Request for Redetermination of Medicare Prescription Drug Denial

Kaiser Foundation Health Plan 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. Use this form to appeal this decision.

e You may ask for an appeal within 65 days of the date of our Notice of Denial of Medicare Prescription

Drug Coverage.

e You can also file an appeal through our website at kp.org/seniorrx.
e Expedited appeal requests can be made by phone at 1-877-221-8221.

Your prescriber can ask us for an appeal on your behalf. If you want another person (like a family member or
friend) to file an appeal for you, that person must be your representative. Call us at 1-877-221-8221 to learn

how to name a representative.

Plan enrollee information

Enrollee name:

Member ID Number:

Mailing address:

Date of birth (MM/DD/YYYY):

City, State, ZIP code:

Phone:

Prescription & prescriber information

Name of drug you asked for:

Strength/quantity/dose:

Prescriber name:

Office address:

City, State, ZIP code:

Office phone:

Office fax:

Office contact person:

Did you already purchase this drug? [ ] Yes
If YES:
Date purchased:

[ ]No

Amount paid:

Pharmacy name:

(attach copy of receipt)

Pharmacy phone number:
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Do you need an expedited (fast) decision?

[ ] 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.

e 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.

e If your prescriber indicates that waiting 7 days could seriously harm your health, we’ll automatically
give you a decision within 72 hours. You can’t ask for an expedited appeal if you’re asking us to pay
you back for a drug you already got.

e If you don’t get your prescriber's support for an expedited appeal, we’ll decide if your case requires a
fast decision.

Explain why you think this drug should be covered

e Attach any additional information you think may help your case, like statement from your prescriber or
medical records.

¢ Include a copy of the Notice of Denial of Medicare Prescription Drug Coverage

e Your prescriber will need to explain why you can’t meet our plan’s coverage rules and/or why the drugs
required by the plan aren’t medically appropriate for you.

e Other information we should consider:

Representative information

Complete this section ONLY if the person making this request is not the enrollee or the enrollee’s prescriber.
You must attach documentation showing your authority to represent the enrollee (like a completed Form CMS-
1696 or a written equivalent) if it wasn’t submitted at the coverage determination level. For more information
on appointing a representative, Call us at 1-877-221-8221.

Representative name:

Relationship to enrollee:

Street address:
City, State, ZIP code:
Phone:

Sign & submit this form

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

Signature: Date:

Fax or mail your completed form and any supporting information to:

Address: Fax Number:
Kaiser Permanente 1-855-347-7239
Member Relations

500 NE Multnomah St., Suite 100

Portland OR 97232-2099



NONDISCRIMINATION STATEMENT AND NOTICE OF LANGUAGE
ASSISTANCE

Nondiscrimination Notice

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and
state civil rights laws and does not discriminate, exclude people or treat them differently on the basis of race,
color, national origin (including limited English proficiency), age, disability, or sex (including sex
characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes).

Kaiser Health Plan:

* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services
to communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats, such as large print, audio, braille, and accessible electronic
formats

* Provides no cost language services to people whose primary language is not English, such as:
e Qualified interpreters

e Information written in other languages
If you need these services, call Member Services at 1-800-813-2000 (T'TY: 711).

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a
grievance with our Civil Rights Coordinator, by mail, phone, or fax. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You may contact our Civil Rights Coordinator at:

Member Relations Department

Attention: Kaiser Civil Rights Coordinator
500 NE Multnomah St., Suite 100
Portland, OR 97232-2099

Fax: 1-855-347-7239

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

Phone: 1-800-368-1019

TDD: 1-800-537-7697

Complaint forms are available at www.hhs.gov/oct/office/file/index.html.

This notice is available at https:/ /healthy.kaiserpermanente.org/oregon-washington/language-
assistance/nondiscrimination-notice.
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For Washington Members:

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically
through the Office of the Insurance Commissioner Complaint portal, available at

https:/ /www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at
1-800-562-6900, or 360-586-0241 (TDD). Complaint forms are available at

https:/ /fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Help in Your Language

ATTENTION: If you speak English, language assistance services including appropriate auxiliary
aids and services, free of charge, are available to you. Call 1-800-813-2000 (TTY: 711).

