
on the medical circumstances. Refer to Policies 16C, “Grievance Appeal Resolution
System - Member Rights and Options” and 22A, “Members’ Rights and Responsibilities”
for further details.

H.

For a request made or supported by a Provider/Practitioner, IEHP provides an expedited
reconsideration or redetermination if the physician indicates that applying the standard
timeframe for conducting a reconsideration or redetermination could seriously jeopardize
the life or health of the enrollee or the enrollee's ability to regain maximum function. If a
physician needs to inquire about information related to an exemption or prior
authorization, they can call Provider Services Department at (866) 223-4347.

I.

The reconsideration/redetermination case is reviewed by a Medical Director who is
someone other than the physician making the initial decision and responsible for the
clinical accuracy of all initial coverage decisions and appeals that involve medical
necessity. For denials based on medical necessity, the case is reviewed by a physician
with the same specialty or sub-specialty knowledge, as the requesting Provider, or with
expertise in the field of medicine that is appropriate for the services or drug issue. The
Medical Director is a physician with a current and unrestricted license to practice
medicine in a State, Territory, commonwealth of the United States, or the District of
Columbia.

J.

Upon receipt of an expedited reconsideration/redetermination, IEHP’s Grievance and
Appeals staff immediately informs the Member, Provider/Practitioner, and authorized
representative of the shortened timeframe to submit information related to their case,
given reasonable opportunity to present evidence related to issue, and are informed
regarding conditions for submitting such evidence.

K.

If a reconsideration/redetermination is deemed non-urgent, it is transferred to the standard
thirty (30) day Part C appeal (reconsideration) or seven (7) day Part D appeal
(redetermination) process. The period begins the day that IEHP received the urgent
request. IEHP provides the Member and Provider with verbal notification of the denial
of the urgent request and informs that the case will be processed as a standard, within
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seventy-two (72) hours from the receipt. A written notification will be sent within three
(3) calendar days after the verbal notification. The notification informs that the case will
not be processed as expedited, but instead will be processed as a standard
reconsideration/redetermination. The Member is provided in this notification with
instructions regarding the grievance process and timeframes.
L.

IEHP does not discriminate, take or threaten to take any punitive action against a
Member or Provider/Practitioner acting on behalf of or in support of a Member in
requesting an expedited reconsideration/redetermination.

M.

The Member may file an expedited reconsideration/redetermination orally, by mail, by
fax, in person, through a Provider or via IEHP’s web site at www.iehp.org. The website
has model forms available for making appeal requests. All oral requests are documented
in writing using Member’s own words, and are repeated back to the Member to confirm
for accuracy, and are maintained in the electronic case tracking system.

N.

IEHP maintains all Member files, including medical records, documents, evidence of
coverage or other relevant information IEHP used to make the decision, in confidential
electronic files for a period greater than ten (10) years, if CMS requires, based upon
special needs, termination, dispute or alleged or possible fraud and abuse, based on audit
findings.

O.

All Member correspondence is mailed via regular mail, unless the Member requests
certified mail.

P.

IEHP complies with all regulations pertaining to Members’ rights regarding appeals,
grievances and confidentiality.

Q.

IEHP provides Members with copies of their cases, including medical records and
information used to make a decision, upon request.

R.

IEHP Members are informed of their right to an expedited Part C Reconsideration or Part
D Redetermination upon enrollment, and annually thereafter. The Member’s request for
an expedited appeal may be withdrawn in writing by the Member at any time.

S.

IEHP staff is available on-call during non-business hours to process expedited cases.

PURPOSE:
A.

To clearly define IEHP’s process for addressing Member’s Urgent (Expedited) Part C
Appeals (reconsiderations) and Part D Appeals (redeterminations).

PROCEDURES:
A.

IEHP Members, Provider/Practitioner or authorized representative, may request an
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expedited appeal after receiving an initial determination to deny, modify or terminate
services for Part C or Part D drug coverage.
B.

IEHP Members or their authorized representative may request (oral or written) an
expedited appeal within sixty (60) calendar days from receipt of the initial notice of
organizational or coverage determination denial notice, or the Member may submit a
request for filing time extension, noting good cause for delay. If a request is filed beyond
the sixty (60) calendar days timeframe and good cause for late filing is not provided,
IEHP will decide if case will be dismissed.

C.

Good cause for a late filing may exist including (but not limited to) the following
situations:
1.

The party was prevented by serious illness from contacting the plan in person, in
writing, or through a friend, relative, or other person;

2.

The party had a death or serious illness in his or her immediate family;

3.

Important records were destroyed or damaged by fire or other accidental cause;

4.

The plan or its designated entity gave the enrollee, the enrollee’s representative,
or the enrollee’s prescribing physician or other prescriber incorrect or incomplete
information about when and how to request a redetermination;

5.

The enrollee, representative, or prescribing physician or other prescriber did not
receive notice of the determination or decision; or

6.

The enrollee, representative, or prescribing physician or other prescriber sent the
request to another Government agency in good faith within the time limit and the
request did not reach the correct plan until after the time period had expired.

D.

IEHP Grievance and Appeal staff enters the case into the electronic case tracking system
and assigns the case to Appeals staff.

E.

All Member urgent appeals received by IEHP are resolved as follows:
1.

IEHP’s clinical staff evaluates the appeal for urgency, considering the Member’s
medical condition. The clinical staff determines if criteria are met to expedite. The
case is expedited if applying the standard timeframe for reconsidering or
redetermination could seriously jeopardize the life or health of the Member or the
Member’s ability to regain maximum function. If the request is made or supported
by a Provider/Practitioner, IEHP will provide an expedited reconsideration or
redetermination if the physician indicates that applying the standard timeframe
could seriously jeopardize the life or health of the Member or the Member’s
ability to regain maximum function.

2.

If the appeal does not meet expedited criteria, the Member and Provider are given
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prompt verbal notification of the denial of urgent and transfer to standard within
seventy-two (72) hours from the receipt and in writing within three (3) calendar
days after the verbal notification.
a.

Members requesting a reconsideration of an adverse initial determination
to deny, partially approve (modify) or terminate services are informed that
the standard timeframe for processing an appeal is thirty (30) days.

b.

Members requesting a redetermination of an adverse initial determination
to deny Part D drug coverage are informed that the standard timeframe for
processing an appeal is seven (7) days.

3.

The Medical Director directs staff to investigate the issues, and resolves the case.
The Medical Director follows through to ensure that urgent cases are resolved
within the prescribed time constraints.

4.

If additional information is needed, IEHP must allow opportunity to present
evidence. Part D medical information is requested within twenty-four (24) hours
of receiving the initial request.

5.

IEHP may request additional information or medical records from a Provider/
Practitioner or IPA, as necessary, to include not limited to: copy of denial letter,
referral request, criteria applied and all supporting clinical documentation used in
making the denial decision.
a.

The affiliated Provider/Practitioner or IPA must submit this information to
IEHP within one (1) calendar day of receipt of IEHP’s request.

b.

Any delay caused by the Provider/Practitioner, or IPA’s failure to submit
the requested information to IEHP, may result in negative actions by IEHP
against the Provider/Practitioner or IPA.

6.

IEHP may extend the seventy-two (72) hour deadline for appeals related to
service denials by up to fourteen (14) calendar days if the Member requests the
extension or if IEHP justifies a need for additional information and how the delay
is in the interest of the Member.

7.

When IEHP extends the timeframe, it must notify the Member in writing of the
reasons for the delay, and inform the Member of the right to file an expedited
grievance if he or she disagrees with IEHP’s decision to grant an extension.

8.

IEHP must notify the Member of its determination as expeditiously as the
Member's health condition requires but no later than seventy-two (72) hours from
the appeal receipt, or upon expiration of the extension.

9.

The case is reviewed by someone other than the person making the initial

IEHP Provider Policy and Procedure Manual
Medicare DualChoice

01/19

MA_16A1
Page 5 of 8
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determination, and must be reviewed by a Provider with the same specialty or
sub-specialty as the requesting Provider, or with expertise in the field of medicine
that is appropriate for the services at issue.

10.

11.

If the Part C expedited reconsideration or Part D redetermination is completely
favorable (overturned), the Member, practitioner and authorized representative are
notified in writing within seventy-two (72) hours.
a.

Verbal notice is followed by a written notice within three (3) calendar
days, including approval language that is readable and understandable,
explaining the duration limitations and/or any coverage rules applicable to
the approval.

b.

Services are authorized within seventy-two (72) hours of receipt of the
case, or as soon as medically necessary, based on the Member’s medical
condition.

c.

IEHP works with the practitioner and/or Delegate to obtain the approved
authorization within the seventy-two (72) hours and to coordinate the
Member’s care as expeditiously as necessary related to the Member’s
medical condition.

If a Part C expedited reconsideration decision is upheld (adverse), in whole or in
part, the Member, practitioner, and authorized representative is notified verbally
and in writing within seventy-two (72) hours of receipt of the case.
a.

The appeal is sent to the Centers for Medicare and Medicaid Services
(CMS) contracted Independent Review Entity (IRE), Maximus as
expeditiously as the Member’s health conditions require, but no later than
twenty-four (24) hours of the decision.

b.

The Member and the Provider/Practitioner are concurrently notified in
writing of the decision and of the case submission to Maximus. All
reconsiderations sent to the CMS Independent Review Entity will contain
an appeal transmittal cover sheet on top of the case file reconsidered
background data form, case narrative, copy of organizational
determination notices, copy of the reconsideration request, copy of
information used to make the Medicare health plan internal
reconsideration decision and complete copy of the relevant Evidence of
Coverage on a Coverage Determination (CD).

c.

Maximus will review the case and notify IEHP, the Member and CMS of
their decision within seventy-two (72) hours of receipt.

d.

If IEHP’s decision is overturned by Maximus, IEHP will authorize or
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provide the requested services to the Member as quickly as the Member’s
health requires, or within seventy-two (72) hours of receipt of the IRE
reversal notice.

12.

e.

IEHP informs Maximus via fax that IEHP has effectuated the decision, via
the Maximus Statement of Compliance Form.

f.

A reconsidered determination is final and binding on all parties unless a
party other than IEHP files a request for a hearing under the provisions of
Title 42, CFR Section 422.602, or unless the reconsidered determination is
revised under Title 42, CFR Section 422.616.

g.

Further appeal rights available to the Member include an Administrative
Law Judge (ALJ) hearing, Medicare Appeals Council hearing, or civil
action as described in Policy 16A2, “Appeal (Reconsideration or
Redetermination) Part C and Part D Resolution Process for Members,
Standard, Fast (Immediate), and Fast-Track Appeals.” If an expedited
appeal is overturned upon ALJ or higher review, IEHP will authorize or
provide the service as quickly as the Member’s health requires, or within
sixty (60) days and notify Maximus this has been done.

For a Part D expedited redetermination decision that is upheld (adverse) in whole
or in part, the Member, Provider/Practitioner, and authorized representative is
notified verbally and a Redetermination Letter is sent to the Member and Provider
within three (3) calendar days of oral notification, informing the Member how to
contact Maximus Part D Qualified Independent Contractor (QIC) for
reconsideration. The Member is provided with the Reconsideration Form as an
attachment to the Redetermination Letter. The Redetermination Letter must
include approved language that is readable and understandable, giving specific
reasons for the denial, that takes into account Member’s medical condition,
disabilities, and special language, clear explanation of additional information
needed to obtain coverage, informs the Member of his or her right to a
reconsideration, and contains Medicare Beneficiary Identifier (MBI) number, the
plan name, the plan ID number, the contract ID number, and formulary ID
number.
a.

If Maximus Part D QIC overturns IEHP’s denial, the same process above
is followed, with the exception that the Part D drug is authorized or
provided as quickly as the Member’s health requires, or within twentyfour (24) hours of receipt of notice. IEHP informs Maximus Part D QIC
that IEHP has effectuated the decision, via the Maximus Part D QIC
Notice of Effectuation Form.
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13.

If IEHP fails to reach a Part C reconsideration or Part D redetermination decision
in the seventy-two (72) hour timeframe, the case will be forwarded to the IRE
(Maximus) or Maximus Part D QIC within twenty-four (24) hours of expiration of
the required timeframe for expedited reconsideration, by overnight delivery,
online portal or by fax.
a.

IEHP notifies the Member or their authorized representative verbally
within twenty-four (24) hours of the time adjudication and in writing
within seventy-two (72) hours of receipt.

b.

The Member is notified of their right to submit evidence in support of
their case to Maximus.

c.

Information on how to contact Maximus is provided to the Member.

REFERENCES:
A.

Medicare Managed Care Manual, Chapter 13 and 18.

B.

Coordinated Care Initiative (CCI) Three-Way Contract, Sections 2.14 and 2.15, eff.
January 1, 2018.

C.

Title 42, California Code of Federal Regulations § 422.584, § 422.602 and § 422.616.

D.

National Committee for Quality Assurance (NCQA) Standards for Health Plan
Accreditation.
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16.

GRIEVANCE AND APPEAL RESOLUTION SYSTEM
A.

Appeal (Reconsideration or Redetermination) Part C and
Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals

APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Members.

POLICY:
A.

IEHP defines a Part C and Part D appeal as any of the procedures that deal with the
review of an adverse organization determination in regards to health care services or
adverse coverage determinations (CD) made by the Part D plan sponsor on the benefits
under a Part D plan the enrollee believes he or she is entitled to receive. This includes
delay in providing, arranging for, or approving such services, delay in providing or
approving the drug coverage or on any amounts the enrollee must pay for as service or
drug coverage.

B.

Grievances are separate and distinct from appeals and the appeal process. Upon receiving
a complaint, IEHP promptly determines and informs the Member whether the case is
subject to IEHP’s grievance or appeals process. If a case clearly has components of a
grievance and an appeal, parallel cases will be processed to the extent possible. Member,
Practitioner, or other representative are given reasonable opportunity to present evidence
related to issue and informed regarding conditions for submitting such evidence.

C.

IEHP’s Grievance and Appeal department is responsible for the resolution of standard
and urgent (expedited) Member appeal cases.

D.

IEHP Members, Practitioners, or their authorized representatives, may file an appeal. If a
Member is incapacitated or legally incompetent, a surrogate is not required to produce a n
Appointment of Representative (AOR) form. Instead, he or she can produce the
appropriate legal papers supporting his or her status as the Member’s authorized
representative. Legal papers must include name, address, telephone number of Member,
or Member’s Medicare identification number; name, address and telephone number of the
individual being appointed; statement that the Member has authorized the representative
to act on his or her behalf; and a statement that the individual accepts the appointment.
The representation is valid for the duration of a grievance request for the organization
determination, or an appeal. If IEHP does not receive the appropriate documentation by
day thirty (30), IEHP will dismiss the request on the grounds that a valid request was not
received. If IEHP does not receive the appropriate appointment documentation within
thirty (30) days, IEHP will dismiss the case. When an appeal is initiated by a
representative and submitted to the Independent Review Entity (IRE), the IRE will
examine the appeal for compliance with the appointed representative request. The IRE
may dismiss cases in which the required representative form is defective.
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E.

If utilizing the standard appeal process may seriously jeopardize the Member’s life,
health, or ability to regain maximum function, the appeal may be processed as urgent
(expedited). Urgent (expedited) cases may be requested by the Member, their authorized
representative, or a physician, regardless of whether that physician is affiliated with
IEHP. Refer to Policy 16A1, “Appeal (Reconsideration or Redetermination) Resolution
Process Part C and Part D for Members - Urgent (Expedited) Appeals” for more
information.

F.

Providers/Practitioners may not charge a Member to represent them in their case. IEHP
ensures the party filing the case has the legal authority to do so. A reconsideration /
redetermination may be requested within sixty (60) calendar days from the date of the
written notice of adverse coverage or organization determination.

G.

IEHP processes standard service appeals within thirty (30) calendar days of receipt for
Part C, and within seven (7) calendar days of receipt for Part D appeals. If IEHP is unable
to provide a decision within the required timeframe, IEHP will forward the request to
Maximus within thirty (30) calendar days of receiving the appeal (or expiration of
extension), and within twenty-four (24) hours for a Part D request.

H.

IEHP notifies Members of their right to appeal upon enrollment and annually thereafter.
This information is contained in the Member Handbook, and periodically in Member
Newsletters. All denial letters/adverse determination notices contain appeal information.
The Member may also request information on the appeal process at any time.

I.

IEHP provides Members with the opportunity to present any facts or medical records or
evidence related to the case, in person, or in writing.

J.

If a case is misclassified as a grievance or an appeal in error, the Member is notified in
writing regarding the corrected resolution type. Case age is based on the original receipt
date.

K.

A Provider/Practitioner can appeal any adverse determination by a Delegate or IEHP.

L.

IEHP does not discriminate, take or threaten to take any punitive action against a
Member, authorized representative, or physician acting on behalf of or in support of a
Member in requesting an appeal, including a standard or urgent (expedited) review.

M.

The Member may file an expedited appeal orally, by mail, by fax, in person, through an
IEHP Provider, or via IEHP’s web site at www.iehp.org. The website has model forms
available for making appeal requests. All oral requests are documented in writing using
Member’s own words, are repeated back to the Member to confirm for accuracy, and are
maintained in the electronic case tracking system and maintained in the case file.

N.

Part C standard appeals (reconsiderations) can be filed in writing or verbally with a
signed acknowledgement of receipt. Part D standard appeals (redeterminations) may be
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accepted orally or in writing. If given orally, the request is documented using the
Member’s own words, are repeated back to the Member to confirm for accuracy, and are
maintained in the electronic case tracking system and maintained in the case file.
O.

IEHP maintains all Member files, including medical records, documents, evidence of
coverage or other relevant information IEHP used to make the decision, in confidential
electronic files for at least ten (10) years.

P.

All Member correspondence is mailed via regular mail, unless the Member requests
certified mail.

Q.

IEHP complies with all regulations pertaining to Members’ rights regarding appeals,
grievances and confidentiality.

R.

IEHP provides Members with copies of their cases, including medical records and
information used to make a decision, upon request.

S.

The Member’s request for a standard appeal, fast (immediate) review or fast-track appeal
may be withdrawn in writing or verbally by the Member at any time.

T.

Payment appeals are subject to IEHP’s appeal policies.

U.

IEHP Members have the right to appeal a discharge determination by IEHP, Delegate or
facility when it is determined inpatient care is no longer necessary. The Member may
request a “fast (immediate)” review by the Quality Improvement Organization (QIO). In
order to be considered timely, the request must be made no later than midnight of the day
of discharge, may be in writing or by telephone, and must be requested before the
Member leaves the facility.

V.

1.

If the Member fails to meet the QIO requirement of timely appeal submission
after receiving the “Important Message from Medicare (IM),” the Member may
request expedited reconsideration by IEHP or Delegate. IEHP approved
notification templates are available online at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/.

2.

Members who miss the deadline and leave the hospital continue to have the right
to request a QIO review within thirty (30) calendar days of the date of discharge.

3.

Upon notice from the QIO that the Member has requested an immediate review,
IEHP or Delegate delivers a “Detailed Notice of Discharge” to the Member as
soon as possible, but no later than noon of the day after the QIO's notification.
IEHP approved
notification templates are available online at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/.

IEHP or Delegate denials related to Skilled Nursing Facilities (SNFs), Home Health
Agencies (HHAs), or Comprehensive Outpatient Rehabilitation Facilities (CORFs) are
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forwarded to the Member using a Notice of Medicare Non-Coverage (NOMNC). IEHP
approved
notification
templates
are
available
online
at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/. The Member or their
authorized representative may request a “Fast-Track” review by the QIO regarding the
denial decision. If a fast-track review is not requested timely an expedited review may be
requested. IEHP notifies Members of their right to a “Fast-Track” review upon
enrollment and annually thereafter, as well as upon request. “Fast-Track” reviews may
be requested of the QIO in writing or verbally. IEHP or Delegate forwards all “FastTrack” appeal requests to the QIO for processing and cooperates with them in case
resolution. If a “Fast-Track” case is not presented to the QIO timely, the Member may
still file an expedited appeal request with IEHP.
1.

