
Request for Redetermination of Medicare Prescription Drug Denial 

Because we, Allwell, denied your request for coverage of (or payment for) a prescription 
drug, you have the right to ask us for a redetermination (appeal) of our decision.  You have 
60 days from the date of our Notice of Denial of Medicare Prescription Drug Coverage to ask 
us for a redetermination. This form may be sent to us by mail or fax: 

Fax Number: 
1-866-388-1766

Address: 
Allwell             
Attn: Medicare Pharmacy Appeals 
P.O. Box 31383 
Tampa, FL 33631-3383

You may also ask us for an appeal through our website at allwell.superiorhealthplan.com. 
Expedited appeal requests can be made by phone at 1-844-796-6811, TTY: 711. 

Who May Make a Request: Your prescriber may ask us for an appeal on your behalf. If you 
want another individual (such as a family member or friend) to request an appeal for you, that 
individual must be your representative. Contact us to learn how to name a representative. 
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Enrollee’s Information 

Enrollee’s Name Date of Birth 

Enrollee’s Address 

City State Zip Code 

Phone 

Enrollee’s Member ID Number 

Complete the following section ONLY if the person making this request is not the
enrollee: 

Requestor’s Name 

Requestor’s Relationship to Enrollee 

Address 

City State Zip Code 

Phone 

Representation documentation for appeal requests made by someone other than 
enrollee or the enrollee’s prescriber: 

Attach documentation showing the authority to represent the enrollee (a completed 
Authorization of Representation Form CMS-1696 or a written equivalent) if it was not
submitted at the coverage determination level.  For more information on appointing a

representative, contact your plan or 1-800-Medicare. 

Prescription drug you are requesting: 

Name of drug: Strength/quantity/dose: 

Have you purchased the drug pending appeal?   ☐ Yes ☐No 

If “Yes”: 
Date purchased: Amount paid: $ (attach copy of receipt) 

Name and telephone number of pharmacy: 



  
 

                                                        
 

  
 

             
 

        
 

 
 

   
 

   
 

    
   

  
 

 

   
   

 
   

  

   
 

   
 

    
 
 
 

 
   

  
 

 

    
 
 
 
 
 
  

Prescriber's Information 

Name  

Address 

City State Zip Code 

Office Phone Fax 

Office Contact Person 

Important Note: Expedited Decisions
If you or your prescriber believe that waiting 7 days for a standard decision could seriously 
harm your life, health, or ability to regain maximum function, you can ask for an expedited 
(fast) decision.  If your prescriber indicates that waiting 7 days could seriously harm your 
health, we will automatically give you a decision within 72 hours.  If you do not obtain your 
prescriber's support for an expedited appeal, we will decide if your case requires a fast 
decision.  You cannot request an expedited appeal if you are asking us to pay you back for a 
drug you already received. 

☐CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 72 HOURS (if 
you have a supporting statement from your prescriber, attach it to this request). 

Please explain your reasons for appealing. Attach additional pages, if necessary.  Attach 
any additional information you believe may help your case, such as a statement from your 
prescriber and relevant medical records.  You may want to refer to the explanation we 
provided in the Notice of Denial of Medicare Prescription Drug Coverage and have your 
prescriber address the Plan’s coverage criteria, if available, as stated in the Plan’s denial 
letter or in other Plan documents.  Input from your prescriber will be needed to explain why 
you cannot meet the Plan’s coverage criteria and/or why the drugs required by the Plan are 
not medically appropriate for you. 

Signature of person requesting the appeal (the enrollee or the representative): 

____________________________________ Date: ___________________ 



Section 1557 Non-Discrimination Language  
Notice of Non-Discrimination 

Allwell complies with applicable federal civil rights laws and does not discriminate on the basis of 
race, color, national origin, age, disability, or sex. Allwell does not exclude people or treat them 
differently because of race, color, national origin, age, disability, or sex. 
Allwell: 
 Provides free aids and services to people with disabilities to communicate effectively with us, 
such as qualified sign language interpreters and written information in other formats (large print, 
audio, accessible electronic formats, other formats). 
 Provides free language services to people whose primary language is not English, such as qualified 
interpreters and information written in other languages. 
If you need these services, contact Allwell’s Member Services telephone number listed for your state 
on the Member Services Telephone Numbers by State Chart. From October 1 to March 31, you can 
call us 7 days a week from 8 a.m. to 8 p.m. From April 1 to September 30, you can call us Monday 
through Friday from 8 a.m. to 8 p.m. A messaging system is used after hours, weekends, and on 
federal holidays. 
If you believe that Allwell has failed to provide these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex, you can file a grievance by calling the 
number in the chart below and telling them you need help filing a grievance; Allwell’s Member 
Services is available to help you. 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and 
Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 
1-800-368-1019 (TTY: 1-800-537-7697). 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  

