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REQUEST FOR A REVIEW BY AN INDEPENDENT REVIEW ORGANIZATION (IRO)
INSTRUCTHONS

(DO NOT RETURN TH!S FORM TO THE TEXAS DEPARTMENT OF INSURANCE)

Instructions to Patient, Person Acting on Behalf or Representative of Patient/Employee, and Provider:

This form is being provided to you because your request for health care services has been denied as not
medically necessary by your insurance carrier. You can now request that your case be reviewed by a health care
provider who is totally independent of your health plan or insurance carrier (company). This is called an
independent review by an Independent Review Organization or “IRO.” You, your health care provider, or
someone acting on your behalf or representative may file this form.

To request an independent review of your case, you must take the following action:
< Complete the Request for a Review by an Independent Review Organization form {TDI Form LHL009).
= Sign the form so the IRO can receive your medical records. (A signature is not required for

Workers’ Compensation cases),

= RETURN THE COMPLETED FORM TO THE COMPANY THAT IS DENYING YOUR REQUEST FOR HEALTH CARE
SERVICES AS SOON AS POSSIBLE. (For Workers” Compensation cases, you must return this form within 45

calendar days).

o) Carrier instructions: Complete the “Company or URA That Denied Services” Section on page 4.
o Note to patients: The company address and/or fax number can be found on the denial letter.

The company will forward your reguest for an independent review to TDI. Once TDI receives the request
from the company, TD! will assign your case to an IRO. You will receive a letter from TDI identifying the IRO
to whom your case has been assigned. The timeframes for an IRO’s decision are as follows:

Coverage Types Health Workers' Compensation | Workers' Compensation
L Network {WCN) Non-Network (WC)
Life Threatening 3 days 8 days 8 days
Denial of Prescriptlon Drugs or 3 days NA NA
Intravenousinfusions - Concurrent
Denial of an exception request to
aprescription drug step therapy protocol - 3 days NA NA
Preauthorization
Non-Life
20d 20d 20d
ThreateningPreauthorization/Concur ays ays ays
. 30 days from receipt of | 30 days from receipt of
Retrospective 20 days IRO fee* IRO fee**

*Carrier pays the fee,

**Requestor pays the fee. {However, if the requestor is an injured employee, carrier pays the fee.)
There is no cost to you for the independent review. Exception for Workers’ Compensation Non-Network only:

A health care provider requesting a retrospective independent review will be required to pay the IRO fee prior
to the IRO beginning its review. However, if the IRO finds in favor of the health care provider, the health care
provider will be reimbursed by the insurance carrier for the amount of the IRO fee.
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REQUEST FORM
REQUEST FOR A REVIEW BY AN INDEPENDENT REVIEW ORGANIZATION

Today's Date:  Month Day Year

Name of Party Requesting Independent Review: Relationship to the Patient or Injured Employee:
{Check one)
{7 Self (complete page 3, item A)
{1 Person acting on behalf of patient or injured
employee {complete page 3, items A and C}
L1 Provider acting on behalf of patient or injured
employee {complete page 3, items A and B)
LI Provider that received the denial {complete page 3, item A)
[ Sub claimant (Workers’ Compensation only) {complete
page 3, items A and ()

Print Last Name, First Name and Middie Initial

REASON FCR REQUEST FOR REVIEW BY AN 1RO

APPLIES TO HEALTH AND WORKERS COMPENSATION CASES:

Is the condition life-threatening?

Check one:

OvYes O No

{This question does not apply if services have been received)

Is the review ordered by a Court?
Check one:
Oves O No

APPLIES TO HEALTH CASES ONLY:

is this a denial of prescription drugs or intravenous
infusions for which you are already receiving
benefits? Check one:

QYes O No

Is this a denial of an exception request to a prescription
drug step therapy protocol:

Check one:

Eves O No

DENIED SERVICES
Describe the health care services that are being denied (include dates only if services have been performed):

PATIENT/INJURED EMPLOYEE INFORMATION

Health Plan or Claim ldentification Number:

(This number is usually found on the patient’s ID card for health plans. The number identifies the patient to the
insurance carrier. Enter the DWC claim number for workers’ compensation cases.)