Upon notice by the QIO of a fast-track appeal, IEHP or the Delegate will issue a
Detailed Explanation of Non-Coverage (DENC) to the Member. IEHP approved
notification templates are available online at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/. IEHP will provide a
copy to the QIO by the end of the business day it received the notice. Delivery is
to be expeditious, and may include personal delivery, email, or fax.
a.

The DENC shall include details related to the service not being medically
necessary or no longer covered. The notice also contains a description of
the coverage rule, regulation, policy, contract provision, or rationale
applicable, how the Member may get a copy of criteria, guidelines, or
regulations, from IEHP or Delegate, and any other facts relating the
decision specifically to the Member.

b.

IEHP or Delegate provides any requested information within one (1)
business day, and is liable for costs related to a delayed decision. A
decision is received from the QIO. If the case is upheld, the Member may
appeal via the standard appeal options of Administrative Law Judge
(ALJ), Medicare Appeals Council (MAC), or civil action. If the case is
overturned, IEHP or Delegate will authorize or provide services within
seventy-two (72) hours of receipt of the decision by the QIO, and send a
Notice to Member of QIO Compliance to the Member and the QIO.

c.

The Member does not incur additional financial responsibility for covered
services if the QIO overturns IEHP or the Delegate’s denial decision, or
the Member stops receiving services no later than the date of the Notice of
Medicare Non-Coverage (NOMNC). IEHP or Delegate shall reimburse the
Member for services already paid to the Skilled Nursing Facility (SNF),
Home Health Agencies (HHA), or Comprehensive Outpatient
Rehabilitation Facilities (CORF), if the denial is overturned.
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d.

W.

The Member may incur one (1) calendar day of financial responsibility if
the QIO upholds IEHP’s denial decision, or the Member continues to
receive covered services until the calendar day after the effective date of
the NOMNC. The Member also may incur financial responsibility for
services received if the QIO upholds the denial, and they receive services
after the effective date of the NOMNC. IEHP approved notification
templates are available online at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/

If IEHP or the Delegate does not notify a Member of the resolution to their standard
appeal case within the required timeframes, the case is considered an adverse
determination, and must be forwarded to the QIO within twenty-four (24) hours of the
expiration of the required timeframe.

PURPOSE:
A.

To clearly define IEHP’s process for addressing IEHP DualChoice Members’ Standard,
Fast (Immediate), and Fast-Track Appeals.

DEFINITION:
A.

Delegate – For the purpose of this policy, this is defined as a medical group, IPA, or any
contracted organization delegated to provide utilization management (UM) services.

PROCEDURES:
A.

All Member standard appeals received by IEHP are resolved as follows:
1.

IEHP Members may request a standard appeal after receiving an initial
determination to deny, modify or terminate services or Part D drug coverage.

2.

IEHP Members, authorized representative, or Provider / Practitioner may request
a Part C appeal in writing or verbally with a signed acknowledgement of receipt
or Part D appeal orally within sixty (60) calendar days from receipt of the initial
adverse determination. The Member may submit a written request for filing time
extension, noting good cause for delay. If a request is filed beyond the sixty (60)
calendar days timeframe and good cause for late filing is not provided, IEHP will
forward the request to the Independent Review entity for dismissal.

3.

IEHP Grievance and Appeal staff enters the case into the Medical Management
system and assigns the case to Grievance and Appeals staff.

4.

If needed, IEHP Grievance and Appeal Staff initially inform Delegate of an
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16.

GRIEVANCE AND APPEAL RESOLUTION SYSTEM
A.

Appeal (Reconsideration or Redetermination) Part C and
Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals
appeal via telephone or email. Upon notification, Delegate is required to submit
copy of denial letter to Grievance and Appeal staff within two (2) business days,
including referral request, criteria applied and all supporting clinical
documentation used in making the denial decision.

5.

IEHP Grievance and Appeal staff mails an acknowledgment letter to the Member
and Provider within five (5) calendar days. The letter informs the Member of
his/her rights and refers the Member to the IEHP Member Handbook/Evidence of
Coverage (EOC) for additional information on the appeals and grievance process.

6.

IEHP mails the Member’s acknowledgment letter for all standard cases (if
determined expeditable no acknowledgement letter sent) and a copy of the letter is
also mailed to the affiliated Providers. The letter informs the Provider that the
Member filed a request for a reconsideration regarding a denial or modification of
health care services.

7.

For reconsiderations filed by the Practitioner/Provider on behalf of a Member, the
correspondence is mailed to the Practitioner/Provider and a copy is mailed to the
Member.

8.

IEHP may request additional information or medical records from a Provider,
Practitioner or IPA, as necessary. Upon notification of overturn, IEHP or Delegate
making the initial denial determination is required to issue the approved
authorization within two (2) business days to Member, IEHP Grievance and
Appeal staff, requesting Provider, and Provider of Service.

9.

IEHP may extend the deadline for Part C appeal resolution up to fourteen (14)
calendar days if the Member requests the extension or if IEHP justifies a need for
additional information and how the delay is in the interest of the Member. Part D
appeals will not be extended.
a.

When IEHP extends the timeframe, it must notify the Member in writing
of the reasons for the delay, and inform the Member of the right to file an
expedited grievance if he or she disagrees with IEHP’s decision to grant
an extension.

10.

The case is reviewed by someone other than the person making the initial
determination, and must be reviewed by a Provider with the same specialty or
sub-specialty as the requesting Provider.

11.

IEHP must notify the Member, authorized representative, and Practitioner of its
determination as expeditiously as the Member's health condition requires but no
later than thirty (30) calendar days for Part C standard service requests or seven
(7) days for Part D requests from the date of appeal receipt, or upon expiration of
the extension.

IEHP Provider Policy and Procedure Manual
Medicare DualChoice

01/19

MA_16A2
Page 6 of 14

16.
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12.

Appeal (Reconsideration or Redetermination) Part C and
Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals
If the denial is overturned, the Member, authorized representative, and
Providers/Practitioner is notified verbally or in writing within thirty (30) calendar
days of standard Part C appeal receipt or seven (7) days for Part D.
a.

Verbal notice is followed in writing within three (3) calendar days; not to
exceed thirty (30) days from Part C appeal receipt or seven (7) days for
Part D.

b.

Upon notification of overturn, IEHP or Delegate making the initial
determination is required to issue the approved authorization within two
(2) business days to Member, IEHP, Grievance and Appeal staff,
requesting Provider, and Provider of Service.

c.

Services are authorized or provided within thirty (30) days of receipt of
the Part C appeal or seven (7) days for Part D, or upon expiration of
extension, and as soon as medically necessary, based on the Member’s
medical condition.

d.

IEHP works with the Provider/Practitioner and/or Delegate to coordinate
the Member’s care as expeditiously as necessary related to the Member’s
medical condition.

e.

For reconsideration/redetermination appeal cases filed by the
Provider/Practitioner on behalf of a Member, the correspondence is mailed
to the Provider/Practitioner and a copy is mailed to the Member.

f.

IEHP’s Claims Department is notified of claim (post service) appeals.

g.

IEHP’s Pharmaceutical Services Department is notified of Part D appeals.

13.

If IEHP upholds the decision to deny, partially approve (modify), or terminate the
initial determination, IEHP concurrently notifies the Member and Provider in
writing of the decision within thirty (30) days of case receipt for Part C (or no
later than expiration or extension) or seven (7) days for Part D.

14.

If IEHP upholds the denial, the denial determination letter must include approved
language that is readable and understandable, specific reason for the denial, clear
explanation of additional information needed to obtain coverage and informs the
Member of his or her right to a reconsideration.

15.

For Part D, the redetermination decision letter informs the Member how to
contact Maximus Part D QIC for reconsideration.

16.

For Part C appeals the reconsideration decision letter notification informs the
Member and Provider that the case has been submitted to Maximus. IEHP
submits the case to Maximus within thirty (30) days of case receipt or no later
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GRIEVANCE AND APPEAL RESOLUTION SYSTEM
A.

Appeal (Reconsideration or Redetermination) Part C and
Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals
than expiration of extension. All reconsiderations sent to the CMS Independent
Review Entity will contain an appeal transmittal cover sheet on top of the case file
reconsidered background data form, case narrative, copy of organizational
determination notices, copy of the reconsideration request, copy of information
used to make the Medicare health plan internal reconsideration decision and
complete copy of the relevant Evidence of Coverage on a CD.
a.

Maximus reviews the case and notifies IEHP, the Member and CMS of
their final determination within thirty (30) days of case receipt.

b.

IEHP monitors the case status, and contacts Maximus to determine the
final status, if notification is not received within the required timeframe.

c.

For appeal cases filed by the Provider/Practitioner on behalf of a Member,
the correspondence is mailed to the Provider/Practitioner, and a copy is
mailed to the Member.

d.

If the IRE (Maximus) determines that the denial is to be overturned, IEHP
authorizes or provides the service as quickly as the Member’s health
requires or within seventy-two (72) hours of IRE reversal notice. For
Administrative Law Judge (ALJ) or higher notice, the service is
authorized or provided within sixty (60) days.

17.

IEHP informs Maximus via fax that IEHP has effectuated the decision as quickly
as the Member’s health requires, via the Maximus Statement of Compliance
Form.

18.

IEHP’s Claims Department is notified, if applicable.

19.

If the review indicates that case management would benefit the Member, the case
is forwarded to Care Management staff to follow the Member’s care coordination
needs.
a.

A Member or their representative may request a hearing before an ALJ, if
the amount remaining in controversy meets the appropriate threshold
requirement. An ALJ hearing may be requested by notifying IEHP or the
CMS entity, in writing, within sixty (60) calendar days of a reconsidered
determination. An extension of this timeframe may be granted to the
Member or their representative due to good cause, as evidenced in writing.
1)

IEHP does not have the right to request an ALJ hearing.

2)

IEHP forwards all Member requests for an ALJ hearing to the
CMS entity.

3)

If the ALJ reverses IEHP’s initial denial, in whole or in part, IEHP
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Appeal (Reconsideration or Redetermination) Part C and
Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals
provides the services within sixty (60) calendar days of receiving
notice of the overturn.
b.

Any party dissatisfied with the ALJ hearing decision may request a
Medicare Appeals Council (MAC) review of the decision. IEHP does not
provide the services until a decision is received from the MAC. IEHP
notifies the CMS entity when the services are provided.

20.

MAC review must be requested in writing within sixty (60) calendar days of
receipt of the ALJ decision.

21.

If IEHP receives a Member request for MAC review, a copy of the request, along
with all available case information, is forwarded with a cover letter to MAC.

22.

IEHP notifies Members and Maximus when requesting a MAC review.

23.

If IEHP’s denial is overturned in whole, or in part, IEHP provides the service in
question within sixty (60) calendar days, and notifies Maximus when the decision
is effectuated.
a.

Any party may request judicial review of an ALJ decision if MAC
adopted, modified or reversed the ALJ decision, and the amount in
question meets appropriate threshold. The action must be filed as a civil
action in a district court.
1)

Judicial review of a MAC decision may be requested if MAC
denied a request for review, or it is the final decision, and the
amount in question meets appropriate threshold. The action must
be filed as a civil action in a district court.

2)

IEHP notifies all parties involved in the reconsideration case prior
to requesting a judicial review.

3)

If IEHP’s denial decision is overturned by an ALJ or higher
hearing, IEHP will provide the services in question within sixty
(60) calendar days of receipt of notice from the judicial reviewer,
or as expeditiously as the Member’s medical condition dictates,
and will notify Maximus when the decision is effectuated. IEHP
will notify the CMS entity of the effectuation date with supporting
documentation.

4)

Judicial review is not an option until MAC has acted on the case.

B.

Any potential network problems, including a delay in the referral process or quality of
care issues, may be forwarded to the IEHP Quality Management Department.

C.

Members may receive a copy of their case file, other than Peer Review protected
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Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals

information, upon request.
D.

The Quality Improvement Subcommittee receives quarterly reports from the Grievance
and Appeal Review Committee related to the tracking and trending of appeal data.
Aggregate information is then forwarded to IEHP’s governing board for review.

E.

All inpatient hospital care appeals received by IEHP are resolved as follows, and known
as the “fast” (immediate) appeals process:
1.

When an IEHP Member disagrees with the discharge decision, or IEHP no longer
intends to continue coverage of the inpatient stay, IEHP or its Delegate (hospital)
must provide an “Important Message from Medicare (IM)”. IEHP approved
notification templates are available online at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/.

2.

IEHP or its Delegate must deliver the IM within two (2) calendar days of
admission or at preadmission, but not more than seven (7) calendar days before
admission notification.

3.

The Member may request an immediate or “fast” review from the QIO (Livanta)
no later than midnight of the day of discharge. If an untimely request is received
by the QIO, the QIO sends the review request to IEHP.
a.

The QIO notifies IEHP on the same date that the QIO received the
Member’s request. If the request is received by the QIO after the QIO's
business hours, the QIO notifies IEHP immediately the next morning.

b.

The UM Department creates an electronic case file and notifies the
inpatient review nurse immediately for any information requested by the
QIO.

c.

The UM Department sends to the QIO all clinical information gathered
from the inpatient review nurse and the hospital.

d.

Upon notification by the QIO of the Member's request for an immediate
review, IEHP and the hospital must supply all information that the QIO
needs to make its determination, including copies of both the IM and the
Detailed Notices, as soon as possible, but no later than noon of the day
after the QIO notifies the hospital of the request.

e.

In response to a request from IEHP, the hospital must supply all
information that the QIO needs to make its determination, including
copies of both the IM and the Detailed Notices (if applicable) as soon as
possible, but no later than close of business of the day IEHP notifies the
hospital of the request for information.
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Appeal (Reconsideration or Redetermination) Part C and
Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals
f.

At the request of the Member, IEHP must furnish the enrollee with a copy
of, or access to, any documentation that it sends to the QIO, including
written records of any information provided by telephone. IEHP may
charge the enrollee a reasonable amount to cover the costs of duplicating
the documentation and/or delivering it to the Member. IEHP must
accommodate the request by no later than close of business of the first day
after the material is requested.

g.

Timely request: If the Member's request is received timely, the QIO
makes their determination and notifies the Member, hospital, physician,
and IEHP within one (1) calendar day after it receives all requested
pertinent information.

h.

The IEHP inpatient review nurse notifies the IPA, depending on the
specific care coordination needs of the Member.

i.

IEHP is financially responsible until noon of the first calendar day after
the QIO notifies the Member of the determination.

j.

Liability for further inpatient hospital services depends on the QIO
decision:
1)

Unfavorable determination: If the QIO notifies the Member that
the QIO did not agree with the Member, liability for continued
services begins at noon of the day after the QIO notifies the
enrollee that the QIO agreed with the hospital's discharge
determination, or as otherwise determined by the QIO.

2)

Favorable determination: If the QIO notifies the Member that the
QIO agreed with the Member, the Member is not financially
responsible for continued care (other than applicable coinsurance
and deductibles) until IEHP and the hospital once again determine
that the Member no longer requires inpatient care, secure the
concurrence of the physician responsible for the Member's care,
and the hospital notifies the Member with a follow-up copy of the
IM.

If the Member fails to submit a timely request (after midnight of the day of
discharge), the Member may request a “fast” review from IEHP. This “fast”
review is now called an expedited appeal.
a.

If the QIO or Member’s call comes to the IEHP Utilization Management
(UM) Department, an IEHP inpatient review nurse is notified
immediately.
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Appeal (Reconsideration or Redetermination) Part C and
Part D Resolution Process for Members
2. Standard, Fast (Immediate), and Fast-Track Appeals
b.

The UM Department creates an electronic case file and immediately
requests clinical information from the inpatient review nurse and the
hospital.

c.

IEHP makes a decision within seventy-two (72) hours and notifies the
Member, hospital, attending physician, and the IEHP inpatient review
nurse.

d.

The Member does not have financial protection and may be responsible
for the cost of services beginning on the date of first non-covered day, if
denial upheld.

e.

The Member or IEHP may extend the review up to fourteen (14) extra
calendar days if the Member requests the extension, or IEHP justifies that
the extension is in the Member’s best interest. The Member does not have
financial protection.

f.

If the Member receives a favorable reconsideration, IEHP must continue
covering the care and/or refund the Member for any expenses the Member
incurred during the review.

All appeals for termination of services related to Home Health Agencies (HHAs), Skilled
Nursing Facilities (SNFs), or Comprehensive Outpatient Rehabilitation Facilities
(CORFs) are resolved as follows, and known as the “Fast-track” appeals process:
1.

No later than two (2) days before termination of services, IEHP UM or IEHP’s
delegate (facility or vendor) delivers a Notice of Medicare Non-Coverage
(NOMNC). A NOMNC is not used for exhaustion of benefits. IEHP approved
notification templates are available online at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/.

2.

If the Member disagrees with the discharge notice, the Member or their authorized
representative may request an expedited appeal from the QIO no later than noon of
the day before the date that services will end (stated on the NOMNC). The QIO
sends the request to IEHP if received later than noon.
a.

The QIO immediately notifies IEHP that Member’s request is received.

b.

If the QIO call comes to the IEHP UM Department, or the IEHP inpatient
review nurse is immediately notified.

c.

UM Department staff creates an electronic case file and immediately
notifies the inpatient review nurse.

d.

No later than close of business on the day of notification from the QIO.
The inpatient review nurse issues the Detailed Explanation of Non-
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Coverage (DENC) to the Member, with copy to the UM Department.
IEHP approved notification templates are available online at:
https://ww3.iehp.org/en/providers/forms/um-forms/mmp/.

3.

e.

UM staff sends to the QIO all clinical info gathered from the inpatient
review nurse, and Provider (facility or vendor).

f.

No later than date of termination of services or close of business on day
after the QIO receives all necessary information, the QIO makes their
determination and notifies the Member and IEHP.

g.

Inpatient review nurse notifies the Provider, depending on the specific
care coordination needs of the Member. It is UM’s responsibility to issue
new UM letter for service approval and provides to QIO as evidence of
QIO decision.

h.

The Member does not have financial protection and may be responsible
for the cost of services beginning on the date of the first non-covered day,
if the denial is upheld by the QIO.

If the Member misses the QIO deadline of submission by noon of the day before
the date that services will end (stated on the NOMNC), the Member may request
an expedited reconsideration.
a.

If the QIO or Member’s call comes to the IEHP UM Department, or IEHP
inpatient review nurse is notified immediately.

b.

UM staff creates an electronic case and the Medical Director determines if
the case meets criteria for expedited review (standard timeframe could
seriously jeopardize life, health or ability to regain maximum function).

c.

The UM Department creates an electronic case and immediately requests
clinical information from the inpatient review nurse and the Provider.

d.

If the case is expedited, IEHP makes the decision within seventy-two (72)
hours and notifies the Member, Provider, attending physician, and UM
and/or inpatient review nurse.

e.

If the case is not expedited, IEHP follows the standard appeal process and
makes the decision within thirty (30) days.

f.

The Member does not have financial protection and may be responsible
for the cost of services beginning on the date of the first non-covered day,
if the denial is upheld.
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g.

The Member or IEHP may extend the review up to fourteen (14) calendar
days if the Member requests the extension, or IEHP justifies that the
extension is in the Member’s best interest. The Member does not have
financial protection.

REFERENCES:
A.

Medicare Managed Care Manual, Chapter 13 and 18.

B.

Coordinated Care Initiative (CCI) Three-Way Contract, Section 2.15.1, eff 01/01/2018.

C.

Title 20, California Code of Federal Regulations § 404.911.

D.

Title 42, California Code of Federal Regulations §§ 422.560, 422.578, 422.580, 422.582,
422.590, 422.592, 422.594, 422.596, 422.602, 422.608, 422.612, 422.618, 422.622,
422.624, 422.626.

E.

Social Security Act, Section 205 (g).

F.

National Committee for Quality Assurance (NCQA) Standards for Health Plan
Accreditation.
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16. GRIEVANCE AND APPEAL RESOLUTION SYSTEM
B.

Grievance and Appeal Resolution Process for Providers
1. Initial

APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Providers.