A71C5 (Amharic) Fh-£F: ATCT PTI4 DU 1N, PP £8F APCEPTT AT ATANRFTY (IR0 PRIR
ACSZ A14°1PT N12 £75 4= N 1-800-813-2000 L LM (TTY: 711):

el cilerall s saelsall Jilas s (e el 8 Loy Ay gall) BaeLusall il &l 655 ey yall onnii S 13 1438 (Arabic)is ad)
(711 :TTY ) 1-800-813-2000 2 1L Jail  laally

H13 (Chinese) JEREIR « AIRMAER T > &SR EE S IR - CIEEE a1 Ak
7% - 2(#%1-800-813-2000 (TTY : 711) -

G pa 4y el Sl Alead 5 lacsaS alan ) e b)) D lgasy ‘J.L\SGA Cuna o )ld Ly 4 )S\ da g (Far3|)u.u.uu
(711 (e ) TTY) 25 oot 1-800-813-20005 o (s fiss 3 150 5

Francais (French) ATTENTION : si vous parlez francais, des services d'assistance linguistique
comprenant des aides et services auxiliaires appropriés, gratuits, sont a votre disposition. Appelez le
1-800-813-2000 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit
entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfugung. Rufen Sie
1-800-813-2000 an (TTY: 711).

HZ<3E (Japanese) YER : HAGEZ a6 50, WYL MG — E A2 G SR — A
PEERICHBES L ET, 1-800-813-2000% THEAL 231 (TTY: 711)

{x «Khmer <YD Lkr v K’ﬂ[z ke «ixa¥ ol & G o] 07 dRakEr 7 oe me d
T €40 %] 5> ED g W 1-800-813-2000 (TTY: 711).

0] (Korean) F9]: g0l & ?*}3}?—4 45, Bt Bz 7)7] B AH| A7 25k o] X9
Mu| =7 52 AlEg Yt 1-800-813-2000= 7 3}af A 8(TTY: 711).

270 (Laotian) S lals: mmwcmw‘)svmo NIVOINIVROBCTDNIVWIFI QOLUHDUTND) CCIE
NIVOINIVQOBCHDUNICBVITIL 9 :5loomloeteso. 2 1-800-813-2000 (TTY: 711)

Afaan Oromoo (Oromo) XIYYEEFFANNOO: Yoo Afaan Oromo dubbattu ta'e, Tajaajila gargaarsa afaanii,
gargaarsota dabalataa fi tajaajiloota barbaachisoo kaffaltii irraa bilisa ta'an, isiniif ni jira.
1-800-813-2000 irratti bilbilaa (TTY:- 711)

p§ + A(Punjabi) &S o AnZ: ¢ X Cip$ + Ar Wm Dk uk Ch WU t €k Vpwr n s «~{| Tk~{ Ny & oy
Am ulU {| T\ {] TkyuRkNNyu«+w| o w \ v(1-800-813-2000 (TTY:- 711).

Roména (Romanian) ATENTIE: Daca vorbiti roméana, va sunt disponibile gratuit servicii de

asistenta lingvistica, inclusiv ajutoare si servicii auxiliare adecvate. Sunati la 1-800-813-2000
(TTY: 711).
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Pycckuin (Russian) BHUMAHMUE! Ecnu Bbl roBOpuTE NO-pYCCKMN, BaM OOCTYNHbI 6ecnnaTHble
yCryrn A3bIKOBOW NOAAEPKKN, BKINIOYAA COOTBETCTBYIOLLME BCMIOMOraTeribHble CpeacTBa U yCrnyru.
Mo3soHuTe no Homepy 1-800-813-2000 (TTY: 711).

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios de asistencia
linguistica que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al
1-800-813-2000 (TTY: 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng
tulong sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang
bayad. Tumawag sa 1-800-813-2000 (TTY: 711).

Ina (Thai) Tusansu: winvinuyam =1 g vinugiusauasuuinshadasiunen
TUNILATaI LR aLRTUTATLEBUNLNINERU TN T 1-800-813-2000 (TTY: 711).

YkpaiHcbka (Ukrainian) YBATA! Akwo Bu Bonogiete ykpaiHCbKOK MOBOK, BaM JOCTYMHI
Ge3KoLTOBHI MOCNyrn 3 MOBHOI AOMOMOrM, BKIFOYHO i3 BiAMNOBIAHOK AOAATKOBOK AOMOMOrOK Ta
nocnyramu. 3atenedoHynte 3a Homepom 1-800-813-2000 (TTY: 711).

T|eng Viét (Vletnamese) CHU Y: Néu ban néi tiéng Viét, ban co thé sir dung céac dich vu hé tro
ngdn ng® mién phi, bao gébm céc dich vu va phuong tién hd tro' phu hop. Xin goi 1-800-813-2000
(TTY: 711).
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