Sex

Suffix

Date of Birth:{month) (day) {vear}

First Name Middle Name Last Name
Street

City State Zip code

Phone - Fax -

RETURN THIS FORM TO THE COMPANY THAT IS DENYING YOUR REQUEST FOR HEALTH CARE
SERVICES. (DO NOT RETURN THIS FORM TO THE TEXAS DEPARTMENT OF INSURANCE.)
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A. PROVIDER THAT RECEIVED THE DENIAL

Name

Federal Tax Identification Number

Street
City State Zip code
Phone - Fax -
B. PROVIDER ACTING ON PATIENT'S/INJURED EMPLOYEE'S BEHALF IF APPLICABLE
Name

Federal Tax Identification Number

Street
City State Zip
Phone number: - Fax number: -
C. PERSON ACTING ON PATIENT'S/INJURED EMPLOYEE’S BEHALF IF APPLICABLE
First Name Middle Name Last Name Suffix

Relation to patient

Street
City State Zip
Phone number - Fax number -

RETURN THIS FORM TO THE COMPANY THAT 1S DENYING YOUR REQUEST FOR HEALTH CARE
SERVICES. {DO NOT RETURN THIS FORM TO THE TEXAS DEPARTMENT OF INSURANCE.)
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RELEASE
{The release must be signed by the patient, or his or her parent or legal guardian.)
{NOT REQUIRED FOR WORKERS' COMPENSATION CASES)

], {Print last name, first name and middle initial), the patient, parent,
or patient’s legal guardian (circle one), authorize the release to the Independent Review Organization of all necessary
medical records and other documents that are relevant to the review and are in the possession of the Utilization Review
Agent or any physician, hospital, or other health care provider.

Signed Date: {mo) {day) {yr.)

Note: For chemical dependency or mental health treatment, list the providers to which this release applies:

COMPANY OR UTILIZATION REVIEW AGENT THAT DEN1ED SERVICES
(This section to be completed ONLY by the company or URA that denied services.)

Name of Company

Address

City State Zip

Toll-Free Number Fax Number

The person requesting the independent review should submit this form to the company, as given, in this section. {Do not
submit this form to TD1.)

NOTICE ABOUT CERTAIN INFORMATION LAWS AND PRACTICES

With few exceptions, you are entitled to be informed about the information the Texas Department of Insurance
(TDI} collects about you. Under sections 552.021 and 552.023 of the Texas Government Code, you have a right to
review or receive copies of information about yourself, including private information. However, TDI may withhold
information for reasons other than to protect your right to privacy. Under section 559.004 of the Texas
Government Code, you are entitled to request that TDI correct information that TDI has about you that is incorrect.
For more information about the procedure and costs for obtaining information from TDI or about the procedure
for correcting information kept by TDI, please contact the Agency Counsel Section of TDV's General Counsel Division
at {512) 676-6551 or visit the Corrections Procedure section of TDF's website at www.tdi.texas.gov.

FOR INFORMATION ABOUT THE INDEPENDENT REVIEW PROCESS, PLEASE CALL TDI AT 1-866-554-4926, OPTION 7.

RETURN THIS FORM TO THE COMPANY THAT IS DENYING YOUR REQUEST FOR HEALTH CARE
SERVICES. {DO NOT RETURN THIS FORM TO THE TEXAS DEPARTMENT OF INSURANCE.)
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Member Appeal Rights
(Marketplace)

You received a Notice of Adverse Determination. This means that Community has:
s denied or reduced the authorization of a service.