Member Services Telephone Numbers by State Chart 

State Telephone Number 
Arizona 1-800-977-7522 (HMO and HMO SNP) (TTY: 711) 
Arkansas 1-855-565-9518 (TTY: 711) 
Florida 1-877-935-8022 (TTY: 711) 
Georgia 1-844-890-2326 (HMO); 1-877-725-7748 (HMO SNP) (TTY: 711) 
Indiana 1-855-766-1541 (HMO and PPO); 1-833-202-4704 (HMO SNP) (TTY: 711) 
Kansas 1-855-565-9519 (HMO and PPO); 1-833-402-6707 (HMO SNP) (TTY: 711) 
Louisiana 1-855-766-1572 (HMO); 1-833-541-0767 (HMO SNP) (TTY: 711) 
Mississippi 1-844-786-7711 (HMO); 1-833-260-4124 (HMO SNP) (TTY: 711) 
Missouri 1-855-766-1452 (HMO); 1-833-298-3361 (HMO SNP) (TTY: 711) 
Nevada 1-833-854-4766 (HMO); 1-833-717-0806 (HMO SNP) (TTY:711) 
New Mexico 1-833-543-0246 (HMO); 1-844-810-7965 (HMO SNP) (TTY: 711) 
Ohio 1-855-766-1851 (HMO); 1-866-389-7690 (HMO SNP) (TTY: 711) 
Pennsylvania 1-855-766-1456 (HMO); 1-866-330-9368 (HMO SNP) (TTY: 711) 
South Carolina 1-855-766-1497 (TTY: 711) 
Texas 1-844-796-6811 (H0062-001, 002, 003, 009; H5294-011, 012, 013, 014, 017, 

018); 1-877-935-8023 (H5294-010, 015) (TTY: 711) 
Wisconsin 1-877-935-8024 (TTY: 711)  
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Section 1557 Non-Discrimination Language 
Multi-Language Interpreter Services

ENGLISH: ATTENTION: If you speak English, language assistance services, free of charge, are available to you. 
Call the Member Services number listed for your state in the Member Services Telephone Number Chart. 

SPANISH: ATENCION: Si habla espafiol, hay servicios de asistencia de idiomas disponibles para usted sin 
cargo. Llame al numero del Departamento de Servicios al Afiliado que se enumera para su estado en la Ficha de 
Numeros de Telefono del Departamento de Servicios al Afiliado. 

CHINESE: llit~ : ~D~1&Hfmcp:x ' 1iaJ1-~~-~,1~iB~!iWJ~~r! 0 ilt~i~~~J~rig~~ii!ijmti.~WpJr91J£(.J 
1iPn:t±f1,1 £(.]~ ~~~rig~jmfi.~ 0 

VIETNAMESE: LU'U Y: N~u quy vi n6i ti~ng Vi~t, chung toi c6 cac djch VI.J ho trQ' ngon ngO, mien phf danh 
cho quy vj. Xin vui long g9i so di~n tho~i ph1,.1c v1,.1 h()i vien danh cho ti~u bang cua quy vi trong Bang s6 
di~n tho~i dich v1,.1 h()i vien. 

FRENCH CREOLE (HAITIAN CREOLE): ATANSYON: Si w pale kreyol ayisyen, OU ka resevwa sevis gratis ki la 
pou ede w nan lang paw. Rele nimewo sevis manm pou eta kote w rete a. W ap jwenn li nan tabla nimewo 
telefon sevis manm yo. 

KOREAN: ~'ii)~}'4)-: ,ili>}7} ~~Ci~ A}-§-i>}Al ~ 7a~, .!j!-.E. ~Ci Al~ Ail:ll~~ ~.Q..1l 
y ~~1111-. 7}i}A} Ail:ll~ ~§j-18~ JE<>ll ~~ ,ili>}9.l ~ 7}i}A} Ail:ll~ ~~18~.£ 
~§j-i>}{1 Al ..2... 

FRENCH: ATTENTION: Si vous parlez franc;ais, un service d'aide linguistique vous est propose gratuitement. 
Veuillez appeler le numero de telephone du Service aux membres specifique a votre Etat qui se trouve dans le 
tableau de numeros de telephone du Service aux membres. 

ARABIC: 

POLISH: UWAGA: Jesli m6wisz po polsku, mozesz skorzystac z bezptatnych ustug ttumaczeniowych. Zadzwon 
pod nu mer dziatu obstugi klienta odpowiedni dla twojego stanu, dost~pny w Wyp1sie numer6w telefonu dziatu 
obstugi klienta. 

RUSSIAN: BHMMAHME! Ecm,1 Bbl rosoplHe Ha pyccKoM s:iab1Ke, Mbl MO>KeM npeP,nO>Kl-1Tb BaM 
6ecnnaTHbl8 ycnyrn nepeBO,[l,'-llo1Ka. no3B0Hlo1T8 B OT,[1,811 o6cny>Kl-1BaHlo1s:I y1.1aCTHlo1K0B no yKa3aHHOMY 
,[l,Ils:I Bawero WTaTa HOMepy B TenecpOHHOM cnpaBO'-IHl-1Ke 0TP,ena o6cny>Kl-1BaHl-1s:I y1.1acTHlo1K0B 

GERMAN: ACHTUNG: Falls Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur 
VerfUgung. Rufen Sie bitte die fUr lhren Bundesstaat zustandige Rufnummer des Mitgliederkundendiensts an, die 
im Telefonverzeichnis des Mitgliederkundendiensts angegeben ist. 

