Request for Redetermination of Medicare Prescription Drug Denial

Because we [Part D plan sponsor] 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:

EnvisionRx Options _
Fax Number:

2181 East Aurora Rd

Suite 201 1-877-503-7231

Twinsburg, OH 44087

You may also ask us for an appeal through our website at www.brighthealthplan.com.
Expedited appeal requests can be made by phone at 1-833-665-5346.

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.

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.
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Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

Have you purchased the drug pending appeal? [1 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.

[J 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:
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Nondiscrimination Notice and Assistance with Communication

Bright Health does not exclude, deny benefits to, or otherwise discriminate against any
individual on the basis of sex, age, race, color, national origin, or disability. “Bright
Health” means Bright Health plans and their affiliates.

Language assistance and alternate formats:
Assistance is available at no cost to help you communicate with us. The services
include, but are not limited to:

e Interpreters for languages other than English;
e Written information in alternative formats such as large print; and
e Assistance with reading Bright Health websites.

To ask for help with these services, please call the Member Services number on your
member ID card.

If you think that we failed to provide language assistance or alternate formats, or you
were discriminated against because of your sex, age, race, color, national origin, or
disability, you can send a complaint to:

Bright Health Civil Rights Coordinator
PO Box 853943, Richardson, TX 75085-3943
Phone: (844) 202-2154
Email: OAG@brighthealthplan.com

You can also file a complaint with the U.S Dept. of Health and Human Services, the
Office of Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S Dept. of Health and Human Services. 200 Independence Avenue,
SW Room 509F, HHH Building Washington, D.C. 20201

If you need help with your complaint, please call the Member Services number on your
member ID card. You must send the complaint within 60 days of discovering the issue.
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Language Assistance and Alternate Formats
This information is available in other formats like large print. To ask for another format, please call the
Member Services number on your member ID card.

- English
A Spanish (US)
" Chinese (S)

Russian

Korean

Haitian Creole
~nan nimewo ki make sou kat ID ou an.

Italian
Yiddish
| Bengali
' Arabic

Polish

French (FR)
V Tagalog
V Vietnamese

~ Navajo

Urdu

Japanese

V Portuguese
(BR)

A German
Persian Farsi

Updated 07/10/2019

ATTENTION: If you speak a language other than English, language assistance services, free of charge,

~are available to you. Call the Member Services number on your ID card.

ATENCION: Si usted habla espafiol, tiene a su disposicion servicios de asistencia de idioma gratuitos.
Llame al nimero de Servicios para Miembros que figura en su tarjeta de identificacion.

CVER W, FRATAT DO R G B R S VRS . i IRATID
R ERE ARSI T

BHUMAHMUE! Echun Bbl roBopuTe No-pyccku, Bbl MmorxkeTe BOCNO/1b30BaTbCA HecnnaTHbIMKU yCayramm
A3bIKOBOW NoaaepKKu. NMossoHuTe B Cnykby paboTbl ¢ KAneHTammn no TenedoHy, yKkasaHHOMY B
Bawel naeHTMOUKALMOHHOM KapTe.
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ATANSYON: Si w pale Kreyol Ayisyen, gen sevis €d pou lang ki disponib gratis pou ou. Rele Seévis Manm

ATTENZIONE: se parla italiano, sono disponibili per Lei servizi di assistenza linguistica gratuiti. Chiami il

~numero dell’assistenza ai membri riportato sulla Sua scheda identificativa.
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- UWAGA: Jezeli postuguje sie Pan/ Pani jezykiem polskim, moze Pan/ Pani skorzystac¢ z bezptatnej

pomocy jezykowej. Prosimy zadzwonié do Dziatu Ustug dla Cztonkdéw, ktérego numer jest podany na

~Pana/ Pani karcie identyfikacyjne;.

REMARQUE : si vous parlez francais, des services d’assistance linguistique gratuits sont a votre

~disposition. Appelez le numéro des services aux membres, qui figure sur votre carte d’identification.

PANSININ: Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga

~ serbisyo para sa wika. Tawagan ang numero ng Mga Serbisyo sa Miyembro na nasa inyong ID kard.

LU'U Y: N&u quy vi néi tiéng Viét, sé co dich vu hd trg ngdn nglt mién phi danh cho quy vi. Hiy goi s&
Dich vy HGi vién trén thé ID cla quy vi.
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ATENCAO: caso voceé fale portugués, ha servicos gratuitos de assisténcia de idioma a sua disposicdo.

~Ligue para o numero de Atendimento ao Associado, impresso no seu cartdo de identificagdo.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufen Sie unter der auf lhrer ID-Karte aufgefiihrten Telefonnummer fiir

~Mitgliederdienstleistungen an.
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Ambharic

Burmese

Cherokee

Cushite-Oromo

French Creole

Gujarti
Hindi

Hmong

Karen

Kru / Bassa

Kurdish
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XIYYEEFFANNOO: Afaan Ingiliziin ala afaan kan biraa kan dubbattu yoo ta’e,
tajaajilliwwan gargaarsa afaanii, kan tolaa, siif ni jiru. Kaardii Waraqaa-eenyummeessaa
keerra kan jiru lakkoofsa Tajaajilawwan Miseensaatti bilbili.

ATANSYON : Si w pale yon 10t lang ke Angle, gen sevis €d lengwistik ki disponib pou w
gratis. Rele nimewo Sévis pou manm yo nan kat idantite w la.
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Serbo-Croatian

Syriac

Thai

Turkish

Ukrainian
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PAZNIJA: Ako govorite neki drugi jezik osim engleskog, dostupne su vam besplatne usluge
za jezi¢nu pomo¢. Pozovite broj sluzbe za ¢lanove na vasoj licnoj karti.

Jlashydy asaasoy Jixoaih m?l oo L.ANZ HaX 2 ;g\m vaz X A/ D0 0d \/ 3/
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DIKKAT: Ingilizce haricinde bir dil konusuyorsaniz, dil yardim hizmetlerinden iicretsiz
olarak faydalanabilirsiniz. Kimlik kartimizin iizerindeki numaradan Uye Hizmetlerini arayn.

YBAT'A: SIKI1O B HE PO3MOBJISIETE AHITIIHCHKOKO, TO MOYKETE CKOPHCTATHCS OE3KOLITOBHUMA
MOCIyraMi MOBHOI MiATPUMKH. 3aTene(1)0HyHTe 10 Biytity 00cityroByBaHHs! y4aCHUKIB
porpami 3a Tene(oHoOM, BKa3aHUM Ha Balllii 11eHTU(IKAIIHHINA KapTI.
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