POLICY:
A.

“Provider of Service” means any Practitioner or professional person, acute care hospital
organization, health facility, ancillary Provider, or other person or institution licensed by
the State to deliver or furnish health care services directly to the Member.

B.

Appeals and/or Grievances are categorized as follows, for tracking and monitoring
purposes:
1.

Claims/Billing - any formal written disagreement involving the payment, denial,
adjustment or contesting of a claim, including overpayments, payment rates,
billing issues or other claim reimbursement decisions.

2.

Contract - any formal written disagreement concerning the interpretation,
implementation, renewal or termination of a contractual agreement.

3.

UM/Medical Necessity - any formal written disagreement concerning the need,
level or intensity of health care services provided to Members.

4.

Other - all other disputes received by Payor including enrollment, capitation or
other Provider related issues.

C.

Providers of Service must submit all appeals and/or grievances, including those involving
claims, billing, capitation, enrollment, contracting or UM/medical necessity to IEHP for
the initial appeal and grievance resolution process.

D.

All Provider appeals and/or grievances involving capitation, enrollment, contracting or
UM/medical necessity must be submitted to the Payor within thirty (30) calendar days of
the last date of action on the issue requiring resolution.

E.

Payors must identify and acknowledge the receipt of all Provider appeals and/or
grievances within five (5) calendar days of receipt of a written appeal and/or grievance.

F.

Payors must resolve appeals and/or grievances and issue a written determination within
thirty (30) calendar days of receipt of an appeal and/or grievance.

G.

A Provider of Service may submit an appeal regarding the outcome of a Payor’s appeal
and grievance resolution to IEHP within thirty (30) calendar days of receipt of the written
appeal or grievance determination letter from the Payor.

H.

A Provider of Service can appeal any adverse determination by IEHP. If the denial is
upheld, the denial must then be forwarded to the IEHP Grievance and Appeals
Department as outlined in Policy 16B3, “Appeal and Grievance Resolution Process for
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Providers – UM Decisions”.
I.

Payors must not discriminate against Providers of Service for filing appeals and/or
grievances.

J.

A Provider of Service may withdraw an appeal and/or grievance at any time by notifying
the Payor in writing.

PROCEDURES:
A.

Providers of Service must submit all appeals and/or grievances, including those involving
claims, billing, capitation, enrollment, contracting issues, or those involving UM/medical
necessity, in writing to the Payor within thirty (30) calendar days of the last date of action
on the issue requiring resolution. Justification and supporting documentation must be
provided with the written appeal and/or grievance.
1.

If an appeal and/or grievance involves P4P reimbursements, the written request
must be filed in accordance with the guidelines provided in Policy 19C, “Pay For
Performance (P4P)”.

2.

If the appeal and/or grievance is not about a claim payment determination, (i.e.
capitation, enrollment, contracting, etc.) the written request must include a clear
explanation of the issue and the appeal and/or grievance must be filed in
accordance with the Payor’s appeal and grievance filing guidelines.

3.

If the appeal and/or grievance is filed on behalf of a Member, the appeal and/or
grievance is considered a Member appeal and/or grievance, subject to the
requirements of the Member Grievance Resolution process, as outlined in Policy
16A, “Grievance and Appeal Resolution Process for Members (Standard and
Expedited)”.

B.

Payors must identify and acknowledge in writing the receipt of each appeal and/or
grievance, whether or not complete, and disclose the recorded date of receipt within five
(5) calendar days of receipt (See Attachment, “Provider Grievance Acknowledgment
Letter” in Section 16).

C.

If an appeal and/or grievance is incomplete, or if the information is in the possession of
the Provider of Service and not readily accessible to the Payor, the Payor may return the
appeal and/or grievance with a clear explanation, in writing, of any information missing
that is necessary to resolve the appeal and/or grievance. The Provider of Service has five
(5) calendar days to resubmit an amended appeal and/or grievance with the missing
information.

D.

Payors must make every effort to investigate and take into consideration all available
information submitted and may further investigate and/or request additional information
or discuss the issue with the involved Providers of Service.
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E.

Payors must send written notice of the resolution, including pertinent facts and an
explanation of the reason for the determination, within thirty (30) calendar days of the
receipt of the appeal and/or grievance for decisions not involving claims payment.

F.

Providers of Service dissatisfied with the resolution of any appeal and/or grievance not
involving claims or billing (i.e. capitation, enrollment) may appeal to IEHP in writing, as
outlined in Policy 16B2, “Grievance and Appeal Resolution Process for Providers Health Plan”.

G.

Providers of Service not satisfied with the initial determination by the Payor, and the
determination is related to medical necessity or utilization management, have the right to
appeal directly to IEHP within thirty (30) calendar days of receipt of the written
determination by submitting a written request for review as outlined in Policy 16B2,
“Grievance and Appeal Resolution for Providers - Health Plan”.

H.

Furthermore, Providers of Service dissatisfied with the outcome of an appeal and/or
grievance originally filed with the Payor that involves pre-service referral denials or
modifications may submit an appeal to IEHP in accordance with Policy 16B3,
“Grievance and Appeal Resolution Process for Providers – UM Decisions”.

I.

No retaliation can be made against a Provider of Service who submits an appeal and/or
grievance in good faith.

J.

Copies of all appeals and/or grievances from Providers of Service, and related
documentation, must be retained for at least ten (10) years.
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2.
Health Plan

APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Providers.

POLICY:
A.

“Provider of Service” means any Practitioner or professional person, acute care hospital
organization, health facility, ancillary Provider, or other person or institution licensed by
the State to deliver or furnish health care services directly to the Member.

B.

Providers of Service must submit all appeals and/or grievances to IEHP for the initial
appeal and grievance resolution process.

C.

All initial appeals and/or grievances must be submitted to the Payor within thirty (30)
calendar days of the last date of action on the issue requiring resolution.

D.

Payors must resolve appeals and/or grievances within thirty (30) calendar days of receipt
of an appeal and/or grievance.

E.

A Provider of Service may appeal the outcome of the Payor’s appeal and grievance
resolution to IEHP within thirty (30) calendar days of receipt of the written determination
from the Payor. Providers of Service have thirty (30) calendar days from the date of
determination to file an appeal to IEHP for appeal and/or grievance wherein the
determination involves medical necessity or utilization management. IEHP maintains
written policies and procedures for processing of Payor/Provider of Service denial related
appeals and/or grievances regarding UM decisions. IEHP makes final decisions on
appeals of UM denials and UM related grievances within thirty (30) days of receipt.

F.

A Provider of Service can appeal to IEHP for any adverse determination by a Payor.
Appeals of referral denials, or modifications, must be initially appealed to the appropriate
Payor. If the denial is upheld, the denial must then be forwarded to the IEHP Grievance
Department as outlined in Policy 16B3, “Grievance and Appeal Resolution Process for
Providers – UM Decisions”.

G.

IEHP does not discriminate against Providers of Service for filing appeals and/or
grievances.

H.

A Provider of Service may withdraw an appeal and/or grievance at any time by notifying
IEHP in writing.

PROCEDURES:
A.

Providers of Service dissatisfied with the written resolution of a grievance may appeal the
decision to IEHP within thirty (30) calendar days of receipt of the written determination
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from the Payor.
1.

A Provider of Service must submit a written appeal to IEHP within thirty (30)
calendar days of receipt of resolution from the Payor regarding the initial appeal
and/or grievance. Appeals and/or grievances should be sent to:
Inland Empire Health Plan
Attn: Provider Services
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800
a.

If the determination involves medical necessity or utilization management,
the Provider of Service has thirty (30) calendar days, from receipt of the
determination on the initial appeal and/or grievance, to submit a written
appeal.

b.

The written appeal must include a copy of the initial grievance resolution
being appealed and additional supporting documentation to justify the
appeal.

2.

All appeals and/or grievances must be identified and acknowledged in writing,
whether or not complete, and disclose the recorded date of receipt within five (5)
calendar days of receipt (See Attachments, ”Appeal of UM Decision – Member Provider Acknowledgement – IEHP DualChoice Part C and D” and ”Provider
Grievance Acknowledgment Letter” in Section 16).

3.

Grievances and/or appeals are defined as medical and non-medical. Medical and
non-medical grievances are resolved separately:
a.

Non-medical grievances are forwarded to the IEHP Director of Provider
Relations, and may include but are not limited to credentialing issues,
contractual issues, enrollment issues, IEHP Team Member or Department
Issues or problems related to IEHP administrative and operational policies
and procedures.
1)

b.

Refer to Policy 5F, “Credentialing Appeals Process”, for appeals
or grievance related to adverse credentialing decisions.

Medical appeals and grievances are forwarded to IEHP’s Medical Director
or designee, and may include but are not limited to quality management
issues, case management issues, or problems related to IEHP medical
policies and procedures.
1)

Medical appeals and/or grievances involving current patient care
are resolved according to the IEHP Grievance process, as outlined
in Policy 16B3, “Grievance and Appeal Resolution Process for
Providers – UM Decisions”, and the immediacy of the situation.
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Otherwise, medical and non-medical appeals and grievances are
resolved within thirty (30) calendar days. IEHP resolves the
appeal and/or grievance by considering all available information
and may request additional information, discuss the issue with the
involved Provider of Service and/or Payor, or present the issue to
the Peer Review Subcommittee or QM Committee for input. The
Provider of Service is notified if the resolution will be delayed
beyond established timeframes.
2)

4.

UM denial appeals from a Provider of Service, that do not involve
a claims issue, are forwarded to IEHP’s Grievance and Appeal
Department as outlined in Policy 16B3, “Grievance and Appeal
Resolution Process for Providers – UM Decisions.” IEHP’s
Medical Director or designee reviews the information, and makes a
determination within thirty (30) days. The Provider of Service
receives an acknowledgement letter, and a resolution letter
notifying them of the final decision (See Attachments, “Appeal of
UM Decision – Mbr - Provider Acknowledgement – IEHP
DualChoice Part C and D” and “Appeal of UM Decision Uphold –
Member - Provider Resolution – IEHP DualChoice Part C and D”
in Section 16).

When the appeal and/or grievance is resolved, IEHP mails a copy of the final
disposition to the Provider of Service within thirty (30) calendar days of appeal or
grievance receipt with a courtesy copy to the Payor (See Attachment, “Appeal of
UM Decision Uphold – Member - Provider Resolution - IEHP DualChoice Part C
and D” in Section 16).

B.

If the Provider of Service is still not satisfied with the outcome of IEHP’s appeal or
grievance determination, the Provider of Service may request that the IEHP Peer Review
Committee (for medical decision) or IEHP’s Chief Executive Officer and/or Governing
Board (for non-medical decision) review the case. Requests for Peer Review must be
received within thirty (30) days from the date the Provider of Service received the
grievance or appeal resolution from IEHP. The IEHP Peer Review committee determines
medical issues only. Decisions of the Peer Review committee or the IEHP Chief
Executive Officer and/or Governing Board are final.

C.

If IEHP receives an initial dispute directly from a Provider of Service, IEHP will forward
the appeal and/or grievance to the financially responsible Payor for resolution, as
applicable and notify the Provider of Service.
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APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Practitioners/Providers filing an appeal due to a Utilization Management (UM)
denial or partial approval (modification) decision.

POLICY:
A.

IEHP Grievance and Appeals staff conducts an initial review of the Provider appeal
request to determine if the Practitioner/Provider has first appealed through the affiliated
IPA. If the Practitioner/Provider has not yet appealed through the IPA, and the appeal
request is within seventy-two (72) hours of initial denial decision, the
Practitioner/Provider is directed to the IPA for initial re-review. An IEHP appeal case is
not opened until the Practitioner/Provider has gone through the IPA and the IPA has
upheld the denial, or the timeframe exceeds seventy-two (72) hours from time of denial.

B.

A Provider/Practitioner is automatically considered a Member’s representative when
submitting an appeal for a denial of an urgent referral request. In this case, the appeal is
considered a Member appeal, and processed in accordance with Policies 16A, “Appeal
and Grievance Resolution Process for Members - Standard and Expedited,” 16A1
“Appeal (Reconsideration or Redetermination) Resolution Process for Part C and Part D
Members - Urgent (Expedited) Appeals,” and 16A2 “Appeal (Reconsideration or
Redetermination) Part C and Part D Resolution Process for Members - Standard, Fast
(Immediate), and Fast-Track Appeals.” In addition, upon notice to Member, Physicians
and other prescribers may request standard reconsiderations and redeterminations on a
Member’s behalf without having been appointed as the representative.

C.

If a Provider/Practitioner appeal involves a potential quality of care issue, the case is
discussed with the Medical Director, and may be referred to the Quality Management
Department upon resolution, if a quality of care issue is identified.

D.

IEHP does not discriminate against Providers or Practitioners for filing appeals.

E.

A Provider or Practitioner may withdraw an appeal at any time by notifying IEHP in
writing.

F.

If a claim has been adjudicated, or in the process of adjudication, the Provider appeal is
forwarded to the Claims Department for the Provider dispute resolution process.

G.

Provider appeals of adverse payment decisions are discussed in Provider Manual Policies
16B1, “Grievance and Appeal Resolution Process for Providers – Initial” and 16B2,
“Grievance and Appeal Resolution Process for Providers – Health Plan.”

H.

Provider appeals filed on behalf of Members or as Member representative, are classified
as Member appeals, and processed per Policies 16A, “Grievance and Appeal Resolution
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Process for Members (Standard and Expedited),” 16A1, “Appeal (Reconsideration or
Redetermination) Resolution Process for Part C and Part D Members - Urgent
(Expedited) Appeals”, and 16A2 “Appeal (Reconsideration or Redetermination)
Resolution Process for Part C and Part D Resolution Process for Members - Standard,
Fast (Immediate), Fast-Track Appeals.”
PURPOSE:
A.

To ensure a timely and responsive process for addressing and resolving Provider and
Practitioner appeals of UM decisions.

B.

To identify potential problem areas regarding denials or modifications of health service
requests.

DEFINITION:
A.

Delegate – For the purpose of this policy, this is defined as a medical group, IPA, or any
contracted organization delegated to provide utilization management (UM) services.

PROCEDURES:
A.

IEHP Grievance and Appeals staff conducts an initial review of the Provider appeal
request to determine if a Provider/Practitioner claim is in process, or the Provider has first
appealed through the affiliated Delegate. If the Provider has not yet appealed through the
Delegate and a claim is not in process, the Provider is directed to the Delegate for initial
appeal if initial decision was made within seventy-two (72) hours.

B.

If a claim has been received and in process, the appeal is routed to the IEHP Claims
Department for processing.

C.

Upon confirmation that the Delegate or IEHP has upheld the denial, and claim
adjudication has not been initiated in process, IEHP Grievance and Appeals staff will
open a case and document any action taken in the appeal. The case is coded as a Provider
Appeal for tracking, trending, and reporting purposes. The case is coded as a Member
Appeal, if pre-service with Member impact. In this case, the Provider/Practitioner is
noted as the Member’s representative.

D.

Upon receipt of the appeal by IEHP Grievance and Appeals Department, an
Acknowledgement letter is sent to the Provider/Practitioner within five (5) calendar days
from appeal receipt (See Attachment, “Appeal of UM Decision – Member - Provider
Acknowledgement – IEHP DualChoice Part C and D” in Section 16). The letter is
provided to the Member. The initial denial letter, referral, criteria and all supporting
documentation is obtained as outlined in Policies 16A1, “Appeal (Reconsideration or
Redetermination) Resolution Process for Part C and Part D Members- Urgent (Expedited)

IEHP Provider Policy and Procedure Manual
Medicare DualChoice

01/19

MA_16B3
Page 2 of 4

16. GRIEVANCE AND APPEAL RESOLUTION SYSTEM
B.

Grievance and Appeal Resolution Process for Providers
3.
UM Decisions

Appeals” and 16A2 “Appeal (Reconsideration or Redetermination) Resolution Process
for Part C and Part D Resolution Process for Members-- Standard, Fast (Immediate), and
Fast-Track Appeals”.
E.

A separate electronic case is maintained for each new Provider/Practitioner appeal that is
filed.

F.

The Grievance and Appeals Nurse prepares the case for review by the Medical Director,
ensuring all necessary medical information has been received.

G.

If a physician requests an urgent (expedited) review, IEHP must provide an expedited
reconsideration if the physician indicates that applying the standard timeframe for
conducting reconsideration could seriously jeopardize the life or health of the Member or
the Member’s ability to regain maximum function.

H.

If the appeal is urgent and requires an expedited review, it is resolved as quickly as the
medical condition warrants, but no later than seventy-two (72) hours after receipt of the
appeal, to ensure that the Member’s health and welfare are not at risk as outlined in
Policy 16A1, “Appeal (Reconsideration or Redetermination) Resolution Process for Part
C and Part D Members - Urgent (Expedited) Appeals”.

I.

The Grievance and Appeals Coordinator and/or Nurse monitor the progress of the case.

J.

IEHP’s Medical Director reviews all Provider/Practitioner appeals, and with the
assistance of the Grievance and Appeals Department, obtains all necessary pertinent
medical information to review the previous denial decision.

K.

After review of pertinent medical information, the Medical Director may discuss the case
with the Practitioner if necessary. The Medical Director makes a decision within thirty
(30) calendar days of receipt of the case. The decision of IEHP’s Medical Director is
final.

L.

A notification letter is sent to the Practitioner informing them of the outcome of the
appeal, including the criteria, applicable benefit coverage, and regulations used in making
the decision.
1.

The Grievance and Appeals Coordinator and/or Nurse prepares a resolution letter
informing the Practitioner of the resolution, within thirty (30) calendar days from
case receipt, and closes the case (See Attachment, “Appeal of UM Decision
Uphold–Member– Provider Resolution- IEHP DualChoice Part C” in Section 16).

M.

Provider/Practitioner appeals are tracked and trended by the Grievance and Appeals
Department and reported to the Grievance and Appeals Review Committee if negative
patterns are identified. After investigation and review, cases may be forwarded to Quality
Management Committee.

N.

A Practitioner filing an appeal on behalf of a Member is directed to the Grievance and
Appeals Department for processing of the issue according to regulations and standards
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for Member appeals, as outlined in Policy 16A, “Grievance and Appeal Resolution
Process for Members (Standard and Expedited)”.
REFERENCES:
A.

Medicare Managed Care Manual, Chapter 13.

B.

Title 42, Code of Federal Regulations.
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Grievance and Appeal Resolution Process for Providers
4. IPA, Hospital and Practitioner

APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Providers (IPAs, Hospitals and Practitioners).

POLICY:
A.

Providers (IPAs, Hospitals and Practitioners) must submit all appeals and/or grievances
directly to IEHP.

B.

IEHP requires all Provider appeals and grievances to be submitted in writing within thirty
(30) calendar days of the last date of action on the issue requiring resolution.

C.

IEHP must identify and acknowledge the receipt of all appeals and grievances within five
(5) calendar days of receipt of a written appeal and/or grievance (See Attachment,
“Provider Grievance Acknowledgement Letter” in Section 16).

D.

IEHP attempts to resolve all appeals and/or grievances within thirty (30) calendar days of
receipt.

E.

Providers may appeal the outcome of an appeal and/or grievance resolution to IEHP
within thirty (30) calendar days of receipt of the resolution letter from IEHP.

F.

IEHP does not discriminate against Providers for filing appeals and/or grievances.

G.

A Provider may withdraw an appeal and/or grievance at any time by notifying IEHP in
writing.

H.

Non-medically related grievances are assessed and resolved by the IEHP Director of
Provider Relations. Non-medically related grievances from Contracted Providers may
include but are not limited to credentialing issues, capitation issues, contractual issues,
enrollment issues, IEHP Staff Member or Department issues or problems related to IEHP
administrative and operational policies and procedures.

I.

Medically related appeals and grievances are assessed and resolved by the IEHP Medical
Director or designee. Medically related appeals and grievances from Providers may
include quality management issues, case management issues, or problems related to
medical IEHP Policies and Procedures.

PROCEDURES:
A.

