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, Standard: 1-800-805-2739; Expedited: 1-866-233-

2851 or 1-808-432-7503.

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 1-800-805-2739 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 1-800-805-2739.

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 1-808-432-5260
Attn: Regional Appeals Office

711 Kapiolani Blvd.

Honolulu HI 96813



NONDISCRIMINATION NOTICE

Kaiser Permanente complies with applicable Federal civil rights laws and does
not discriminate, exclude people, or treat people differently or less favorably
because of:

Race

Color

National Origin (including limited English proficiency and primary language)
Age

Disability

Sex

Kaiser Permanente provides free aids and services to
people with disabilities to communicate effectively with
us, such as:

Qualified sign language interpreters

Written information in other formats (large print,
audio, braille, accessible electronic formats, other
formats)

Kaiser Permanente provides free language services to
people whose primary language is not English, such as:

Qualified interpreters
Information written in other languages

If you need these services, contact 808-432-5330,
toll-free 1-800-651-2237 or by TTY 711

If you believe that Kaiser Permanente has failed to provide these services or discriminated
in another way, you can file a grievance with: Kaiser Civil Rights Coordinator, 711 Kapiolani
Blvd., Honolulu, HI 96813. Phone: 808-432-5330 or toll-free 1-800-651-2237; TTY: 711;
Fax: 808-432-5300; Email:_civil-rights-coordinator@kp.org.

You can file a grievance in person or by mail or fax. If you need help filing a grievance,
the Kaiser Permanente Civil Rights Coordinator is available to help you.

This notice is available at Noticehttps://healthy.kaiserpermanente.org/hawaii/language-
assistance/nondiscrimination-notice/medicaid
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You can also file a grievance 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, D.C. 20201; 1-800-368-1019,1-800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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HELP IN YOUR LANGUAGE

(English) Do you need help in another language? Language assistance services including
appropriate auxiliary aids and services, free of charge, are available to you.
Call 1-800-651-2237 to tell us which language you speak. (TTY: 711).

(Cantonese) WFFZHAMIAS RN ? Fel 1PN ATREOES REIRSS - GRS SR TRA
MRZ5 - 1HEL A 1-800-651-2237 HHIFA Wi 2085 - (TTY: 711).

(Chuukese) En mi nit aninis non pwan och fosun fonu? Mi kawor aninisin fosun fonu me
ekoch pisekin aninis, ese kamo, mi kawor ngonuk. Kekeri 1-800-651-2237 ka ereni kich meni
fosun fonu ke kan fos non. (TTY: 711).

(French) Avez-vous besoin d’aide dans une autre langue ? Des services d'assistance
linguistique comprenant des aides et services auxiliaires appropriés, gratuits, sont a votre
disposition. Appelez le 1-800-651-2237 pour nous dire quelle langue vous parlez. (TTY: 711).

(German) Bendtigen Sie Hilfe in einer anderen Sprache? Die Sprachassistenz mit
entsprechenden Hilfsmitteln und Dienstleistungen steht Ihnen kostenfrei zur Verfigung. Rufen
Sie 1-800-651-2237 an, um uns mitzuteilen, welche Sprache Sie sprechen. (TTY: 711).

(Hawaiian) Loa‘a ia ‘oe na lawelawe kokua ‘Olelo me na kokua kokua a me na lawelawe me
ka uku ‘ole. Kdhea 1-800-651-2237 oe ia la kaua a e ha'ina ‘"oe ia la maua mea “olelo o na
‘aina‘e. (TTY: 711).

(llocano) Kasapulam kadi ti tulong iti sabali a pagsasao? Dagiti serbisio a tulong iti pagsasao
agraman dagiti maitutop a kanayonan a tulong ken serbisio, a libre, ket mabalin a mausar
para kenka. Tawagan ti 1-800-651-2237 tapno maibagam kadakami no ania a pagsasao ti
pagsasaom. (TTY: 711).

(Japanese) LD SFETOH R — F NS ETTHn? iﬁﬁj fi?ﬁ@ﬂ%’%%%’?ﬁ* B A& E TS RE
P— b ANERCIRE S N E T, 1-800-651-2237 |[CBEFW S X, HHEIND SiELE B
HbELEEY, (TTY : 7T11) |

(Korean) TH& 1ol & =0l FQstal7ka? Aol A Aul2es deo] e} Bz 7]17] 3
MU ~5 X3l R ﬂl*fﬂ‘uv} 8ol Ba3t Ado]= )5 A2 1-800-651-2237 =
Aztal] FAL. (TTY : 711) .

(Mandarin) & 75 ZHANGE S FE BN ? S5 4 &l S B RS, B451E & i Bh a4 FR
. % 1-800- 651-2237 nﬁaﬂdf‘ﬁ :ﬁﬂﬁfé@;%;o (TTY 711)

jerbal ko jet repojakin jerbal ippam ilo ejjelok or_laer Kar tok 1-800-651-2237 Ran kaaroi tok
kom kon kajin eo am. (TTY: 711).

(Samoan) O lo'o e mana'omia se fesoasoani i se isi gagana? O auaunaga fesoasoani i le
gagana, e aofia ai meafaigaluega talafeagai ma auaunaga, e leai ni totogi, o lo'o avanoa mo
oe. Fa'amalie atu i le 1-800-651-2237 ma ta'u mai i matou le gagana e te tautala ai. (TTY: 711).

(Spanish) ¢ Necesita ayuda en otro idioma? Tiene a su disposicion servicios de asistencia
linguistica que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al
1-800-651-2237 para que nos indique el idioma que habla. (TTY: 711).

(Tagalog) Kailangan mo ba ng tulong sa ibang wika? Available sa iyo ang mga serbisyo ng
tulong sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang
bayad. Tumawag sa 1-800-651-2237 para sabihin sa amin kung aling wika ang sinasalita mo.
(TTY: 711).

(Tongan) ‘Oku ke toe fiema’u ha tokoni ‘i ha lea kehe? ‘Oku ‘i ai ha sevesi tokoni fakatonu lea
pea mo ha naunau me’a fanongo, ‘oku ta’etotongi, mo faingamalie kiate koe. Taa
1-800-651-2237 pea talamai ‘a e lea ‘oku ke faka’aonga’i. (TTY:711).
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(Vietnamese) Ban co can tro giup bang ngdn nglr khac khéng? Ban cé thé str dung céac
dich vu hé tro ngén ngw mién phi, bao gom céac dich vu va phwong tién hd tro phi hop. Xin
goi 1-800-651-2237 dé cho chung t6i biét ngdn ngir ban néi. (TTY: 711).

(Visayan) Nanginahanglan ka ba og tabang sa laing pinulongan? Ang mga serbisyo sa
tabang sa pinulongan lakip ang angay nga mga auxiliary nga mga himan ug serbisyo,
libre, anaa kanimo. Tawag sa 1-800-651-2237 aron isulti kanamo kung unsang
pinulongan ang imong ginasulti. (TTY: 711).
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