TAGALOG: PAUNAWA: Kung nagsasalita ka ng Tagalog, may makukuha ka na mga libreng serbisyong 
pantulong sa wika. Tawagan ang numero ng Mga Serbisyo ng Miyembro na nakalista para sa iyong estado sa 
Tsart ng Numero ng mga Serbisyo ng Miyembro. 

GUJARATI: ~LCl\:.llat.: ~ ctl{ ~J.og'~Lctl uUC{ctl ~ ctl, CH.l"t::ll ~eLGL ~Cll~. at~CiB, ctl-ll~l 1-lle 

G'LlC{(1\:.l ~- ~Qi.GI. ~Cll ec--L@at atut~ :~.u~cl-ll ctl-ll~l ~l~Gl 1-lle ~~~~U ~Qi.GI. ~Cll~ atut~ 'Ll~ 
BL({ B~. 



PORTUGUESE: ATEN<;AO: Se falar portugues, estao disponfveis, gratuitamente, servigos de assistencia 
lingufstica. Ligue para q numero dos Serv1c;os aos Membros indicado para o seu estac:fo na Tabela de numeros 
de 1elefone destes serv1c;os. 

ITALIAN: ATTENZIONE: se parla italiano, sono disponibili per Lei servizi di assistenza linguistica gratuiti. 
Consulti la Tabella dei Numeri Telefonici dei Servizi per i Membri e chiami il numero dei Servizi per i Membri del 
Suo stato. 

PENNSYLVANIAN DUTCH: Geb Acht: Wann du Deitsch schwetze kannscht, un Hilf in dei eegni Scherooch 
brauchst, kannscht du es Koschdefrei griege. Ruf die Glieder Nummer van dei Staat, ass iss uff die ischt an die 
Glieder HilfTelefon Nummer Kaart. 

~ {Hindi): a:rrsrn-1 t; Ill c-11 ~ . :fit; I llch 34ch{ o 1 3ITT" ~ . 3ITT" 3ff)r ~ c>rR.t fa:r: 
~f(Kf) ~ 61 ~ cf,{ailffi ,,:.cR"lll 34{1cfn ~ qr chTN cRJ 

Dine Bizaad (Navajo) : Dine k'ehji saad bee shika a'doowol ninizingo bee na haz'~, t'aa haada yit' eego kod66 
naaltsoos da nich'i al' iigo ei doodago t'aa ha'at'ihida Dine k'ehji bee shika a'doowol ninizingo bee na ah66t'i'. A 
k6t' eego shika a'doowol ninizingo h6dahgo beesh bee hane'i bika'iji' hodiilnih. 

Ntawv Hmoob {Hmong): Muaj kev pab txhais lus, khoom pab mloog txhais lus thiab lwm yam kev pab 
pub dawb rau koj. Xav tau tej no, thov hu rau tus nab npawb saum toj saud . 

~')0 (Lao): u~:n'Ju7m~oo 9')BC) ;UW')~') , U~:)1')1) cc~:: ~O'JJJQOO 9')BC1 ;'.:)9, cc~:: ., 
SUCCUUtn'J'.:) C~BDBD9 IJ7 m C"l)') w5. tr)'):)1 C1B'.:)'1'JD ru~u :n:: ~lt.N. Utntn.>'JeJC~:n21) ° Ctn'.:). 

& · • r 
1J~i~ (Bum1es.e}1 - :D'.):).)')©0)');~~3'11~ Of'GID)'?C::l \ l:J:l l l ~6llt ~G(0')0?~900ij~ O:tGWJ~~;c::0:1 

.;o:~d>fu:§ 6 B~ll)Gpfu:q :x>~:Jo ~~~ ~ob:>~1 Vi:=O?Jl 1 G1i t 3.lo00("1?0 • olO?q tl«>O?ol n 

{Shqip) {Albanian): Sherbimet e asistences gjuhesore, ndihma dhe sherbimet shtese plotesuese si dhe 
formate tjera alternative ofrohen pa pagese per ju . Per ta perfituar kete, lutem merrni ne telefon numrin e 
treguar me siper. 

Somali {Somali): Adeegyada caawinta luuqadaha, qalabka caawinta iyo adeegyo kale, iyo qaabab kale aya 
kuu diyaar ah si lacag la'aan ah. Si aad u hesho adeegyadan fadlan wac nambarka xaga sare ku xusan. 


	Important Note:  Expedited Decisions
	If you or your prescriber believe that waiting 7 days for a standard decision could seriously harm your life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.  If your prescriber indicates that waiting 7 day...
	☐ CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 72 HOURS (if you have a supporting statement from your prescriber, attach it to this request).
	Please explain your reasons for appealing.  Attach additional pages, if necessary.  Attach any additional information you believe may help your case, such as a statement from your prescriber and relevant medical records.  You may want to refer to the ...