Appeals and/or grievances requiring resolution must be initiated by the Provider and
submitted to IEHP in writing within thirty (30) calendar days of the last date of action on
the issue requiring resolution. Justification and supporting documentation must be
provided with the written appeal and/or grievance and sent to:
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Inland Empire Health Plan
Attn: Provider Services
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800

B.

All written Provider appeals and grievances are reviewed and evaluated by IEHP to
determine medical versus non-medical related status and distributed to appropriate staff
accordingly.

C.

All other written Provider Grievances not relevant to IEHP are reviewed and triaged for
appropriateness and are referred to the sponsoring organization as applicable.

D.

All Provider appeals and grievances must be identified and acknowledged in writing,
whether or not complete, and disclose the recorded date of receipt within five (5)
calendar days of receipt of the appeal and/or grievance (See Attachment, “Provider
Grievance Acknowledgement Letter” in Section 16).

E.

IEHP must make a good faith attempt to resolve the issue within thirty (30) calendar days
of receipt of the appeal and/or grievance.

F.

If a grievance involves P4P reimbursements, the written request must be filed in
accordance with the guidelines provided in Policy 19C, “Pay For Performance (P4P)”.

G.

Claims related appeals are handled in accordance with Policy 20A1, “Claims Processing
- Claims Appeals – Denied Claims”.

H.

IEHP resolves the appeal and/or grievance by considering all available information and
may request additional information or discuss the issue with the involved Provider(s).

I.

When appeals and grievances are resolved, IEHP mails a copy of the final disposition to
the Provider within thirty (30) calendar days of appeal or grievance receipt (See
Attachment, “Provider Grievance Resolution Letter” in Section 16).

J.

Providers dissatisfied with a resolution may appeal to IEHP within thirty (30) calendar
days of receipt of the appeal or grievance resolution from IEHP.
1.

Providers must submit a written appeal to IEHP within thirty (30) calendar days
of receipt of the final disposition of initial appeal or grievance. The written appeal
must include a copy of the initial resolution being appealed, justification and
supporting documentation for the appeal.

2.

Non-medical grievances are forwarded to the IEHP CEO for review.

3.

Medical grievances are forwarded to the Peer Review Subcommittee for review.

4.

The decision of IEHP’s CEO or Peer Review Subcommittee is final.

5.

IEHP mails written notice of the appeal decision within thirty (30) days of the
decision.
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6.

Refer to Policy 20A1, “Claims Processing - Claims Appeals – Denied Claims” for
appeals or grievances relating to payment or denial of adjudicated claims.

IPA or hospital appealing the termination or non-renewal of their IEHP Agreement may
appeal to the IEHP Governing Board and request a Fair Hearing (See Attachment,
“Provider Fair Hearing Process” in Section 16). The decision of the IEHP Governing
Board is final.
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Member Rights and Options

APPLIES TO:
A.

This policy applies to all IEHP DualChoice Cal MediConnect Plan (Medicare – Medicaid
Plan) Members.

POLICY:
A.

IEHP informs Members of their rights and options, in accordance with regulatory
guidelines as described in the IEHP DualChoice Cal MediConnect Plan (Medicare –
Medicaid Plan) Member Handbook/Evidence of Coverage (EOC). Members receive
information regarding their rights at enrollment, and annually thereafter.

B.

In addition to the standard rights and options available to Members, they have specific
rights during the appeal and grievance process. These rights include:
1.

The right to have a grievance between the Member and IEHP heard and resolved
in a timely manner, and in accordance with Medicare guidelines;

2.

The right to request quality of care grievance data from IEHP;

3.

The right to appeal an adverse determination;

4.

The right to an expedited appeal (reconsideration) if there is potential for loss of
life, health, or ability to regain maximum function;

5.

The right to request and receive appeal data from IEHP;

6.

The right to receive notice when an appeal is forwarded to the Independent
Review Entity (IRE);

7.

The right to an automatic reconsideration by the Centers for Medicare and
Medicaid Services (CMS) Independent Review Entity (IRE) if IEHP upholds its
original adverse determination (denial) in whole or in part;

8.

The right to a hearing by an Administrative Law Judge (ALJ) if the IRE upholds
the original adverse determination in whole or in part and the monetary amount in
question meets current criteria;

9.

The right to a Departmental Appeals Board (DAB) review if the ALJ hearing
decision is unfavorable to the Member in whole or in part;

10.

The right to a Medicare Appeals Council (MAC) review of the ALJ’s decision;

11.

The right to judicial review in civil court if the ALJ hearing and/or DAB review is
unfavorable to the Member in whole or in part and the monetary amount in
question meets current criteria;

12.

The right to make a quality of care complaint under the Quality Improvement
Organization (QIO) process;

13.

The right to request a QIO review of a determination of non-coverage of inpatient

IEHP Provider Policy and Procedure Manual
Medicare DualChoice

01/19

MA_16C
Page 1 of 4

16. GRIEVANCE APPEAL RESOLUTION SYSTEM
C.

Member Rights and Options
hospital care. See Policy 16A2, “Appeal (Reconsideration or Redetermination)
Part C and Part D Resolution Process for Members - Standard, Fast (Immediate),
and Fast-Track Appeals” for further information;

14.

The right to request a QIO review of a determination of non-coverage in skilled
nursing facilities, home health agencies and comprehensive outpatient
rehabilitation facilities. See Policy 16A2 “Appeal (Reconsideration or
Redetermination) Part C and Part D Resolution Process for Members - Standard,
Fast (Immediate) and Fast-Track Appeals” for further information; and

15.

The right to request a timely copy of the Member’s case file, subject to federal
and state law regarding confidentiality of patient information.

C.

Members have the right to register a grievance or appeal with IEHP by phone, by mail,
by fax, in person, online through IEHP’s web site at www.iehp.org, or with the assistance
of the involved Practitioner or Provider.

D.

Members have the right to personally register a grievance or appeal, or designate either in
writing or verbally, that a relative, representative/estate representative, friend, advocate or
surrogate i.e., DPA, guardian, health care proxy, Practitioner, Provider or attorney will
represent them during the process. If a Member is incapacitated or legally incompetent, a
surrogate is not required to produce a representative form. Instead, he or she can produce
the appropriate legal papers supporting his or her status as the Member’s authorized
representative. The representative has all the rights and responsibilities of a Member in
filing a grievance, obtaining an organization determination or in dealing with any of the
levels of the appeals process. IEHP allows Members to file their grievance at any time
following any incident or action that is the subject of the Member’s dissatisfaction. In
addition, if the Member is a minor, or is incompetent or incapacitated, a grievance or
appeal may be registered on behalf of the Member by the parent, guardian, conservator,
relative, attorney, or other designee of the Member, as appropriate. IEHP recognizes the
term “relative” to include a parent, stepparent, spouse, adult son or daughter, grandparent,
brother, sister, uncle, or aunt of the Member.

E.

For grievances related to confidentiality, Members have the right to file a grievance with
the IEHP Compliance Officer, or the Department of Health and Human Services (DHHS)
Office of Civil Rights. This information is contained in the IEHP Notice of Privacy
Practices (NPP).

F.

Members have the right to submit written comments, documents or other information
relating to their case. This information is relayed to the Member during the intake of the
case by a Grievance and Appeals Staff and in writing per the IEHP Member Handbook/
Evidence of Coverage (EOC). Member or prescribing physician or other authorized
prescriber are given reasonable opportunity to present evidence related to issue are
informed regarding conditions for submitting such evidence.

G.

Members have the right to file a grievance or appeal without discrimination from the
Practitioner or Provider. Any case alleging discrimination against any Member, because
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of race, ethnicity, national origin, religion, sex, age, mental or physical disability or
medical condition, sexual orientation, claims experience, medical history, evidence of
insurability (including conditions arising out of acts of domestic violence), disability,
genetic information, or source of payment, must be faxed immediately to the IEHP
Grievance and Appeals Department at (909) 890-5748. IEHP resolves discrimination
grievances as outlined in Section 1557 of the Affordable Care Act (ACA). See Policy
16A, “Grievance and Appeals Resolution Process for Members (Standard and
Expedited)” for more information.
H.

Members have the right to an expedited review and resolution of their urgent grievances
within twenty-four (24) hours if the Member has received notice that:
1.

The reconsideration/appeal request or organizational determination is not
expeditable;

2.

The Part D drug coverage determination or redetermination is not expeditable and
the drug has not yet been received; or

3.

IEHP is extending the expedited appeal or organizational determination
timeframe.

I. Members have the right to an expedited review of their urgent appeal within seventy-two
(72) hours if their medical condition involves an imminent and serious threat to their health,
including but not limited to, loss of life, health, or ability to regain maximum function. Refer
to Policy 16A1, “Appeal (Reconsideration or Redetermination) Resolution Process for Part C
and Part D Members - Urgent (Expedited) Appeals”.
PURPOSE:
A.

To define the rights and options available to IEHP DualChoice Plan (Medicare –
Medicaid Plan) Members filing a grievance or appeal.

B.

To ensure there is no discrimination against a Member, including cancellation of the
contract, solely on the grounds of filing a grievance or appeal.

PROCEDURES:
A.

Grievance and Appeals Coordinators and Nurses inform Members of their right to submit
written comments, documents or other information relating to their case during the intake
of the case. In addition, these rights are submitted to Members in writing per the IEHP
DualChoice Member Handbook/ Evidence of Coverage (EOC).

B.

IEHP processes appeal requests only after confirming that the requesting party is the
Member, or the Member’s authorized representative, per federal regulations. IEHP
recognizes the term authorized party to include: a Member (or authorized representative),
an assignee that is non-contracted, but has provided services, and formally waives the
right to payment from the Member, the legal representative of a Member’s estate, and any
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other Provider or entity, other than IEHP, having an interest in the case.
C.

If IEHP is unable to establish authorization to file a case, IEHP must dismiss the case.
IEHP will make two (2) oral attempts and one (1) written attempt to obtain proof of
authorization within thirty (30) days of receipt of case.

D.

If the Member or Provider subsequently submits documentation of authorized status, a
new case is submitted to the IRE (Maximus); the old case is not reopened.

E.

If the Member is incapacitated or incompetent and cannot sign an appointment of legal
representation, a surrogate is not required to produce a representative form. Instead, he or
she must produce other appropriate legal papers supporting his or her status as the
Member’s authorized representative.

REFERENCES:
A.

Title 42, California Code of Federal Regulations §§ 422.110, 422.112, 422.562.

B.

Coordinated Care Initiative (CCI) Three-Way Contract, Section 2.14.1 and 2.15.1, eff
January 1, 2018.

C.

Medicare Managed Care Manual, Chapter 13.

D.

Affordable Care Act, Section 1557.
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16.

GRIEVANCE AND APPEALS RESOLUTION SYSTEM
Attachments

DESCRIPTION

POLICY CROSS
REFERENCE

Appeal of UM Decision - Member – Provider Acknowledgement – IEHP
DualChoice Part C

16A

Appeal of UM Decision - Member – Provider Acknowledgement – IEHP
DualChoice Part D

16A

Appeal of UM Decision Overturn – Member - Provider Resolution – IEHP
DualChoice Part C & D

16A

Appeal of UM Decision Uphold – Member - Provider Resolution – IEHP
DualChoice Part C

16A

Appeal of UM Decision Uphold – Member - Provider Resolution – IEHP
DualChoice Part C

16A

Appointment of Representative - CMS Form 1696 – English

16A

Appointment of Representative - CMS Form 1696 – Spanish

16A

Final Notice – IEHP DualChoice

16A

Member Appeal and Grievance Form - IEHP DualChoice - English

16A

Member Appeal and Grievance Form - IEHP DualChoice - Spanish

16A

Provider Fair Hearing Process

16B4

Provider Grievance Acknowledgment Letter

16B1, 16B2, 16B4

Provider Grievance Resolution Letter

16B4
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Attachment 16 - Member Appeal & Grievance Form - IEHP DualChoice - English

This form is for your use in making suggestions, filing a formal complaint, or appeal regarding any aspect of the
care or service provided to you. IEHP DualChoice is required by law to respond to your complaints or appeals,
and a detailed procedure exists for resolving these situations. If you have any questions, please feel free to call
IEHP DualChoice Member Services at 1-877-273-IEHP (4347) or 1-800-718-4347 (TTY), from 8:00 am to
8:00 pm (PST), 7 days a week, including holidays. IEHP’s DualChoice Member Services contact information
may also be found on your IEHP DualChoice card. As a Member of IEHP DualChoice, you have the right to file
a complaint against IEHP DualChoice or its providers without fear of negative action by IEHP DualChoice, your
Doctor, or any other provider.
Please print or type the following information:
___________________________________________
____________________________
Member Name (Last, First, Middle Initial)
IEHP I.D. CARD Number
_______________________________________________
_______________________________
Member Address
Home Phone Number
_______________________________________________
_______________________________
City, State, Zip
Work or Message Phone Number
___________________________
__________
_______________________________
Medicare Number
Male/Female
Date of Birth
Authorized Representative: If the complaint is filed by someone other than the member, please review the
section called “Who may file an Appeal” and provide the following information:
Name: _________________________________ Telephone : ________________________________
Relationship to Member: ______________________________________________________________
Address: ___________________________________________________________________________
City: ___________________________________________ State: _________ Zip: ________________
Nature of complaint:
WHERE DID THE INCIDENT HAPPEN? (NAME OF HOSPITAL, DOCTOR, OR OTHER LOCATION)
_______________________________________________________________________________________
WHEN DID THIS HAPPEN? (IF UNSURE, GIVE APPROXIMATE DATE(S)/TIME(S))
_______________________________________________________________________________________
WHO WAS INVOLVED?
_______________________________________________________________________________________
PLEASE DESCRIBE WHAT HAPPENED. (ATTACH COPIES OF ANY ADDITIONAL INFORMATION, IF NECESSARY)
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Please sign and MAIL OR FAX THIS FORM TO: IEHP DUALCHOICE
Attn: Appeal and Grievance Department, P.O. Box 1800, Rancho Cucamonga, CA 91729-1800
Fax: (909) 890-5748; For Questions Call 1-877-273-IEHP (4347) or 1-800-718-4347 TTY, from 8:00 am to
8:00 pm (PST), 7 days a week, including holidays.
Date_______________

Member Signature________________________________________________

Date_______________

Signature of Representative________________________________________
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You may have the right to appeal.
To exercise your appeal rights, file your appeal in writing within 60 calendar days after the date of your original denial
notice. Your plan can give you more time if you have a good reason for missing the deadline.
Who May File An Appeal?
You or someone you name to act for you (your authorized representative) may file an appeal. You can name a relative,
friend, advocate, attorney, doctor, or someone else to act for you. Others, not previously mentioned may already be
authorized under State law to act for you.
You can call us at 1-877-273-IEHP (4347) to learn how to name your authorized representative. If you have a hearing
or speech impairment, please call us at TTY/ TDD 1-800-718-4347, from 8:00 am to 8:00 pm (PST), 7 days a week,
including holidays.
If you want someone to act for you, you and your authorized representative should sign, date,
and send us page 1 of this form, which will serve as a statement naming that person to act for you.
IMPORTANT INFORMATION ABOUT YOUR APPEAL RIGHTS
For more information about your appeal rights, call your plan or see your Evidence of Coverage.
There Are Two Kinds of Appeals You Can File:
What Do I Include With My Appeal?
Standard (30 days) - You can ask for a standard appeal.
Your plan must give you a decision no later than 30 days
after it gets your appeal. (Your plan may extend this time
by up to 14 days if you request an extension, or if it needs
additional information and the extension benefits you.)
Fast (72-hour review) - You can ask for a fast appeal if
you or your doctor believe that your health could be
seriously harmed by waiting too long for a decision.
Your plan must decide on a fast appeal no later than 72
hours after it gets your appeal. (Your plan may extend
this time by up to 14 days if you request an extension, or
if your plan needs additional information and the
extension benefits you.)




If any doctor asks for a fast appeal for you, or
supports you in asking for one, and the doctor
indicates that waiting for 30 days could seriously
harm your health, your plan will automatically give
you a fast appeal.
If you ask for a fast appeal without support from a
doctor, your plan will decide if your health requires
a fast appeal. If your plan does not give you a fast
appeal, your plan will decide your appeal within 30
days.

You should include: your name, address, Member ID
number, reasons for appealing, and any evidence you
wish to attach. You may send in supporting medical
records, doctors' letters, or other information that
explains why your plan should provide the service.
Call your doctor if you need this information to help you
with your appeal. You may send in this information or
present this information in person if you wish.

How Do I File An Appeal?
For a Standard Appeal: You or your authorized representative should mail or deliver your written appeal to your health
plan at the address indicated on the California Medicare Advantage Plan Member Appeal & Grievance Form.
For a Fast Appeal: You or your authorized representative should contact us by telephone or fax using the plan contact
information indicated on the California Medicare Advantage Plan Member Appeal & Grievance Form.
What Happens Next? If you appeal, your plan will review our decision. After your plan review our decision, if any of
the services you requested are still denied, Medicare will provide you with a new and impartial review of your case by a
reviewer outside of your Medicare Advantage Organization. If you disagree with that decision, you will have further
appeal rights. You will be notified of those appeal rights if this happens.
Other Contact Information:
If you need information or help, call us at:
Toll Free: 1-877-273-IEHP (4347)
TTY: 1-800-718-4347
From 8:00 am to 8:00 pm (PST), 7 days a week, including holidays.
Other Resources To Help You:
Medicare Rights Center Toll Free: 1-888-HMO-9050
Elder Care Locator: Toll Free: 1-800-677-1116
1-800-MEDICARE (1-800-633-4227) TTY/TTD: 1-877-486-2048
24 hours a day, 7 days a week
IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) is a Health Plan that contracts with both
Medicare and Medi-Cal to provide benefits of both programs to enrollees.

