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MEDICARE PROGRAMS

Request for Redetermination of Medicare Prescription Drug Denial

Because we, Health Net, 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:
Health Net 1-866-388-1766
Attn: Medicare PharmacyAppeals

P.O. Box 31383

Tampa, FL 33631-3383

You may also ask us for an appeal through our website at or.healthnetadvantage.com.
Expedited appeal requests can be made by phone at 1-888-445-8913, 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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http:or.healthnetadvantage.com

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:
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Section 1557 Non-Discrimination Language
Notice of Non-Discrimination

Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Health Net does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Health Net:

« 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, 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 Health Net’s Customer Contact Center at 1-888-445-8913 (TTY: 711).

From October 1to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1to
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 Health Net 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
above and telling them you need help filing a grievance; Health Net’s Customer Contact Center 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 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Health Net is contracted with Medicare for HMO, HMO SNP and PPO plans, and with some state Medicaid
programs. Enrollment in Health Net depends on contract renewal.
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Section 1557 Non-Discrimination Language
Multi-Language Interpreter Services

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de

SPANISH asistencia linguistica. Llame al 1-888-445-8913 (TTY: 711).
CLINESE R HRERE L G EREAESEYRY - FRE
1-888-445-8913 (TTY: 711)
VIETNAMESE CHU Y: Néu quy vi noi tiéng Viét, ching t6i sin co dich vy hé trgr ngdn nglr mién
phi danh cho quy vi. Xin goi 1-888-445-8913 (TTY:711).
RUSSIAN BHHUMAHME: Eciau BBl TOBOPHTE Ha pPYCCKOM S3bIKE, TO BaM JOCTYIIHBI
OecruiaTHBIC YCITYTH NIepeBo/Ia. 3BOHUTE 1-888-445-8913 (TTY: 711).
+o: =0 E MEotA= 8%, 80 A& MBIAE Ra= 0lZotd +
KOREAN of 2
USLICH 1-888-445-8913 (TTY: 71 HO 2 FGIal =AIAL
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
TAGALOG serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-888-445-8913

(TTY: 71).

YBATA! AKLLO BX PO3MOBNAETE YKPAIHCbKOKO MOBOID, BU MOXKETE 3BEPHYTUCA A0
UKRAINIAN Be3KOLTOBHOI CNYKOM MOBHOI MiATPUMKW. TenedoHyiTe 3a HOMEpom
1-888-445-8913 (TTY: 717).

FEFE: BRFZFE NGBS, BHOSEXXEY—EXAZITHANL

JAPANESE T2 121 E S 1-888-445-8013 (TTY: 711) THBEFEL S LY,
MON-KHMER GAMUMIEAN: WAIBHABHNHIMANTS! IINGEUMANTNWRARAIY ANSMINUHAY
CAMBODIAN grninielire 1-888-445-8913 (TTY: 711)

0 Sl oa el Al Alavall il B Liaall Cilands (8 e jall Canai i€ 13 g
ARABIC (717t 5502 LS5 Suase 5 3uS0) 1-888-445-8913

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
CUSHITE kanfaltiidhaan ala, niargama. Bilbilaa 1-888-445-8913 (TTY: 711).

TAFOF PG5 RIR ATICT NPT PTHCTI® WCA8 T SCOP11 N1A AL THP T+

AMHARIC FHIEAPA: DL TLNHAD- RTC LM 1-888-445-8913 (TTY: 711).

UNAR fimrs fe€: 7 A U 8¢ J, 3T 393 SE I AgTesT Aee
E8as He3 UBET I&| fagur Jad 1-888-445-8913 (TTY: 711) 3 &% S|

GERMAN ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche

Hilfsdienstleistungen zur Verflgung. Rufnummer 1-888-445-8913 (TTY: 711).




LAOTIAN

ROMANIAN

PERSIAN

FRENCH

THAI

WogIv: 14109 WILCAIWIZ D70, NILVINILFOBCHDAIVWIT. ?oaﬁ)cé,ja'm
cconBwenlvivion. tns 1-888-445-8913 (TTY: 711).

ATENTIE: Dacd vorbiti limba roméand, va stau la dispozitie servicii de asistentd
lingvistica, gratuit. Sunati la 1-888-445-8913 (TTY: 711).

AEL (e Lad JEa) 0 G sk 4 (U Sael Ciledd ctil s Jld Lad ) Sl iaa g
1-888-445-8913 o jlad L ikl
A ol (TTY:717)

ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous
sont proposeés gratuitement. Appelez le 1-888-445-8913 (TTY: 711).

Fou: fnuwan i neguaunsaldaiEmssomdenannldns Tns 1-888-445-8913
(TTY: 717).
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