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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:

Address: Fax Number:
Allwell 1-866-388-1766
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? [1Yes [INo

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.

[JCHECK 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:

e 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).

e 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 Teléfono del Departamento de Servicios al Afiliado.

CHINESE: §FixE : INRITEAP X » BoILARBEFES RAIRTS - A S B R EERIBRAIIN
IBFRTEMNH 2 B ARFFERSEES -

VIETNAMESE: LUU Y: Néu quy vi néi tiéng Viét, chung ti c6 céc dich vu hé trg ngdn ngir mién phi danh
cho quy vi. Xin vui 16ng goi s6 dién thoai phuc vu hdi vién danh cho tiéu bang ctia quy vi trong Bang s6
dién thoai dich vu hdi vién.

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

KOREAN: &AL A7l ol & ALE3HAlE 4SS, F8 Ao AU AulxgE groa
F YHUT YA AulA AEHE ®o YE A F YA AHlA M EE
A8t A L.

FRENCH: ATTENTION : Si vous parlez frangais, un service daide linguistique vous est proposé gratuitement.

Veuillez appeler le numéro de téléphone du Service aux membres spécifique a votre Etat qui se trouve dans le
tableau de numéros de téléphone du Service aux membres.

ARABIC:

b o) elime Y1 claxs a8 5y Juca) ll dalie dplaall 4 glll Bac Lusal) ciladis (8 gy yall Aadl) Chaais i€ 1) gl
e aiall LY L alall sliac Yl cilans Caila &8 da3Y

POLISH: UWAGA: Jesli mowisz po polsku, mozesz skorzystac z bezptatnych ustug ttumaczeniowych. Zadzwon
pod numer dziatu obstugi klienta odpowiedni dla twojegd stanu, dostepny w Wypisie numerdw télefonu dziatu

obstugi klienta.

RUSSIAN: BHUMAHMUE! Ecnu Bbl roBopuTe Ha pyCCKOM si3bIKe, Mbl MOXEM NpeanioxuTe Bam

BecnnatHble ycryru nepeeogyuka. Mo3soHnTe B OTAEN 0GCNYXXMBaAHMSA Y4aCTHUKOB MO yKa3aHHOMY
Ans Bawero wrata Homepy B TenedoHHOM cripaBodHuke OTaena obcnyXvBaHUs y4acTHUKOB

GERMAN: ACHTUNG: Falls Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufen Sie bitte die fir Ihren 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: dlctllol: %l R Al clletcll &l oll, U™l Ul AcA, olJEs, dHR HE

GUAoY 8. Aot Acll 2ABlot olelR URHL dAHIRL AU HER YAREY Uel AcA ololR UR
sled s,



PORTUGUESE: ATENGAO: Se falar portugués, estdo disponiveis, gratuitamente, servicos de assisténcia
lingujstica. Ligue para 0 nimero dos Servicos aos Membros indicado para o seu estado na Tabela de numeros

de Telefone destes servigos.

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 Schprooch
brauchst, kannscht du es Koschdefrei griege. Ruf die Glieder Nummer von dei Staat, ass iss uff die Lischt an die

Glieder Hilf Telefon Nummer Kaart.

gFer (Hindi): 1197 8radr 8910, gTieh 39T 3R Ja1T, 31K 317 T dof cuasms aft =

o<k TR ¢ | STERTHT FRAAR, FIT RNk e T AT

Diné Bizaad (Navajo): Diné k'ehji saad bee shika a'doowol ninizingo bee na haz'g, t'aa haada yit' éego kodoo
naaltsoos da nich'f al'figo éi doodago t'aa ha'at'thida Diné k'ehji bee shika a'doowol ninizingo bee na ahoot'i'. A
kot' éego shika a'doowol ninizingo hodahgo béésh 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.

290 (Lao): 0N IMEDWROL SO MW, UANID (CIE HOIVO WD) 99, CCIT _
SUCCLLYIYCRDND) LT €39 WI. VAN OINIV VL NTPM  BNTVIBCINSN Y.
dﬁfm (BurmESE) - 3333330@533(?3383 O%GGGDQH;@J:I 3351?336@’3(73336&3%9 0?6@3993‘5’33|

a s C o | T o ~ O (= o e o
3%_]9’35(8@93?% GGI@U?@GPU):(TE 3393’39‘?6};9(5]:0&3“ 9930?}103 G].OJS]& 330)0?0’]%6]02(7? @é?%ﬁ?tﬂll

(Shqip) (Albanian): Shérbimet e asistencés gjuhésore, ndihma dhe shérbimet shtesé plotésuese si dhe
forma té tjera alternative ofrohen pa pagesé pér ju. Pér ta pérfituar kété, lutem merrni né telefon numrin e

treguar mé sipér.

Somali (Somali): Adeegyada caawinta luugadaha, qalabka caawinta iyo adeegyo kale, iyo gaabab kale aya
kuu diyaar ah si lacag la’aan ah. Si aad u hesho adeegyadan fadlan wac nambarka xaga sare ku xusan.
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