Attachment 16 - Member Appeal & Grievance Form - IEHP DualChoice - Spanish

Este formulario debe usarse para hacer sugerencias, presentar una queja formal o una apelación relacionada
con cualquier aspecto de la atención o el servicio que se le proporcionó. La ley exige a IEHP DualChoice que
responda a sus quejas o apelaciones y existe un procedimiento detallado para resolver estas situaciones. Si
tiene alguna pregunta, por favor no dude en llamar a Servicios para Miembros de IEHP DualChoice al 1-877273-IEHP (4347) o al 1-800-718-4347 (TTY), de 8am-8pm (Hora Estándar del Pacífico), los 7 días de la
semana, incluidos los días festivos. También puede encontrar la información de contacto de Servicios para
Miembros de IEHP DualChoice en su tarjeta de IEHP DualChoice. Como Miembro de IEHP DualChoice,
usted tiene derecho a presentar una queja en contra de IEHP DualChoice o sus proveedores sin temor a que
exista una acción negativa por parte de IEHP DualChoice, su Doctor o cualquier otro proveedor.
Por favor escriba a mano o a máquina la siguiente información:
___________________________________________
_______________________________
Nombre del Miembro (Apellido, Primer Nombre e
Número de TARJETA de
Inicial del Segundo Nombre)
IDENTIFICACIÓN de IEHP
_______________________________________________ _______________________________
Domicilio del Miembro
Número de Teléfono de Casa
_______________________________________________ _______________________________
Ciudad, Estado, Código Postal
Número de Teléfono del Trabajo o para Mensajes
___________________________ __________
_______________________________
Número de Medicare
Masculino/Femenino Fecha de Nacimiento
Representante Autorizado: Si la queja es presentada por alguien que no es el Miembro, por favor, consulte la
sección titulada “Quién puede presentar una Apelación” y proporcione la siguiente información:
Nombre: _________________________________ Teléfono: ________________________________
Relación con el Miembro: ______________________________________________________________
Domicilio: ___________________________________________________________________________
Ciudad: _________________________________Estado: _________ Código Postal: ________________
Naturaleza de la queja:
¿DÓNDE OCURRIÓ EL INCIDENTE? (NOMBRE DEL HOSPITAL, DOCTOR U OTRA UBICACIÓN)
_______________________________________________________________________________________
¿CUÁNDO SUCEDIÓ ESTO? (SI NO ESTÁ SEGURO, DÉ LAS FECHAS/HORAS APROXIMADAS)
_______________________________________________________________________________________
¿QUIÉN ESTUVO INVOLUCRADO?
_______________________________________________________________________________________
POR FAVOR DESCRIBA LO QUE SUCEDIÓ. (ADJUNTE COPIAS DE CUALQUIER INFORMACIÓN ADICIONAL, SI ES
NECESARIO)
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Por favor firme y ENVÍE ESTE FORMULARIO POR CORREO O POR FAX A: IEHP DUALCHOICE
Attn: Appeal and Grievance Department, P.O. Box 1800, Rancho Cucamonga, CA 91729-1800
Fax: (909) 890-5748. Si tiene Preguntas, llame al 1-877-273-IEHP (4347) o al 1-800-718-4347 para usuarios
de TTY, de 8am-8pm (Hora Estándar del Pacífico), los 7 días de la semana, incluidos los días festivos.
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Fecha_______________ Firma del Miembro_______________________________________________
Fecha_______________ Firma del Representante___________________________________________
Es posible que usted tenga el derecho a presentar una apelación.
Para ejercer sus derechos de apelación, presente su apelación por escrito en un plazo de 60 días naturales después de la
fecha de su aviso de denegación original. Es posible que su plan le dé más tiempo si tiene una buena razón para no
cumplir el plazo.
¿Quién Puede Presentar Una Apelación?
Usted o alguien que usted designe para actuar en su representación (su representante autorizado), puede presentar
una apelación. Puede designar a un familiar, amigo, abogado, Doctor o cualquier otra persona para que lo represente.
Es probable que otras personas, que no se mencionaron anteriormente, ya estén autorizadas para representarlo según la
ley Estatal.
Puede llamarnos al 1-877-273-IEHP (4347) para obtener información sobre cómo designar a un representante
autorizado. Si tiene deficiencia auditiva o del habla, puede llamar a la Línea TTY/TDD al 1-800-718-4347, de
8am-8pm (Hora Estándar del Pacífico), los 7 días de la semana, incluidos los días festivos.
Si desea que alguien lo represente, usted y su representante autorizado deben firmar, poner la fecha y enviarnos la
página 1 de este formulario, que servirá como una declaración en la que se designa a la persona que lo representará.
INFORMACIÓN IMPORTANTE ACERCA  DE SUS DERECHOS DE APELACIÓN
Para obtener más información sobre sus derechos de apelación, llame a su plan o consulte su Evidencia de Cobertura.
Existen Dos Tipos de Apelaciones que Puede
Presentar:

•

Estándar (30 días): Usted puede solicitar una apelación
estándar. Su plan debe informarle su decisión a más
tardar 30 días después de recibir su apelación. (Es
probable que su plan extienda este tiempo hasta 14 días
si usted solicita una extensión o si el plan necesita
información adicional y la extensión lo beneficia a
usted).

•

Rápida (revisión en 72 horas): Usted puede solicitar
una apelación rápida si usted o su Doctor consideran
que su salud podría sufrir un daño grave si espera
demasiado para obtener una decisión. Su plan debe
tomar una decisión respecto a una apelación rápida en
un plazo no mayor de 72 horas después de recibir su
apelación. (Es probable que su plan extienda este tiempo
hasta 14 días si usted solicita una extensión o si el plan
necesita información adicional y la extensión lo
beneficia a usted).

Si algún Doctor solicita una apelación rápida para
usted, o lo respalda para solicitar una, y el Doctor
indica que esperar 30 días podría dañar gravemente
su salud, su plan le autorizará una apelación rápida
automáticamente.
Si usted solicita una apelación rápida sin el respaldo
de un Doctor, su plan decidirá si su salud requiere
una apelación rápida. Si su plan no le autoriza una
apelación rápida, su plan tomará una decisión
respecto a su apelación en un periodo de 30 días.

¿Qué Debo Incluir En Mi Apelación?
Debe incluir: su nombre, su domicilio, su número de
Identificación de Miembro, los motivos por los que
solicita la apelación y cualquier evidencia que desee
adjuntar. Puede enviar los registros médicos, las cartas
del Doctor u otra información de respaldo que explique
por qué su plan debe proporcionar el servicio.
Llame a su Doctor si necesita esta información para
ayudarle con su apelación. Puede enviar o presentar esta
información personalmente, si lo desea.

¿Cómo Presento Una Apelación?
Para una Apelación Estándar: Usted o su representante autorizado, debe enviar por correo o entregar su apelación
por escrito a su plan de salud en el domicilio que se indica en el Formulario de Apelaciones y Quejas del Miembro del
Plan de Medicare Advantage de California.
Para una Apelación Rápida: Usted o su representante autorizado debe contactarnos por teléfono o fax usando la
información de contacto del plan que se indica en el Formulario de Apelaciones y Quejas del Miembro del Plan de
Medicare Advantage de California.
¿Qué Sigue? Si presenta una apelación, su plan revisará nuestra decisión. Después de que su plan revise nuestra
decisión, y si aún son denegados algunos de los servicios que solicitó, Medicare le proporcionará una revisión nueva e
imparcial de su caso, por medio de un revisor que no pertenezca a su Organización de Medicare Advantage. Si no está
de acuerdo con esa decisión, tendrá otros derechos de apelación. Si esto sucede, se le notificarán estos derechos
de apelación.
Otra Información de Contacto:
Si necesita información o ayuda, llámenos a:
Línea Gratuita: 1-877-273-IEHP (4347)
TTY: 1-800-718-4347
De 8am-8pm (Hora Estándar del Pacífico), los 7 días de la semana, incluidos los días festivos.
Otros Recursos que le Pueden Ayudar:
Línea Gratuita del Medicare Rights Center: 1-888-HMO-9050
Servicio de Localización de Cuidados para Adultos Mayores: Línea Gratuita: 1-800-677-1116
1-800-MEDICARE (1-800-633-4227) Línea TTY/TTD: 1-877-486-2048
Las 24 horas del día, los 7 días de la semana
IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) es un Plan de Salud que tiene contratos con
Medicare y Medi-Cal para proporcionar los beneficios de ambos programas a los afiliados.
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<Current Date>
<Requestor Name>
<Address>
<City>, CA <Zip>
Case # <Appeal No>
RE: <Member Name>

Via U.S. Regular Mail

Dear: <Requestor Name>
Thank you for taking the time to let IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid
Plan) know about your request for an appeal of a decision not to provide <Procedure Description>.
We received your request for an appeal on <Manual Received Date>. We are working on a
resolution and will notify you of our answer by <Due Date>.
If we have not been able to reach you to discuss your appeal. Please call IEHP DualChoice’s
Appeal Nurse at 1-877-273-IEHP (4347), 8am – 8pm (PST), 7 days a week, including holidays,
TTY users should call 1-800-718-4347 to make sure we have all the information important to your
case.
Important reminders:
How to Appoint a Representative:
You can have someone else, like a family member, attorney, guardian, your physician, or friend,
file your appeal and act for you during the appeal process, with proper documentation. Parents or
other caregivers can file appeals for Members who are adults who need help, or for children. If
you wish to have someone else act for you during the appeal process, please fill out and sign the
attached CMS Form 1696 "Appointment of Representative", and return to us immediately in the
self-addressed postage paid envelope enclosed with this letter. The appeal review will not begin
until this documentation is received.
How to Confirm your Oral Request for Appeal:
If you submitted your appeal request verbally, by telephone, or by any form other than in writing,
please be sure to sign, date, and mail or fax back to us, the attached "acknowledgement of receipt"
form to indicate that you have received this acknowledgement letter, to confirm that we have
described your verbal request correctly, and that you would like IEHP DualChoice to review your
request. Please note that if you do not submit this signed "acknowledgment of receipt"
immediately to IEHP DualChoice, IEHP DualChoice cannot issue a final decision on your appeal,
and your case may be dismissed.
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<Requestor Name>
Case # <Appeal No>
Page 2
<Current Date>

How to send us Additional Information:
You can send us any other information you think is important, like written comments or other
documents. You have the right to resubmit your request as an expedited reconsideration (fast
appeal). If your prescribing physician tells us that applying the standard time frame could put
your life or health at risk, we will automatically expedite your request. You can also have a copy
of all the documents from IEHP DualChoice that will be used to make a decision regarding your
case. Just send us your documents or request in writing by mailing or faxing to:
IEHP DualChoice
Grievance Department
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800
Fax: (909) 890-5748
Or in person at: 10801 6th St., Rancho Cucamonga, CA 91730-5987
How to Request Withdrawal of Your Case:
If you decide that you do not want to continue your appeal, you may ask us to withdraw your case
by submitting your written request any time before a decision is mailed. For your convenience, a
“request to withdraw” form is attached to this letter. Just sign, date, and mail or fax the form back
to us in the self-addressed envelope enclosed with this letter.
Please let us know if you change your address or telephone number. That will make it easier for
us to reach you if we need more information. Thank you for sharing your concerns. Your feedback
is important to maintaining and improving your quality of care. Please see your IEHP DualChoice
Member Handbook/Evidence of Coverage (EOC) for additional information on appeals and
grievances.
If you have any questions or want to know the status of your case, please give us a call at 1-877273-IEHP (4347) or 1-800-718-4347 TTY, from 8:00 a.m. to 8:00 p.m. (PST), 7 days a week,
including holidays.
Sincerely,
<Case Owner>
The Appeals Team
IEHP DualChoice

<Requestor Name>
Case# <Appeal No>
Page 3
<Current Date>
Enclosed: CMS Form 1696 "Appointment of Representative Statement"
Self-addressed postage paid envelope
cc:

IPA/Provider
Grievance e-File

IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) is a Health Plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to enrollees.

<Member Name>
Case# <Appeal No>
Page 4
<Current Date>

ACKOWLEDGMENT OF RECEIPT
Please sign and date below to indicate that you have received this
Acknowledgement Letter.
By signing below, I am confirming IEHP's description of my verbal request for
reconsideration (appeal) and would like IEHP to review my request. I understand
that if I do not submit this signed "Acknowledgment of Receipt" immediately to
IEHP, IEHP cannot issue a final decision on my appeal, and my case may be
dismissed.
___________________________________________
Signature of Member or Authorized Representative

____________
Date

REQUEST TO WITHDRAW
Please sign and date below to indicate that you have received this Acknowledgement
Letter from of IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan), but are
now requesting to withdraw your appeal.
___________________________________________
Signature of Member or Authorized Representative

____________
Date

Please mail in enclosed self-addressed postage paid envelope, fax, or deliver this signed
form in person to:
IEHP DualChoice
Attention: Grievance Dept
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800
Fax # (909)-890-5748
th

In person to: 10801 6 St., Suite 120, Rancho Cucamonga CA 91730-5987
Email: Grievance_Appeals@iehp.org
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<Current Date>
<Requestor Name>
<Address>
<City>, CA <Zip>
Case # <Appeal No>
RE: <Member Name>

Via U.S. Regular Mail

Dear: <Requestor Name>
Thank you for taking the time to let IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid
Plan) know about your request for an appeal of a decision not to provide <RX Requested>. We
received your request for an appeal on <Received Date>. We are working on a resolution and will
notify you of our answer by <Due Date>.
If we have not been able to reach you to discuss your appeal. Please call IEHP DualChoice’s
Appeal Nurse at 1-877-273-IEHP (4347), 8am – 8pm (PST), 7 days a week, including holidays,
TTY users should call 1-800-718-4347 to make sure we have all the information important to your
case.
Important reminders:
How to Appoint a Representative:
You can have someone else, like a family member, attorney, guardian, your physician, or friend,
file your appeal and act for you during the appeal process, with proper documentation. Parents or
other caregivers can file appeals for Members who are adults who need help, or for children. If
you wish to have someone else act for you during the appeal process, please fill out and sign the
attached CMS Form 1696 "Appointment of Representative", and return to us immediately in the
self-addressed postage paid envelope enclosed with this letter. The appeal review will not begin
until this documentation is received.
How to Confirm your Oral Request for Appeal:
If you submitted your appeal request verbally, by telephone, or by any form other than in writing,
please be sure to sign, date, and mail or fax back to us, the attached "acknowledgement of receipt"
form to indicate that you have received this acknowledgement letter, to confirm that we have
described your verbal request correctly, and that you would like IEHP DualChoice to review your
request. Please note that if you do not submit this signed "acknowledgment of receipt"
immediately to IEHP DualChoice, IEHP DualChoice cannot issue a final decision on your appeal,
and your case may be dismissed.
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<Requestor Name>
Case # <Appeal No>
Page 2
<Current Date>

How to send us Additional Information:
You can send us any other information you think is important, like written comments or other
documents. You have the right to resubmit your request as an expedited reconsideration (fast
appeal). If your prescribing physician tells us that applying the standard time frame could put
your life or health at risk, we will automatically expedite your request. You can also have a copy
of all the documents from IEHP DualChoice that will be used to make a decision regarding your
case. Just send us your documents or request in writing by mailing or faxing to:
IEHP DualChoice
Grievance Department
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800
Fax: (909) 890-5748
Or in person at: 10801 6th St., Rancho Cucamonga, CA 91730-5987
How to Request Withdrawal of Your Case:
If you decide that you do not want to continue your appeal, you may ask us to withdraw your case
by submitting your written request any time before a decision is mailed. For your convenience, a
“request to withdraw” form is attached to this letter. Just sign, date, and mail or fax the form back
to us in the self-addressed envelope enclosed with this letter.
Please let us know if you change your address or telephone number. That will make it easier for
us to reach you if we need more information. Thank you for sharing your concerns. Your feedback
is important to maintaining and improving your quality of care. Please see your IEHP DualChoice
Member Handbook/Evidence of Coverage (EOC) for additional information on appeals and
grievances.
If you have any questions or want to know the status of your case, please give us a call at 1-877273-IEHP (4347) or 1-800-718-4347 TTY, from 8:00 a.m. to 8:00 p.m. (PST), 7 days a week,
including holidays.
Sincerely,
<Case Owner>
The Appeals Team
IEHP DualChoice

<Requestor Name>
Case# <Appeal No>
Page 3
<Current Date>
Enclosed: CMS Form 1696 "Appointment of Representative Statement"
Self-addressed postage paid envelope
cc:

IPA/Provider
Grievance e-File

IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) is a Health Plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to enrollees.

<Member Name>
Case# <Appeal No>
Page 4
<Current Date>

ACKOWLEDGMENT OF RECEIPT
Please sign and date below to indicate that you have received this
Acknowledgement Letter.
By signing below, I am confirming IEHP's description of my verbal request for
reconsideration (appeal) and would like IEHP to review my request. I understand
that if I do not submit this signed "Acknowledgment of Receipt" immediately to
IEHP, IEHP cannot issue a final decision on my appeal, and my case may be
dismissed.
___________________________________________
Signature of Member or Authorized Representative

____________
Date

REQUEST TO WITHDRAW
Please sign and date below to indicate that you have received this Acknowledgement
Letter from of IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan), but are
now requesting to withdraw your appeal.
___________________________________________
Signature of Member or Authorized Representative

____________
Date

Please mail in enclosed self-addressed postage paid envelope, fax, or deliver this signed
form in person to:
IEHP DualChoice
Attention: Grievance Dept
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800
Fax # (909)-890-5748
In person to: 10801 6th St., Suite 120, Rancho Cucamonga CA 91730-5987
Email: Grievance_Appeals@iehp.org
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NOTICE OF APPEAL STATUS

<Current Date>
<Requestor Name>
<Address>
<City><State><Zip>

RE:

<Member Name>
Case #: <Appeal No>

Member ID#: <Member ID>
Via U.S. Regular Mail

Dear <Requestor Name>:
This notice tells you about the appeal request for <procedure description> you sent to IEHP
DualChoice Cal MediConnect (Medicare-Medicaid Plan). After looking at the facts in your case,
we decided that our first decision to deny coverage and/or payment for the service was right.
<Resol Upheld Denial Medicare Eng>.
WHAT HAPPENS NEXT?
Medicare requires us to send all cases where we have not changed our decision to an independent
review entity. MAXIMUS Federal Services, Inc. (MAXIMUS) is the independent review entity
that Medicare uses to review cases to make sure we made the right decision.
Your appeal is being sent to MAXIMUS. You have the right to submit additional information
that may be important to the review of your appeal. MAXIMUS will contact you soon to let you
know where to send any additional information and about other rights that you may have.
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<Requestor Name>
Case # <Appeal No>
Page 2
<Current Date>
You also have the right to get a copy of the case file that we are sending to MAXIMUS. Please
call IEHP DualChoice Member Services at 1-877-273-IEHP (4347), 7 days a week, including
holidays. TTY/TDD users should call 1-800-718-4347, if you want to get a copy of your case file.
There may be a small fee to copy your file and send it to you.
NEED MORE HELP?
Call 1-800-MEDICARE (1-800-633-4227) 24 hours a day, 7 days a week, for help or more
information about the appeals process. TTY users should call 1-877-486-2048.
Sincerely,
<Case Owner>
Your Appeals Team
cc: IPA/Provider
IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) is a Health Plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to enrollees.

YOUR RIGHTS
UNDER MEDI-CAL MANAGED CARE
If you still do not agree with this decision, you can:


Ask for an “Independent Medical Review” (IMR) and an outside reviewer that
is not related to the health plan will review your case



Ask for a “State Hearing” and a judge will review your case

You can ask for both an IMR and State Hearing at the same time. You can also ask
for one before the other to see if it will resolve your problem first. For example, if you
ask for an IMR first, but do not agree with the decision, you can still ask for a State
Hearing later. However, if you ask for a State Hearing first, but the hearing has already
taken place, you cannot ask for an IMR. In this case, the State Hearing has the final
say.
You will not have to pay for an IMR or State Hearing.
INDEPENDENT MEDICAL REVIEW (IMR)
If you want an IMR, you must ask for one within 180 days from the date of this “Notice
of Appeal Resolution” letter. The paragraph below will provide you with information on
how to request an IMR. Note that the term “grievance” is talking about both
“complaints” and “appeals.”
The California Department of Managed Health Care is responsible for regulating health
care service plans. If you have a grievance against your health plan, you should first
telephone your health plan at (1-800-440-4347)/TTY(1-800-718-4347) and use your
health plan’s grievance process before contacting the Department. Utilizing this
grievance procedure does not prohibit any potential legal rights or remedies that may be
available to you. If you need help with a grievance involving an emergency, a grievance
that has not been satisfactorily resolved by your health plan, or a grievance that has
remained unresolved for more than 30 days, you may call the Department for
assistance. You may also be eligible for an Independent Medical Review (IMR). If you
are eligible for an IMR, the IMR process will provide an impartial review of medical
decisions made by a health plan related to the medical necessity of a proposed service
or treatment, coverage decisions for treatments that are experimental or investigational
in nature and payment disputes for emergency or urgent medical services. The
Department also has a toll-free telephone number (1-888-HMO-2219) and a TDD line
(1-877-688-9891) for the hearing and speech impaired. The Department’s Internet
Website (http://www.hmohelp.ca.gov) has complaint forms, IMR application forms,
and instructions online.

STATE HEARING
If you want a State Hearing, you must ask for one within 120 days from the date of this
“Notice of Appeal Resolution” letter. But, if you are currently getting treatment and
you want to continue getting treatment, you must ask for a State Hearing within
10 days from the date this letter was postmarked or delivered to you, OR before the
date your health plan says services will stop. You must say that you want to keep
getting treatment when you ask for the State Hearing.
You can ask for a State Hearing by phone or in writing:


By phone: Call 1-800-743-8525. This number can be very busy. You may get a
message to call back later. If you cannot speak or hear well, please call
TTY/TDD 1-800-952-8349.



In writing: Fill out a State Hearing form or send a letter to:
California Department of Social Services
State Hearings Division
P.O. Box 944243, Mail Station 9-17-37
Sacramento, CA 94244-2430
A State Hearing form is included with this letter. Be sure to include your name,
address, telephone number, Social Security Number, and the reason you want a
State Hearing. If someone is helping you ask for a State Hearing, add their
name, address, and telephone number to the form or letter. If you need an
interpreter, tell us what language you speak. You will not have to pay for an
interpreter. We will get you one.

After you ask for a State Hearing, it could take up to 90 days to decide your case and
send you an answer. If you think waiting that long will hurt your health, you might be
able to get an answer within 3 working days. Ask your doctor or health plan to write a
letter for you. The letter must explain in detail how waiting for up to 90 days for your
case to be decided will seriously harm your life, your health, or your ability to attain,
maintain, or regain maximum function. Then, make sure you ask for an “expedited
hearing” and provide the letter with your request for a hearing.
You may speak at the State Hearing yourself. Or, someone like a relative, friend,
advocate, doctor, or attorney can speak for you. If you want another person to speak
for you, then you must tell the State Hearing office that the person is allowed to speak
for you. This person is called an “authorized representative.”
LEGAL HELP
You may be able to get free legal help. Call the California Department of Consumer
Affairs 1-800-952-5210. You may also call the local Legal Aid Society in your county at
1-888-804-3536.

State of California
Health and Human Services Agency
Department of Managed Health Care
INDEPENDENT MEDICAL REVIEW APPLICATION/COMPLAINT FORM -English HP
DMHC 20-224
New: 11/15

INDEPENDENT MEDICAL REVIEW APPLICATION (IMR)/COMPLAINT FORM
IMPORTANT INFORMATION
You can submit your IMR Application/Complaint Form online at: www.HealthHelp.ca.gov
 FREE: The IMR/Consumer Complaint process is free.
 FAST: IMRs are usually decided within 30 days, or within 7 days if the health issue is
urgent.
 SUCCESSFUL: Close to 60% of patients receive the requested service through IMR.
 FINAL: Health plans must follow the IMR decision and promptly provide the service

PATIENT INFORMATION
First Name

Middle Initial

Last Name

Patient’s Date of Birth (mm/dd/yyyy) _____________________________Gender:

Male Female 

Name of Parent or Guardian if Filing for Minor Child
Street Address
City
Daytime Phone #

State

Zip

Evening Phone #

Email Address
Health Plan Name _______________________ Patient’s Membership # _______________________
Medical Group Name (if enrolled in a medical group)
Employer ______________________________________________________ Not Employed 
Do you want someone to help you with your complaint?

Yes No

If yes, please complete the attached “Authorized Assistant Form.”
Do you have Medi-Cal?
If yes, have you filed a Request for a State Fair Hearing?

Yes No
Yes No

Do you have Medicare or Medicare Advantage?

Yes No

Have you ﬁled a complaint or grievance with your health plan?

Yes No

Are you seeking payment for a service that you have already received?

Yes No

If yes, list the date(s) of service, and the provider’s name:

Are you seeking authorization for future services?

Yes No

Do you need help with daily activities or consider yourself to have a disability?

Yes No

INDEPENDENT MEDICAL REVIEW APPLICATION/COMPLAINT FORM
YOUR HEALTH PROBLEM

(Use a separate sheet and attach other documents, if needed.)

What is your medical condition or doctor’s diagnosis? (please be specific)
What medical treatment(s)/service(s) and/or medication(s) are you requesting? (please be specific)

Did your plan say that the treatment you want is (check one):
Not Medically Necessary
Experimental or Investigational
Not an Emergency/Urgent
Other (please explain below)
______________________________________________________________________________________________
List the name and phone number of your primary care doctor and other providers who have seen, treated, or
advised you for this condition.
Have you seen any out-of-network providers for your condition?

Yes No

If yes, please include the medical records with this form.
Briefly describe the problem you are having with your plan. For example, explain if the problem is a denied
treatment, an unpaid claim, trouble getting an appointment or medication, or if your coverage has been
cancelled by the plan.

MEDICAL RELEASE
I request the Department of Managed Health Care (DMHC) to make a decision about my problem with my plan. I request
the DMHC to review my Independent Medical Review (IMR) Application/Complaint Form to determine if my complaint
qualifies for an IMR or the DMHC’s Consumer Complaint process. I allow my providers, past and present, and my plan to
release my medical records and information to review this issue. These records may include medical, mental health,
substance abuse, HIV, diagnostic imaging reports, and other records related to my case. These records may also include
non-medical records and any other information related to my case. I allow the DMHC to review these records and
information and send them to my plan. My permission will end one year from the date below, except as allowed by law.
For example, the law allows the DMHC to continue to use my information internally. I can end my permission sooner if I
wish. All the information that I have provided on this sheet is true.
Patient or Parent Signature

Date

Please see the instruction sheet for mailing or faxing information.

FOR STATISTICAL INFORMATION ONLY
You are asked to voluntarily provide the following information. Giving this information will help the DMHC identify any patterns of
problems. Health and Safety Code section 1374.30 authorizes the DMHC to obtain this information for research and statistical
purposes. Giving this information is optional and will not affect the IMR or complaint decision in any way.

Primary Language Spoken:

Choose not to provide

Race/Ethnicity Heritage:

Choose not to provide

AUTHORIZED ASSISTANT FORM
If you want to give another person permission to assist you with your Independent Medical
Review (IMR) or complaint, complete Parts A and B below.
If you are a parent or legal guardian filing this IMR or complaint for a child under the age of 18, you do
not need to complete this form.
If you are filing this IMR/Complaint for a patient who cannot complete this form because the patient is
either incompetent or incapacitated, and you have legal authority to act for this patient, please
complete Part B only. Also attach a copy of the power of attorney for health care decisions or other
documents that say you can make decisions for the patient.

PART A: PATIENT
I allow the person named below in Part B to assist me in my IMR or complaint filed with the Department
of Managed Health Care (DMHC). I allow the DMHC and IMR staff to share information about my
medical condition(s) and care with the person named below. This information may include mental
health treatment, HIV treatment or testing, alcohol or drug treatment, or other health care information.
I understand that only information related to my IMR or complaint will be shared.
My approval of this assistance is voluntary and I have the right to end it. If I want to end it, I must do
so in writing.
Patient Signature

Date

PART B: PERSON ASSISTING PATIENT
Name of Person Assisting (print)
Signature of Person Assisting

Address

City
Relationship to Patient

Daytime Phone #

State

Zip

Evening Phone #
Email Address _______________________________________________________________
 My power of attorney for health care decisions or other legal document is attached.

IMR Application/Complaint Form Instruction Sheet
If you have questions, call the Help Center at 1-888-466-2219 or TDD at 1-877-688-9891. This call is free.

You must apply for an IMR within six months after your health plan sends you a written response to your
appeal. The DMHC may accept your application after six months if it is determined that circumstances
prevented timely submission. Please be aware that if you decide not to file a complaint with the DMHC for
an issue that would qualify for an IMR, you may be giving up your rights to pursue legal action against
your plan regarding the service or treatment you are requesting.
How to File:
1) File online at www.HealthHelp.ca.gov. This is the fastest way.
or
Fill out and sign the enclosed IMR Application/Complaint Form. Use the envelope provided with the form.
2) If you want someone to help you with your IMR or complaint, complete the “Authorized Assistant Form”.
3) If you have medical records from out of network providers, please include them with your IMR
Application/Complaint Form. Your plan will provide medical records from network providers.
4) You may include other documents that support your request. However, there is no need to provide any
documents or correspondence between you and your plan relating to this complaint. The DMHC will obtain
this information directly from your plan as part of the investigation.
5) If you are not submitting online, please mail or fax your form and any supporting documents to:
DMHC Help Center
980 9th Street, Suite 500
Sacramento, CA 95814‐2725
FAX: 916‐255‐5241
What Happens Next?
The Help Center will send you a letter within seven days telling you if you qualify for an IMR. If it is determined
that your complaint qualifies for an IMR, your case is assigned to a state contractor who will perform the review.
The state contractor is also known as the Independent Medical Review Organization (IMRO). All of the
information in the Help Center’s possession related to your complaint, including your medical records, will be sent
to the IMRO. The IMRO will make a decision usually within 30 days or within seven days if your case is urgent.
You will be notified in writing of the decision.








If it is determined that your complaint should be reviewed through the Consumer Complaint process, a decision
about your issue will be made within 30 days. You will be notified in writing of the decision.
The Information Practices Act of 1977 (California Civil Code Section 1798.17) requires the following notice.
California’s Knox-Keene Act gives the DMHC the authority to regulate health plans and investigate the
complaints of health plan members.
The DMHC’s Help Center uses your personal information to investigate your problem with your plan and to
provide an IMR if you qualify for one.
You provide the DMHC this information voluntarily. You do not have to provide this information. However, if you
do not, the DMHC may not be able to investigate your complaint or provide an IMR.
The DMHC may share your personal information, as needed, with the plan and providers who conduct the IMR.
The DMHC may also share your information with other government agencies as required or allowed by law.
You have a right to see your personal information. To do this, contact the DMHC Records Request Coordinator,
DMHC, Office of Legal Services, 980 9th Street Suite 500, Sacramento CA 95814-2725, or call 916-322-6727.

YOUR HEARING RIGHTS
You have the right to ask for a hearing if you disagree with
any county action. You have only 90 days to ask for a
hearing. The 90 days started the day after the county gave or
mailed you this notice. If you have good cause as to why
you were not able to file for a hearing within the 90 days, you
may still file for a hearing. If you provide good cause, a
hearing may still be scheduled.

TO ASK FOR A HEARING:
•
•
•

Fill out this page.
Make a copy of the front and back of this page for your records.
If you ask, your worker will get you a copy of this page.
Send or take this page to:
California Department of Social Services
State Hearings Division, ACAB
744 P Street, MS 9-17-97
Sacramento, CA 95814
OR Fax to: 1-916-651-2789
Call toll free: 1-855-795-0634 or for hearing or speech impaired
who use TDD, 1-800-952-8349.

If you ask for a hearing before an action on Cash Aid, MediCal, CalFresh, or Child Care takes place:

•

•

To Get Help: You can ask about your hearing rights or for a legal
aid referral at the toll-free state phone numbers listed above. You
may get free legal help at your local legal aid or welfare rights office.

•
•

Your Cash Aid or Medi-Cal will stay the same while you wait for a
hearing.
Your Child Care Services may stay the same while you wait for a
hearing.
Your CalFresh benefits will stay the same until the hearing or the
end of your certification period, whichever is earlier.

If the hearing decision says we are right, you will owe us for any
extra Cash Aid, CalFresh or Child Care Services you got. To let
us lower or stop your benefits before the hearing, check below:
Yes, lower or stop:

Cash Aid

If you do not want to go to the hearing alone, you can bring a
friend or someone with you.

CalFresh

Child Care

While You Wait for a Hearing Decision for:

HEARING REQUEST
I want a hearing due to an action by the Welfare Department
of
County about my:

Welfare to Work:

Cash Aid

You do not have to take part in the activities.

Other (list)

You may receive child care payments for employment and for
activities approved by the county before this notice.

CalFresh

Medi-Cal

Here's Why:

If we told you your other supportive services payments will stop, you
will not get any more payments, even if you go to your activity.
If we told you we will pay your other supportive services, they will be
paid in the amount and in the way we told you in this notice.
•

To get those supportive services, you must go to the activity the
county told you to attend.

•

If the amount of supportive services the county pays while you
wait for a hearing decision is not enough to allow you to
participate, you can stop going to the activity.

If you need more space, check here and add a page.
I need the state to provide me with an interpreter at no cost to me.
(A relative or friend cannot interpret for you at the hearing.)

Cal-Learn:
•
•

You cannot participate in the Cal-Learn Program if we told you
we cannot serve you.
We will only pay for Cal-Learn supportive services for an
approved activity.

My language or dialect is:
NAME OF PERSON WHOSE BENEFITS WERE DENIED, CHANGED OR STOPPED
BIRTH DATE

PHONE NUMBER

OTHER INFORMATION

STREET ADDRESS

Medi-Cal Managed Care Plan Members: The action on this notice may stop
you from getting services from your managed care health plan. You may wish
to contact your health plan membership services if you have questions.

CITY

STATE

SIGNATURE

DATE

NAME OF PERSON COMPLETING THIS FORM

PHONE NUMBER

Child and/or Medical Support: The local child support agency will help
collect support at no cost even if you are not on cash aid. If they now collect
support for you, they will keep doing so unless you tell them in writing to stop.
They will send you current support money collected but will keep past due
money collected that is owed to the county.

I want the person named below to represent me at this
hearing. I give my permission for this person to see my
records or go to the hearing for me. (This person can be a
friend or relative but cannot interpret for you.)

Family Planning: Your welfare office will give you information when you ask
for it.
Hearing File: If you ask for a hearing, the State Hearing Division will set up a
file. You have the right to see this file before your hearing and to get a copy of
the county's written position on your case at least two days before the hearing.
The state may give your hearing file to the Welfare Department and the U.S.
Departments of Health and Human Services and Agriculture. (W&I Code
Sections 10850 and 10950.)
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ZIP CODE

NAME

PHONE NUMBER

STREET ADDRESS
CITY

STATE

ZIP CODE

Attachment 16 - Appeal of UM Decision Uphold - Member - Provider Resolution - IEHP DualChoice Part D

P.O BOX 1800, Rancho Cucamonga, CA 91729-1800
Tel 1-877-273-IEHP (4347) TTY 1-800-718-IEHP (4347) Fax (909) 890-5528
8:00 AM to 8:00 PM (PST), 7 days a week, including holidays.
<Current Date>

Via U.S. Regular Mail

<Requestor Name>
<Address>
<City>, CA <zip>
Enrollee’s name: <Member Name>
<Member ID Number>
Plan Name: IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan)
Contract ID: H5355
Formulary ID :00018457
Plan ID: 001
Case # <Appeal No>
We agree with our initial coverage determination and are denying the following prescription
drug(s) that you or your physician or other prescriber requested:
We denied this request because: <Insert specific reason for denial>
What If I Don’t Agree With This Decision?
You have the right to ask for an independent review (appeal) of our decision. If your case
involves an exception request and your physician or other prescriber did not already provide your
plan with a statement supporting your request, your physician or other prescriber must
provide a statement to support your exception request and you should attach a copy of this
statement to your appeal request. If you want to appeal our decision, you must request your
appeal in writing within 60 calendar days after the date of this notice. You must mail or fax your
written request to the independent reviewer at:
MAXIMUS Federal Services
Medicare Part D QIC
3750 Monroe Ave., Suite #703
Pittsford, NY 14534-1302
Fax: (585) 425-5301 Toll free fax: (866) 825-9507
Toll free customer service: (877) 456-5302

H5355_MSGV_16014_CMS Accepted

Who May Request an Appeal?
You or someone you name to act for you (your appointed representative) may request an
appeal. You can name a relative, friend, advocate, attorney, doctor, or someone else to act for
you. An Appointment of Representation is not needed if the person appealing is your prescriber
or is authorized under State law to act for you (for example, through a health care power of
attorney or health care proxy). You can call IEHP DualChoice Member Services at: 1-877-273IEHP (4347) to learn how to name your representative. If you have a hearing or speech
impairment, please call us at TTY 1-800-718-4347 TTY, from 8:00 am to 8:00 pm (PST), 7 days
a week, including holidays.
IMPORTANT INFORMATION ABOUT YOUR APPEAL RIGHTS
For more information about your appeal rights, call us or see your Evidence of Coverage.
There Are Two Kinds of Appeals
You Can Request
Expedited seventy-two (72 hours) - You can
request an expedited (fast) appeal for cases
that
involve coverage, if you or your doctor
believes that your health could be seriously
harmed by waiting up to seven (7) days for a
decision. If your request to expedite is
granted, the independent reviewer must give
you a decision no later than seventy-two (72)
hours after receiving your appeal (the
timeframe may be extended in limited
circumstances).
If the doctor who prescribed the drug(s)
asks for an expedited appeal for you, or
supports you in asking for one, and the doctor
indicates that waiting for seven (7) days could
seriously harm your health, the independent
reviewer will automatically expedite the
appeal.
If you ask for an expedited appeal without
support from a doctor, the independent
reviewer will decide if your health requires an
expedited appeal. If you do not get an
expedited appeal, your appeal will be decided
within seven (7) days.
Your appeal will not be expedited if you’ve
already received the drug you are appealing.

What Do I Include with My Appeal?
You should include your name, address, HIC
number, the reasons for appealing, and any
evidence you wish to attach. If the appeal is
made by someone other than you or your
doctor or other prescriber, the person must
submit a document appointing him or her to
act
for you. If your appeal relates to a decision by
us to deny a drug that is not on our list of
covered drugs (formulary) or if you are
asking for an exception to a prior
authorization (PA)
or other utilization management (UM)
requirement, your prescribing doctor or other
prescriber must submit a statement with your
appeal request indicating that all the drugs on
any tier of our formulary (or the PA/UM
requirement) would not be as effective to treat
your condition as the requested drug, or
would harm your health.
How Do I Request an Appeal?
You or your representative should mail or fax
your written appeal request to:
MAXIMUS Federal Services
Medicare Part D QIC
3750 Monroe Ave., Suite #703
Pittsford, NY 14534-1302
Fax: (585) 425-5301 Toll free fax: (866) 8259507
Toll free customer service: (877) 456-5302

Standard seven (7 days) - You can request a
standard appeal for a case involving coverage
or payment. The independent reviewer must
give you a decision no later than seven (7)
days after receiving your appeal (the
timeframe may be extended in limited
circumstances).
When the Independent Reviewer Can
Extend the Timeframe for Making a
Decision – The timeframe may be extended if
your case involves an exception request and
we have not received the supporting statement
from your doctor or other prescriber
supporting the request. The timeframe also
may be extended when the person acting for
you files an appeal request but does not
submit
proper documentation of representation. In
both situations, the independent reviewer may
toll (or stop the clock) for up to fourteen (14)
days to get this information.

What Happens Next? If you appeal, the
independent reviewer will review your case
and give you a decision. If any of the
prescription drugs you requested are still
denied, you can appeal to an administrative
law judge (ALJ) if the value of your appeal is
at least $130. If you disagree with the ALJ
decision, you will have the right to further
appeal. You will be notified of your appeal
rights if this happens.
Contact Information:
If you need information or help, call us at:
Toll Free: 1-877-273-IEHP (4347)
TTY: (800) 718-4347
From 8:00 am to 8:00 pm (PST), seven (7)
days a week, including holidays.
Other Resources To Help You:
Medicare Rights Center
Toll Free: 1-888-HMO-9050
Elder Care Locator
Toll Free: 1-800-677-1116
1-800-MEDICARE (1-800-633-4227)
TTY: 1-877-486-2048

IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) is a Health Plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to enrollees.

Plan Name: IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan)
Contract ID: H5355
Formulary ID: 00018457
Plan ID: 001
Request for Reconsideration of Medicare Prescription Drug Denial
Because your Medicare drug plan has upheld its initial decision to deny coverage of, or payment
for, a prescription drug you requested, you have the right to ask for an independent review of the
plan’s decision. You may use this form to request an independent review of your drug plan’s
decision. You have 60 days from the date of the plan’s Redetermination Notice to ask for an
independent review. Please complete this form and mail or fax it to:
MAXIMUS Federal Services
Medicare Part D QIC
3750 Monroe Ave., Suite #703
Pittsford, NY 14534-1302
Fax: (585) 425-5301 Toll free fax: (866) 825-9507
Toll free customer service: (877) 456-5302
Note about Representatives: Your prescriber may file a reconsideration request on your behalf
without being an appointed representative. If you want another individual, such as a family
member or friend, to request an independent review for you, that individual must be your
representative. Contact your Medicare drug plan 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 Medicare (HIC) Number (as shown on your Medicare card) ____________________
Complete the following section ONLY if the person making this request is not the enrollee
or the enrollee’s prescriber (make sure to attach documentation showing the person’s
authority to represent enrollee for purposes of this request):
Requestor’s Name____________________________________________________________
Requestor’s Relationship to Enrollee_____________________________________________
Address___________________________________________________________________
H5355_MSGV_16013_CMS Accepted

City__________________________________ State__________ Zip Code______________
Phone (

) _______________________

Representation documentation for appeal requests made by someone other than enrollee or
prescriber:
Attach documentation showing the authority to represent the enrollee (a completed Form
CMS-1696 or a written equivalent) if it was not submitted at the coverage determination or
redetermination level. A physician or other prescriber may request an appeal on behalf of
an enrollee without being an appointed representative.

Prescription drug you asked your plan to cover: __________________________________

Prescribing Physician’s Information
Name ______________________________________________________________________
Address ______________________________________________________________________
City ____________________________________ State __________ Zip Code ____________
Office Phone: (

) _____________________ Fax: (

) _____________________________

Office Contact Person _________________________________________________________
Expedited Decisions
If you or your prescribing physician believe that waiting for a standard decision (which will be
provided within 7 days) could seriously harm your life, health, or ability to regain maximum
function, you can ask for an expedited (fast) decision. If your prescribing physician indicates that
waiting 7 days could seriously harm your life or health or ability to regain maximum function, the
independent review organization will automatically give you a decision within 72 hours. This
timeframe may be extended for up to 14 calendar days if your case involves an exception request
and we have not received the supporting statement from your doctor or other prescriber supporting
the request, OR the person acting for you files an appeal request but does not submit proper
documentation of representation. If you do not obtain your physician’s support, the independent
review organization will decide if your health condition requires a fast decision.
 Check this box if you believe you need a decision within 72 hours (if you have a

supporting statement from your prescribing physician, attach it to this request)
Please attach any additional information you have related to your appeal such as a statement
from your prescribing physician and relevant medical records.
Additional information we should consider: _________________________________________

Important: Please include a copy of the Redetermination (denial) Notice you received from
your drug Plan with this request.
Signature of person requesting the appeal (the enrollee or the representative)
_______________________________________Date: _____________

Please call IEHP Dualchoice Member Services at 1-877-273-IEHP (4347), 8am – 8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347.
IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) is a Health Plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to enrollees.

YOUR RIGHTS
UNDER MEDI-CAL MANAGED CARE
If you still do not agree with this decision, you can:


Ask for an “Independent Medical Review” (IMR) and an outside reviewer that
is not related to the health plan will review your case



Ask for a “State Hearing” and a judge will review your case

You can ask for both an IMR and State Hearing at the same time. You can also ask
for one before the other to see if it will resolve your problem first. For example, if you
ask for an IMR first, but do not agree with the decision, you can still ask for a State
Hearing later. However, if you ask for a State Hearing first, but the hearing has already
taken place, you cannot ask for an IMR. In this case, the State Hearing has the final
say.
You will not have to pay for an IMR or State Hearing.
INDEPENDENT MEDICAL REVIEW (IMR)
If you want an IMR, you must ask for one within 180 days from the date of this “Notice
of Appeal Resolution” letter. The paragraph below will provide you with information on
how to request an IMR. Note that the term “grievance” is talking about both
“complaints” and “appeals.”
The California Department of Managed Health Care is responsible for regulating health
care service plans. If you have a grievance against your health plan, you should first
telephone your health plan at 1-800-440-4347/TTY 1-800-718-4347and use your health
plan’s grievance process before contacting the Department. Utilizing this grievance
procedure does not prohibit any potential legal rights or remedies that may be available
to you. If you need help with a grievance involving an emergency, a grievance that has
not been satisfactorily resolved by your health plan, or a grievance that has remained
unresolved for more than 30 days, you may call the Department for assistance. You
may also be eligible for an Independent Medical Review (IMR). If you are eligible for an
IMR, the IMR process will provide an impartial review of medical decisions made by a
health plan related to the medical necessity of a proposed service or treatment,
coverage decisions for treatments that are experimental or investigational in nature and
payment disputes for emergency or urgent medical services. The Department also has
a toll-free telephone number (1-888-HMO-2219) and a TDD line (1-877-688-9891) for
the hearing and speech impaired. The Department’s Internet Website

(http://www.hmohelp.ca.gov) has complaint forms, IMR application forms, and
instructions online.
STATE HEARING
If you want a State Hearing, you must ask for one within 120 days from the date of this
“Notice of Appeal Resolution” letter. But, if you are currently getting treatment and
you want to continue getting treatment, you must ask for a State Hearing within
10 days from the date this letter was postmarked or delivered to you, OR before the
date your health plan says services will stop. You must say that you want to keep
getting treatment when you ask for the State Hearing.
You can ask for a State Hearing by phone or in writing:


By phone: Call 1-800-743-8525. This number can be very busy. You may get a
message to call back later. If you cannot speak or hear well, please call
TTY/TDD 1-800-952-8349.



In writing: Fill out a State Hearing form or send a letter to:
California Department of Social Services
State Hearings Division
P.O. Box 944243, Mail Station 9-17-37
Sacramento, CA 94244-2430
A State Hearing form is included with this letter. Be sure to include your name,
address, telephone number, Social Security Number, and the reason you want a
State Hearing. If someone is helping you ask for a State Hearing, add their
name, address, and telephone number to the form or letter. If you need an
interpreter, tell us what language you speak. You will not have to pay for an
interpreter. We will get you one.

After you ask for a State Hearing, it could take up to 90 days to decide your case and
send you an answer. If you think waiting that long will hurt your health, you might be
able to get an answer within 3 working days. Ask your doctor or health plan to write a
letter for you. The letter must explain in detail how waiting for up to 90 days for your
case to be decided will seriously harm your life, your health, or your ability to attain,
maintain, or regain maximum function. Then, make sure you ask for an “expedited
hearing” and provide the letter with your request for a hearing.
You may speak at the State Hearing yourself. Or, someone like a relative, friend,
advocate, doctor, or attorney can speak for you. If you want another person to speak
for you, then you must tell the State Hearing office that the person is allowed to speak
for you. This person is called an “authorized representative.”
LEGAL HELP

You may be able to get free legal help. Call the California Department of Consumer
Affairs 1-800-952-5210. You may also call the local Legal Aid Society in your county at
1-888-804-3536.

State of California
Health and Human Services Agency
Department of Managed Health Care
INDEPENDENT MEDICAL REVIEW APPLICATION/COMPLAINT FORM -English HP
DMHC 20-224
New: 11/15

INDEPENDENT MEDICAL REVIEW APPLICATION (IMR)/COMPLAINT FORM
IMPORTANT INFORMATION
You can submit your IMR Application/Complaint Form online at: www.HealthHelp.ca.gov
 FREE: The IMR/Consumer Complaint process is free.
 FAST: IMRs are usually decided within 30 days, or within 7 days if the health issue is
urgent.
 SUCCESSFUL: Close to 60% of patients receive the requested service through IMR.
 FINAL: Health plans must follow the IMR decision and promptly provide the service.

PATIENT INFORMATION
First Name

Middle Initial

Last Name

Patient’s Date of Birth (mm/dd/yyyy) _____________________________Gender:

Male Female 

Name of Parent or Guardian if Filing for Minor Child
Street Address
City
Daytime Phone #

State

Zip

Evening Phone #

Email Address
Health Plan Name _______________________ Patient’s Membership # _______________________
Medical Group Name (if enrolled in a medical group)
Employer ______________________________________________________ Not Employed 
Do you want someone to help you with your complaint?

Yes No

If yes, please complete the attached “Authorized Assistant Form.”
Do you have Medi-Cal?
If yes, have you filed a Request for a State Fair Hearing?

Yes No
Yes No

Do you have Medicare or Medicare Advantage?

Yes No

Have you ﬁled a complaint or grievance with your health plan?

Yes No

Are you seeking payment for a service that you have already received?

Yes No

If yes, list the date(s) of service, and the provider’s name:

Are you seeking authorization for future services?

Yes No

Do you need help with daily activities or consider yourself to have a disability?

Yes No

INDEPENDENT MEDICAL REVIEW APPLICATION/COMPLAINT FORM
YOUR HEALTH PROBLEM

(Use a separate sheet and attach other documents, if needed.)

What is your medical condition or doctor’s diagnosis? (please be specific)
What medical treatment(s)/service(s) and/or medication(s) are you requesting? (please be specific)

Did your plan say that the treatment you want is (check one):
Not Medically Necessary
Experimental or Investigational
Not an Emergency/Urgent
Other (please explain below)
______________________________________________________________________________________________
List the name and phone number of your primary care doctor and other providers who have seen, treated, or
advised you for this condition.
Have you seen any out-of-network providers for your condition?

Yes No

If yes, please include the medical records with this form.
Briefly describe the problem you are having with your plan. For example, explain if the problem is a denied
treatment, an unpaid claim, trouble getting an appointment or medication, or if your coverage has been
cancelled by the plan.

MEDICAL RELEASE
I request the Department of Managed Health Care (DMHC) to make a decision about my problem with my plan. I request
the DMHC to review my Independent Medical Review (IMR) Application/Complaint Form to determine if my complaint
qualifies for an IMR or the DMHC’s Consumer Complaint process. I allow my providers, past and present, and my plan to
release my medical records and information to review this issue. These records may include medical, mental health,
substance abuse, HIV, diagnostic imaging reports, and other records related to my case. These records may also include
non-medical records and any other information related to my case. I allow the DMHC to review these records and
information and send them to my plan. My permission will end one year from the date below, except as allowed by law.
For example, the law allows the DMHC to continue to use my information internally. I can end my permission sooner if I
wish. All the information that I have provided on this sheet is true.
Patient or Parent Signature

Date

Please see the instruction sheet for mailing or faxing information.

FOR STATISTICAL INFORMATION ONLY
You are asked to voluntarily provide the following information. Giving this information will help the DMHC identify any patterns of
problems. Health and Safety Code section 1374.30 authorizes the DMHC to obtain this information for research and statistical
purposes. Giving this information is optional and will not affect the IMR or complaint decision in any way.

Primary Language Spoken:

Choose not to provide

Race/Ethnicity Heritage:

Choose not to provide

AUTHORIZED ASSISTANT FORM
If you want to give another person permission to assist you with your Independent Medical
Review (IMR) or complaint, complete Parts A and B below.
If you are a parent or legal guardian filing this IMR or complaint for a child under the age of 18, you do
not need to complete this form.
If you are filing this IMR/Complaint for a patient who cannot complete this form because the patient is
either incompetent or incapacitated, and you have legal authority to act for this patient, please
complete Part B only. Also attach a copy of the power of attorney for health care decisions or other
documents that say you can make decisions for the patient.

PART A: PATIENT
I allow the person named below in Part B to assist me in my IMR or complaint filed with the Department
of Managed Health Care (DMHC). I allow the DMHC and IMR staff to share information about my
medical condition(s) and care with the person named below. This information may include mental
health treatment, HIV treatment or testing, alcohol or drug treatment, or other health care information.
I understand that only information related to my IMR or complaint will be shared.
My approval of this assistance is voluntary and I have the right to end it. If I want to end it, I must do
so in writing.
Patient Signature _________________________Date

PART B: PERSON ASSISTING PATIENT
Name of Person Assisting (print)_________________________________________________________
Signature of Person Assisting __________________________________________________________
Address___________________________________________________________________________
City __________________________________________State

Zip

___________________

Relationship to Patient _______________________________________________________________
Daytime Phone # ___________________________________________________________________
Evening Phone # ___________________________________________________________________
Email Address _____________________________________________________________________
 My power of attorney for health care decisions or other legal document is attached.

IMR Application/Complaint Form Instruction Sheet
If you have questions, call the Help Center at 1-888-466-2219 or TDD at 1-877-688-9891. This call is free.

You must apply for an IMR within six months after your health plan sends you a written response to your
appeal. The DMHC may accept your application after six months if it is determined that circumstances
prevented timely submission. Please be aware that if you decide not to file a complaint with the DMHC for
an issue that would qualify for an IMR, you may be giving up your rights to pursue legal action against
your plan regarding the service or treatment you are requesting.
How to File:
1) File online at www.HealthHelp.ca.gov. This is the fastest way.
or
Fill out and sign the enclosed IMR Application/Complaint Form. Use the envelope provided with the form.
2) If you want someone to help you with your IMR or complaint, complete the “Authorized Assistant Form”.
3) If you have medical records from out of network providers, please include them with your IMR
Application/Complaint Form. Your plan will provide medical records from network providers.
4) You may include other documents that support your request. However, there is no need to provide any
documents or correspondence between you and your plan relating to this complaint. The DMHC will obtain
this information directly from your plan as part of the investigation.
5) If you are not submitting online, please mail or fax your form and any supporting documents to:
DMHC Help Center
980 9th Street, Suite 500
Sacramento, CA 95814‐2725
FAX: 916‐255‐5241
What Happens Next?
The Help Center will send you a letter within seven days telling you if you qualify for an IMR. If it is determined
that your complaint qualifies for an IMR, your case is assigned to a state contractor who will perform the review.
The state contractor is also known as the Independent Medical Review Organization (IMRO). All of the
information in the Help Center’s possession related to your complaint, including your medical records, will be sent
to the IMRO. The IMRO will make a decision usually within 30 days or within seven days if your case is urgent.
You will be notified in writing of the decision.








If it is determined that your complaint should be reviewed through the Consumer Complaint process, a decision
about your issue will be made within 30 days. You will be notified in writing of the decision.
The Information Practices Act of 1977 (California Civil Code Section 1798.17) requires the following notice.
California’s Knox-Keene Act gives the DMHC the authority to regulate health plans and investigate the
complaints of health plan members.
The DMHC’s Help Center uses your personal information to investigate your problem with your plan and to
provide an IMR if you qualify for one.
You provide the DMHC this information voluntarily. You do not have to provide this information. However, if you
do not, the DMHC may not be able to investigate your complaint or provide an IMR.
The DMHC may share your personal information, as needed, with the plan and providers who conduct the IMR.
The DMHC may also share your information with other government agencies as required or allowed by law.
You have a right to see your personal information. To do this, contact the DMHC Records Request Coordinator,
DMHC, Office of Legal Services, 980 9th Street Suite 500, Sacramento CA 95814-2725, or call 916-322-6727.

YOUR HEARING RIGHTS
You have the right to ask for a hearing if you disagree with
any county action. You have only 90 days to ask for a
hearing. The 90 days started the day after the county gave or
mailed you this notice. If you have good cause as to why
you were not able to file for a hearing within the 90 days, you
may still file for a hearing. If you provide good cause, a
hearing may still be scheduled.

TO ASK FOR A HEARING:
•
•
•

Fill out this page.
Make a copy of the front and back of this page for your records.
If you ask, your worker will get you a copy of this page.
Send or take this page to:
California Department of Social Services
State Hearings Division, ACAB
744 P Street, MS 9-17-97
Sacramento, CA 95814
OR Fax to: 1-916-651-2789
Call toll free: 1-855-795-0634 or for hearing or speech impaired
who use TDD, 1-800-952-8349.

If you ask for a hearing before an action on Cash Aid, MediCal, CalFresh, or Child Care takes place:

•

•

To Get Help: You can ask about your hearing rights or for a legal
aid referral at the toll-free state phone numbers listed above. You
may get free legal help at your local legal aid or welfare rights office.

•
•

Your Cash Aid or Medi-Cal will stay the same while you wait for a
hearing.
Your Child Care Services may stay the same while you wait for a
hearing.
Your CalFresh benefits will stay the same until the hearing or the
end of your certification period, whichever is earlier.

If the hearing decision says we are right, you will owe us for any
extra Cash Aid, CalFresh or Child Care Services you got. To let
us lower or stop your benefits before the hearing, check below:
Yes, lower or stop:

Cash Aid

If you do not want to go to the hearing alone, you can bring a
friend or someone with you.

CalFresh

Child Care

While You Wait for a Hearing Decision for:

HEARING REQUEST
I want a hearing due to an action by the Welfare Department
of
County about my:

Welfare to Work:

Cash Aid

You do not have to take part in the activities.

Other (list)

You may receive child care payments for employment and for
activities approved by the county before this notice.

CalFresh

Medi-Cal

Here's Why:

If we told you your other supportive services payments will stop, you
will not get any more payments, even if you go to your activity.
If we told you we will pay your other supportive services, they will be
paid in the amount and in the way we told you in this notice.
•

To get those supportive services, you must go to the activity the
county told you to attend.

•

If the amount of supportive services the county pays while you
wait for a hearing decision is not enough to allow you to
participate, you can stop going to the activity.

If you need more space, check here and add a page.
I need the state to provide me with an interpreter at no cost to me.
(A relative or friend cannot interpret for you at the hearing.)

Cal-Learn:
•
•

You cannot participate in the Cal-Learn Program if we told you
we cannot serve you.
We will only pay for Cal-Learn supportive services for an
approved activity.

My language or dialect is:
NAME OF PERSON WHOSE BENEFITS WERE DENIED, CHANGED OR STOPPED
BIRTH DATE

PHONE NUMBER

OTHER INFORMATION

STREET ADDRESS

Medi-Cal Managed Care Plan Members: The action on this notice may stop
you from getting services from your managed care health plan. You may wish
to contact your health plan membership services if you have questions.

CITY

STATE

SIGNATURE

DATE

NAME OF PERSON COMPLETING THIS FORM

PHONE NUMBER

Child and/or Medical Support: The local child support agency will help
collect support at no cost even if you are not on cash aid. If they now collect
support for you, they will keep doing so unless you tell them in writing to stop.
They will send you current support money collected but will keep past due
money collected that is owed to the county.

I want the person named below to represent me at this
hearing. I give my permission for this person to see my
records or go to the hearing for me. (This person can be a
friend or relative but cannot interpret for you.)

Family Planning: Your welfare office will give you information when you ask
for it.
Hearing File: If you ask for a hearing, the State Hearing Division will set up a
file. You have the right to see this file before your hearing and to get a copy of
the county's written position on your case at least two days before the hearing.
The state may give your hearing file to the Welfare Department and the U.S.
Departments of Health and Human Services and Agriculture. (W&I Code
Sections 10850 and 10950.)
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ZIP CODE

NAME

PHONE NUMBER

STREET ADDRESS
CITY

STATE

ZIP CODE
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0950

APPOINTMENT OF REPRESENTATIVE
Name of Party

Medicare Number (beneficiary as party) or National Provider Identifier
Number (provider as party)

Section 1: Appointment of Representative
To be completed by the party seeking representation (i.e., the Medicare beneficiary, the provider or the supplier):
I appoint this individual,
to act as my representative in connection with my
claim or asserted right under Title XVIII of the Social Security Act (the “Act”) and related provisions of Title XI of the Act. I
authorize this individual to make any request; to present or to elicit evidence; to obtain appeals information; and to receive
any notice in connection with my appeal, wholly in my stead. I understand that personal medical information related to my
appeal may be disclosed to the representative indicated below.
Signature of Party Seeking Representation

Date

Street Address

Phone Number (with Area Code)

City

State

Zip Code

Section 2: Acceptance of Appointment
To be completed by the representative:
I,
, hereby accept the above appointment. I certify that I have not been
disqualified, suspended, or prohibited from practice before the Department of Health and Human Services (DHHS); that I am
not, as a current or former employee of the United States, disqualified from acting as the party’s representative; and that I
recognize that any fee may be subject to review and approval by the Secretary.
I am a / an

(Professional status or relationship to the party, e.g. attorney, relative, etc.)

Signature of Representative

Date

Street Address

Phone Number (with Area Code)

City

State

Zip Code

Section 3: Waiver of Fee for Representation
Instructions: This section must be completed if the representative is required to, or chooses to waive their fee for
representation. (Note that providers or suppliers that are representing a beneficiary and furnished the items or services may
not charge a fee for representation and must complete this section.)
I waive my right to charge and collect a fee for representing
DHHS.
Signature

before the Secretary of
Date

Section 4: Waiver of Payment for Items or Services at Issue
Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or services
must complete this section if the appeal involves a question of liability under section 1879(a)(2) of the Act. (Section 1879(a)
(2) generally addresses whether a provider/supplier or beneficiary did not know, or could not reasonably be expected to
know, that the items or services at issue would not be covered by Medicare.)
I waive my right to collect payment from the beneficiary for the items or services at issue in this appeal if a determination of
liability under §1879(a)(2) of the Act is at issue.
Signature

Form CMS-1696 (11/15)

Date
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Charging of Fees for Representing Beneficiaries before the Secretary of DHHS
An attorney, or other representative for a beneficiary, who wishes to charge a fee for services rendered in connection with an
appeal before the Secretary of DHHS (i.e., an Administrative Law Judge (ALJ) hearing, Medicare Appeals Council review, or a
proceeding before an ALJ or the Medicare Appeals Council as a result of a remand from federal district court) is required to
obtain approval of the fee in accordance with 42 CFR 405.910(f).
The form, “Petition to Obtain Representative Fee” elicits the information required for a fee petition. It should be completed
by the representative and filed with the request for ALJ hearing or request for Medicare Appeals Council review. Approval of
a representative’s fee is not required if: (1) the appellant being represented is a provider or supplier; (2) the fee is for services
rendered in an official capacity such as that of legal guardian, committee, or similar court appointed representative and the
court has approved the fee in question; (3) the fee is for representation of a beneficiary in a proceeding in federal district
court; or (4) the fee is for representation of a beneficiary in a redetermination or reconsideration. If the representative wishes
to waive a fee, he or she may do so. Section III on the front of this form can be used for that purpose. In some instances, as
indicated on the form, the fee must be waived for representation.

Approval of Fee
The requirement for the approval of fees ensures that a representative will receive fair value for the services performed before
DHHS on behalf of a beneficiary, and provides the beneficiary with a measure of security that the fees are determined to be
reasonable. In approving a requested fee, the ALJ or Medicare Appeals Council will consider the nature and type of services
rendered, the complexity of the case, the level of skill and competence required in rendition of the services, the amount of
time spent on the case, the results achieved, the level of administrative review to which the representative carried the appeal
and the amount of the fee requested by the representative.

Conflict of Interest
Sections 203, 205 and 207 of Title XVIII of the United States Code make it a criminal offense for certain officers, employees and
former officers and employees of the United States to render certain services in matters affecting the Government or to aid
or assist in the prosecution of claims against the United States. Individuals with a conflict of interest are excluded from being
representatives of beneficiaries before DHHS.

Where to Send This Form
Send this form to the same location where you are sending (or have already sent) your: appeal if you are filing an appeal,
grievance if you are filing a grievance, initial determination or decision if you are requesting an initial determination or
decision. If additional help is needed, contact your Medicare plan or 1-800-MEDICARE (1-800-633-4227). TTY users please call
1-877-486-2048.

CMS does not discriminate in its programs and activities. To request this publication in an alternative format, please call:
1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number. The valid OMB control number for this information collection is 0938-0950. The time required to prepare and distribute
this collection is 15 minutes per notice, including the time to select the preprinted form, complete it and deliver it to the beneficiary. If you
have comments concerning the accuracy of the time estimates or suggestions for improving this form, please write to CMS, PRA Clearance
Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.
Form CMS-1696 (11/15)
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DEPARTAMENTO DE SALUD Y SERVICIOS HUMANOS
CENTROS DE SERVICIOS DE MEDICARE Y MEDICAID

							
							

Formulario aprobado
OMB No. 0938-0950

NOMBRAMIENTO DE UN REPRESENTANTE
Nombre de la Parte

Numero de Medicare (beneficiario como parte) o Identificador
Nacional del Proveedor (proveedor como parte)

SECCIÓN 1: NOMBRAMIENTO DE UN REPRESENTANTE

Para ser completado por la parte que busca representación (i.e., el beneficiario de Medicare, el proveedor o
suplidor):
Yo nombro a __________________________ para actuar como representante en relación con mi reclamación o
derecho en virtud del título XVIII de la Ley del Seguro Social (la “Ley”) y sus disposiciones relacionadas al título XI
de la Ley. Autorizo a este individuo a realizar cualquier solicitud; presentar u obtener pruebas; obtener información
sobre apelaciones y recibir toda notificación sobre mi apelación, en mi representación. Entiendo que podría
divulgarse la información médica personal sobre mi apelación al representante indicado a continuación.
Firma dela Parte Solicitando Representación

Fecha

Dirección

Número de Teléfono (Con Código de Area)

Ciudad

Estado

Código Postal

SECCIÓN 2: ACEPTACIÓN DEL NOMBRAMIENTO

Para ser completado por el representante:
Yo,__________________________, acepto por la presente el nombramiento antes mencionado. Certifico que no se
me ha descalificado, suspendido o prohibido mi desempeño profesional ante el Departamento de Salud y Servicios
Humanos (DHHS en inglés); que no estoy en calidad de empleado actual o anteriormente de los Estados Unidos,
descalificado para actuar como representante del participante; y que reconozco que todo honorario podría estar
sujeto a revisión y aprobación de la Secretaría.
Me desempeño como ____________________________________________________________________________________
(Situación profesional o relación con la parte, por ejemplo, abogado, pariente, etc.)

Firma del Representante

Fecha

Dirección

Número de Teléfono (Con Código de Area)

Ciudad

Estado

Código postal

SECCIÓN 3: RENUNCIA AL COBRO DE HONORARIOS POR REPRESENTACIÓN

Instrucciones: El representante debe completar esta sección si se lo requieren o si renuncia al cobro de honorarios
por representación. (Los proveedores o suplidores que representen a un beneficiario y le hayan brindado artículos o
servicios no pueden cobrar honorarios por representación y deben completar esta sección).
Renuncio a mi derecho de cobrar un honorario por representar a ________________________ ante el Secretario(a) del
DHHS.
Firma

Fecha

SECCIÓN 4: RENUNCIA AL PAGO POR ARTÍCULOS O SERVICIOS EN CUESTIÓN

Instrucciones: Los proveedores o suplidores que actúan como representantes de beneficiarios a los que les
brindaron artículos o servicios deben completar esta sección si la apelación involucra un tema de responsabilidad
en virtud de la sección 1879(a)(2) de la Ley. (La sección 1879(a)(2) en general se aborda si un proveedor, suplidor o
beneficiario no tenía conocimiento o no se podía esperar razonablemente que supiera que los artículos o servicios
en cuestión no estarían cubiertos por Medicare).
Renuncio a mi derecho de cobrar al beneficiario un honorario por los artículos o servicios en cuestión en esta
apelación si está pendiente una determinación de responsabilidad bajo la sección 1879(a)(2) de la Ley.
Firma

FORMULARIO de CMS-1696 (REV 11/15) Spanish
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Cobro de Honorarios por Representación de Beneficiarios ante El Secretario(a) del DHHS
Un abogado u otro representante de un beneficiario, que desee cobrar un honorario por los servicios prestados
en relación con una apelación ante el Secretario(a) del DHHS (i.e., una audiencia con un Juez de Derecho
Administrativo (ALJ en inglés), una revisión con el Consejo de Apelaciones de Medicare o un proceso ante un ALJ
o el Consejo de Apelaciones de Medicare como resultado de una orden de remisión de la Corte de Distrito Federal)
debe, por ley obtener aprobación para recibir un honorario de acuerdo con 42 CFR §405.910(f).
Mediante este formulario, “Solicitud para obtener un honorario por concepto de representación” se obtiene la
información necesaria para solicitar el pago de honorario. Debe ser completado por el representante y presentado
con la solicitud para audiencia con el ALJ o revisión del Consejo de Apelaciones de Medicare. La aprobación de
honorarios para el representante no es necesaria si: (1) el apelante es representado por un proveedor o suplidor;
(2) prestados en calidad oficial como un tutor legal, comité o cargo similar representante designado por el tribunal
y con la aprobación del tribunal del honorario en cuestión; (3) el honorario es por representación del beneficiario
ante la corte de distrito federal; o (4) el honorario es por representación del beneficiario en una redeterminación
o reconsideración. Si el representante desea renunciar al cobro de un honorario, puede hacerlo. La sección 3 en la
primera página de este formulario puede usarse para ese propósito. En algunas instancias, según se indica en el
formulario, no se cobrará el honorario por concepto de representación.
Aprobación de Honorarios
El requisito para la aprobación de honorarios garantiza que el representante recibirá una remuneración justa por
los servicios prestados ante DHHS en nombre de un beneficiario y brinda al beneficiario la seguridad de que los
honorarios sean razonables. Para la aprobación de un honorario solicitado, el ALJ o el Consejo de Apelaciones de
Medicare considera la clase y el tipo de servicios prestados, la complejidad del caso, el nivel de pericia y capacidad
necesaria para la prestación de servicios, la cantidad de tiempo dedicado al caso, los resultados alcanzados, el nivel
de revisión administrativa al cual el representante llevó la apelación y el monto del honorario solicitado por el
representante.
Conflicto de Interés
Las secciones 203, 205 y 207 del título XVIII del Código de Estados Unidos consideran como un delito penal cuando
ciertos funcionarios, empleados y antiguos funcionarios y empleados de los Estados Unidos prestan ciertos servicios
en temas que afectan al Gobierno, ayudan o asisten en el procesamiento de reclamaciones contra los Estados
Unidos. Los individuos con un conflicto de interés quedarán excluidos de ser representantes de los beneficiarios
ante DHHS.
Dónde enviar este Formulario
Envíe este formulario al mismo lugar que está enviando (o ha enviado) su: apelación si está solicitando
una apelación, queja si está solicitando una queja, o determinación o decisión inicial si está solicitando
una determinación o decisión inicial. Si necesita ayuda, comuníquese con su plan de Medicare o llame al
1-800-MEDICARE (1-800-633-4227). Usuarios TTY debe llamar al 1-877-486-2048.
CMS no discrimina en sus programas o actividades. Para solicitar una esta publicación en un formato alterno, llame
al 1-800-MEDICARE (TTY 1-877-486-2048) o envíe un correo electrónico a: AltFormatRequest@cms.hhs.gov.

De acuerdo con la Ley de Reducción de Papeleo de 1995, no se le requiere a ninguna persona responder a una recopilación de información
a menos de que presente un número de control válido OMB. El número de OMB para esta recopilación es 0938-0950. El tiempo requerido
para completar este formulario es de 15 minutos por notificación, incluyendo el tiempo necesario para seleccionar el formulario pre-impreso,
completar y entregárselo al beneficiario. Si tiene comentarios sobre el tiempo estimado para completarlo o sugerencias para mejorar este
formulario, favor de escribir a: CMS, PRA Clearance Officer, 7500 Security Boulevard, Baltimore, MD 21244-1850.
FORMULARIO de CMS-1696 (REV 11/15) Spanish

Attachment 16 - Final Notice - IEHP DualChoice

FINAL NOTICE
<Date>
<Provider Name>
<Address>
<City>, <State> <ZIP>
RE:

Case # <Case #>
<Member Name>

Dear <Provider >:
As of the date of this letter, we have not received any written communication from <Provider>
regarding the above-referenced grievance.
Please fax a typewritten resolution to IEHP today at (909) 890-5748. Due to regulatory
requirements from the Centers for Medicare and Medicaid Services (CMS) regarding resolution
of grievances within 30 days.
Please note that IEHP monitors response submission timeliness for further action, including a
freeze of membership, or possible referral to IEHP’s Peer Review subcommittee. In addition,
Primary Care Providers timeliness issues are calculated on the Quarterly Provider Report Card.
For your convenience, the GSF has been included, and attached to this letter.
If you have any questions regarding this letter, please contact IEHP Monday – Friday 8am to 5pm,
at (909) 890-2000, or through IEHP Medicare Member Services at (877) 273-IEHP (4347). Thank
you for your cooperation in this matter.
Sincerely,
Grievance Team
Inland Empire Health Plan
Enclosures: Original Grievance Summary Form (GSF)
cc:

Grievance e-file

Attachment 16 - Provider Fair Hearing Process

PROVIDER FAIR HEARING PROCESS

FOR PARTICIPATION IN

THE PROVIDER NETWORK
OF
INLAND EMPIRE HEALTH PLAN

(Adopted September 11, 1995; Revised September 11, 2006, August 10, 2009, and July, 2015)

Attachment 16 - Provider Fair Hearing Process

FAIR HEARING PROCESS
FOR THE AWARD OF CONTRACTS
FOR PARTICIPATION IN THE PROVIDER NETWORK
OF INLAND EMPIRE HEALTH PLAN
Independent Physician Associations (“IPA) and Hospital Providers (hereinafter, collectively
referred to as “Provider”) of medical services who wish to be included in the provider
network of the Inland Empire Health Plan (“IEHP”), and who have not been offered a
contract to participate, including those providers whose contract has expired, or whose
contract has been terminated by IEHP shall follow the procedure outlined below in seeking to
be included or for continued participation in the IEHP provider network:
Section 1

Right of Fair Hearing Before the Board of IEHP

a. Any Provider(IPA) who has received a written response from the Chief Executive
Officer, or his designee, rejecting the request to be included or to continue
participation in the provider network for IEHP shall have the right to a Fair
Hearing before the Board of IEHP regarding the decision of the Chief Executive
Officer, or his designee.
b. The written response from IEHP, rejecting the request of a Provider (IPA) to be
included or to continue participation in the provider network of IEHP shall inform
the Provider (IPA) of the reason(s) for rejection and the right to a Fair Hearing
before the Board of IEHP regarding the decision of the Chief Executive Officer,
or his designee.
c. The Provider (IPA) shall be given ten (10) working days from the date of mailing
of the response from IEHP to request a Fair Hearing before the Board of IEHP.
“Date of mailing” shall be defined as the date response is deposited to the postal
service and postmarked; or such other documented date of deposit to a nationally
recognized express transportation company. Such request for a Fair Hearing shall
be made by written response from the Provider (IPA) to the Chief Executive
Officer, or his designee.
d. Providers(IPA) failing to request a Fair Hearing before the Board of IEHP within
ten (10) working days from the date of mailing relinquish their right to a Fair
Hearing and any other judicial review.
e. The Fair Hearing before the Board of IEHP shall be set on a regular agenda
within sixty (60) calendar days, for which proper notice pursuant to the Brown
Act can be given.
f. The Chief Executive Officer shall set the Fair Hearing on the agenda of a regular
Board meeting of IEHP pursuant to the provisions of section 1 e. herein, and shall
give written notice to the Provider (IPA) of the date, time, and place of the Fair
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Hearing.
The notice shall include a statement that exhaustion of the
administrative remedies, as set forth herein is required prior to seeking judicial
review.
Section 2

Fair Hearing Position Statements

a.

If the Provider(IPA) has requested a Fair Hearing, counsel for IEHP shall
provide written notice to both parties requesting written statements that
outline their position to be served to IEHP counsel and opposing party by
a specified date and time.

b.

Failure by Provider (IPA) to provide requested documentation in the
timeframes indicated may be considered waiver of Provider(IPA)’s right
to a Fair Hearing and any other judicial review. Such decision shall be
made at the sole discretion of the Board of IEHP.

Section 3

Fair Hearing Before the Board of IEHP

a.

At the time and date specified in the written response of the Chief
Executive Officer, the Board of IEHP shall conduct a hearing, and shall
receive evidence, including testimony from the Chief Executive Officer of
IEHP, his designee, other employees of IEHP if necessary, and the
Provider (IPA). The Board of IEHP may receive evidence, including
testimony from any other concerned parties who desire to present evidence
to the Board of IEHP regarding the request of the Provider (IPA) to be
included or to continue participation in the provider network for the
operations of IEHP.

b.

Any party wishing to speak on this matter must state for the record
any contribution in excess of $250 made in the past twelve (12) months
to any IEHP Board member, the name of the Board member receiving
the contribution.

c.

The Board of IEHP shall not be limited by the technical rules of evidence
in conducting the Fair Hearing.

d.

The Fair Hearing shall be conducted in open session during the regular
meeting of the Board of IEHP.

e.

If the Provider (IPA) fails to appear at the Board meeting for the Fair
Hearing, after receiving written notice of the date, time and place of the
hearing from the Chief Executive Officer, or his designee, and without
requesting a continuance, in writing, directed to the Chief Executive
Officer, such writing to be received prior to the date of the Fair Hearing,
the Provider (IPA) shall be deemed to have waived the right to a Fair
Hearing.

f.

The decision of whether a continuance of the Fair Hearing is granted,
when requested by a Provider (IPA) at the date and time of the Fair
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Hearing, shall be in the sole discretion of the Board of IEHP. The Board
may, in its sole discretion, decide to deny the request for the Provider
(IPA) for a continuance, and proceed with the Fair Hearing.
Section 4
a.

Actions of the Board after the Fair Hearing
The Board of IEHP, after the completion of the evidentiary portion of the
Fair Hearing may take any of the following actions without further notice:
i. Grant the request of the Provider (IPA) to be included in the provider
network wholly, partially, or conditionally. The Board may direct the
Chief Executive Officer, or designee, to negotiate and reach
contractual terms and conditions, subject to Board approval, provided
that the Provider(IPA) meets the Provider participation standards for
inclusion, as approved by the Board.
ii. Grant the request of the Provider (IPA) to continue participation in the
provider network wholly, partially or conditionally. The Board may
direct the Chief Executive Officer to negotiate and reach new or
renewed contractual terms and conditions, subject to Board approval,
provided that the Provider (IPA) meets the Provider participation
standards for continued inclusion in the provider network of IEHP, as
approved by the Board.
iii. Deny the request of the provider (IPA) wholly, partially, or
conditionally to be included or to continue participation in the provider
network of IEHP.
iv. Continue the matter to the next regularly scheduled Board meeting, at
which time the decision of the Board will be rendered.

Section 5

Exhaustion of Administrative Remedies

a.

A Provider (IPA) seeking to be included in the IEHP provider network
shall be required to exhaust the administrative remedies, as set forth
herein, prior to seeking judicial review of the actions of IEHP, and the
Board of IEHP.

b.

A Provider (IPA) seeking to continue participation in the provider network
for the operations of IEHP upon termination or contract expiration shall be
required to exhaust the administrative remedies, as set forth herein, prior
to seeking judicial review of the actions of IEHP, and the Board of IEHP.

c.

The Notice of the Fair Hearing shall contain a statement that exhaustion of
administrative remedies, as set forth herein, is required prior to seeking
judicial review.

Section 6

Finality of the Decision of the Board
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The decision of the Board of the Inland Empire Health Plan shall be final as to the
request of the Provider (IPA) to be included or to continue participation in the provider
network of IEHP.
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[DATE]

[PROVIDER NAME]
[CLINIC NAME]
[STREET ADDRESS]
[CITY, STATE ZIP]
SUBJECT: _________________ GRIEVANCE
Dear [DOCTOR NAME]:
On [DATE], IEHP received your grievance against [MEMBER, IPA, HOSPITAL OR
IEHP]. Thank you for bringing this matter to our attention, your concerns are important
to us.
IEHP is currently taking the necessary steps to immediately resolve your grievance. You
will be contacted if we have any further questions. IEHP’s Director of Provider Relations
will resolve your grievance, within thirty (30) days.
If you have any questions or concerns regarding the status of your grievance, please call
me at [PSR phone number].
Sincerely,
[PSR NAME]
Provider Services Representative
cc:

Esther Iverson, Director of Provider Relations, IEHP
Justin Bottger, Manager of Provider Relations, IEHP
File location (see policy and procedures PRO/GEN 03) ex. F-120.a

Attachment 16 – Provider Grievance Resolution Letter

DATE

Dr. PROVIDER NAME
Address
City, State ZIP
Re:

Grievance ___________________

Dear Dr. [Provider Name]:
IEHP has concluded its review of your Provider grievance filed [Date] regarding [state
reason here………] and has determined the following:

Thank you again for bringing your concerns to IEHP’s attention so that we may best
serve the needs of our Providers and Members.
Please contact me at (909) 890-XXXX if you have any further questions or concerns.
Sincerely,
Esther Iverson
Director of Provider Relations, IEHP
cc:

Justin Bottger, Manager of Provider Relations, IEHP
PSR Name, Provider Services Representative, IEHP
PCP
IPA
File location (see policy and procedure PRO/GEN 03) ex. F-120.a