[Standard Appeal Process)|

You have the right to appeal an Adverse Determination. Your Provider or someone else that you choose as your
representative may also appeal. You have 180 days from the date of the adverse determination to file your appeal.
You may request your appeal verbally or in writing. Please send your appeal to:

Community Health Choice, Inc.
Attention: Appeals Coordinator
2636 South Loop West, Suite 125
Houston, Texas 77054
713-295-6704 or 1-855-315-5386

Fax to: 713.295.7033/Attn: Appeals Coordinator

IDuring the Appeal Process|

We wili let you know we received your appeal within 24 hours if you are hospitalized. Notifcation will be provided
by telephone or electronic transmission. If you are not hospitalized, written notifcation wifi be provided within fve
(5) business days. Community may need additional information to help us with your appeal. The letter will include
a list of documents that you, your representative, or Provider should send to Community for the appeal. You have
the right to give us information that supports your appeal. You may review any information we use to make our
decision. '

Community will have someone review the appeal to make sure we have all the required information. Community
will also have a doctor review your appeal. This doctor will be trained in treating your type of iliness and will not be
part of the original decision.

[Answering your Standard Appeal|

Community will answer your appeal within 30 calendar days after the date received. The written response will
include:

Reasons for the appeal decision

Clinical basis for the decision

Types of doctors that reviewed the appeal, including the specialty type

Your right to a review by Texas Department of Insurance Independent Review Organization (IRO) and
how to request an IRO

» Your right to request a copy of the guidelines used to make our decision (unless it is determined that
the healthcare service provided or proposed is not covered for reasons other than an Adverse
Determination. For example, it is not a covered beneft or it is expressly excluded).

e & * &

You have a right to reasonable access and copies of all documentation upon request

Your provider has the right to ask for a specialty review within ten (10) days of our decision.

[Expedited Appeal Process)

You have the right to ask for an expedited appeal. This type of appeal is about emergencies, continued
hospitalizations and life-threatening conditions. You can request an expedited appeal, either orally or in writing.
Community wil! resolve your expedited appeal no later than 1 working day from the date all of the necessary
information to complete the appeat is received. Community may provide the appeal determination by telephone or
electronic transmission but you will receive a ietter within three working days of the initial notification.
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[Appeal Denial - Review by an IRQ|

¥ Community denies your request for services after you have exhausted the Community Health

Choice internal appeal process, you have the right fo a review of an appeal by an Independent Review

Organization (IRO) (unless it is determined, that the healthcare service provided or proposed is not

covered for reasons other than an Adverse Determination; for example, it is not a covered beneft or

it is expressly excluded). An independent review is when someone not employed by Community

reviews your request for services. If your case involves urgent or life-threatening conditions, you will be entitled to
an immediate appeal to an IRO without going through Community’s internal appeal process. Community will send
you information on how to request an IRO and the Request Form with the appeal response letter.

[Retrospective Adverse Determinations]

Adverse determinations related to retrospective reviews will be made within a reasonable period but not to exceed
30 days after the claim is received. The determination will be sent to the Provider, enroliee or a person acting on

behalf of the enrollee in writing.

[Complaint Process]|
If yout wish to complain, please send your complaint to:

Community Health Choice, Inc.
Attention: Service Improvement
2636 South Loop West, Suite 125
Houston, Texas 77054
713-295-6704 or toll-free at 1.855-315-5386 or TTY 771
Fax to: 713-295-7034/Attn: Service Improvement

Community will respond to complaints within 30 calendar days of receipt.
You may also file a complaint with the Texas Depariment of Insurance:

Texas Departiment of Insurance
P.O. Box 149091
Austin, TX 78714-9091
1-800-252-3439
Fax: 512-490-1007
Online: www tdi.iexas.gov
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MEMBER APPEAL FORM
(Marketplace)

Member Name:

Address:

City, State & Zip:

Phone Number:

Member Number:

Is this a:
Standard Appeal Expedited Appeal IRO Review-Standard
IRO Review for urgent or life-threatening conditions

Briefly describe your appeal:

Signature Date

Please send your form to the following:

Community Health Choice, Inc.
Attention: Appeais Coordinator
2636 South Loop West, Suite 125
Houston, Texas 77054
713-295-6704 or 1-855-315-5386 or TTY 711

Fax to: 713-295-7033/Attn: Appeals Coordinator

You are not required to return the completed form but we encourage you to do so as it will help us to

resolve your appeal.
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FORMULARIO DE APELACION PARA EL MIEMBRO
(Marketplace)

Nombre del
Miembro:

Direccion:

Ciudad, estado vy
codigo postal:

Namero de teléfono:

Numero de
Miembro:

Esta es una;

Apelacion estandar Apelacion acelerada Revision estandar de

una IRO
Revision de una IRO para enfermedades urgentes o potencialmente mortales

Describa brevemente su apelacion:

Firma Fecha
Envie el formulario a la siguiente direccion:

Community Health Choice, Inc.
Attention: Appeals Coordinator

2636 South Loop West, Suite 125

Houston, Texas 77054
713-295-6704 o gratis al 1-855-315-5386 or TTY 711
Por fax: 713-285-7033/Attn: Appeals Coordinator

No esfa obligado a devolverio lleno, pero lo instamos a que lo haga porque de esta forma nos ayudara
a resolver su apelacion.
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Texas DEPARTMENT OF INSURANCE LHL009 / 0128

Financial Regulation Division - Managed Care Quality Assurance (103-64)
333 Guadalupe, Austin, Texas 78701 % PO Box 145104, Austin, Texas 78714-3104
{312} 676-6400 | Fr (512) 450-1012 | (866) 554-4926 | TDLiexas.gov | @TexasTDI

SOLICITUD PARA UNA REVISION POR PARTE DE UNA ORGANIZAGONVDE REVISION
INDEPENDIENTE {INDEPENDENT REVIEW ORGANIZATION —IRO, por su: nombre y siglas en inglés)
INSTRUCCIONES

(NO REGRESE ESTE FORMULARIO AL DEPARTAMENTO DE SEGUROS DE TEXAS)

Instrucciones para el Paciente, Persona gue Actila en Nombre del Paciente o Representante del Paciente/Empleado, y Proveedor:
Este formulario se le ha proporcionado a usted debido a que su solicitud para obtener servicios de cuidados de salud ha sido
denegada debido a que se ha considerado que dichos servicios no son médicamente necesarios. Ahora usted puede solicitar que su
caso sea revisado por parte de un praveedar de servicios médicos gue sea totalmente independiente de su plan de salud o de su
aseguradora {compafifa). Esto es ilamado una revisién independiente por parte de una Organizacion de Revisién Independiente o
una “IRG". Usted, su proveedor de servicios médicos, o alguien gue actle en su nombre o su representante pueden presentar este
formularic.

Para solicitar una revisién independiente en su caso, usted debe tomar las siguientes medidas:

e Completar |z Solicitud para una Revisién por parte de una Organizacion de Revision Independiente (Formulario de TDI
LHLOGS).

e  Firmar el formulario para que la IRO pueda recibir sus expedientes médicos. {La firma no es requerida para los casos de
Compensacién para Trabajadares).

e REGRESAR LO ANTES POSIBLE EL FORMULARIO COMPLETO A LA COMPARIA QUE ESTA DENEGANDO SU SOLICITUD PARA
LQS SERVICIOS DE LOS CUIDADOQS DE SALUD. (Para los casos de Compensacién para Trabajadores, usted debe regresar este
formulario dentro del lapso de tiempo de 45 dias calendario).

o Instrucciones para ia Aseguradora: Complete la Seccién “Compafiia o Agente para |la Revision de Utilizacion
{Utilization Review Agent —URA, por su hombre y sigias en inglés) que ha Denegadoe los Servicios” en |a pagina 4.

o Nota para los pacientes: La direccion y/o niimero de fax de la compafifa puede ser encontrado en la carta de
rechazo (denial letter, por sunombre en inglés).

l.a compafia enviara su solicitud para una revision independiente a TDI. Una vez que TDI recibe la solicitud de la compafiia, TDI
aslgnarad su caso a una IRO. Usted recibird una carta de parte de TDI donde se identificara la IRO a la que su caso ha sido asignado.
Los limites de tlempo para que una IRO emita una decisidn son los siguientes:

Red de Compensacion para Compensacidn para Trabajadores
. Trabajadores (Workers' Compensation Fuera de la Red (Workers'
Tipos de Cobertura Salud )
P Netwark —WCN, por su nombre y siglas | Compensation Non-Network -WC,
en inglés) por sunombre y siglas en inglés)
Pone en Peligro la Vida 3 dias 8 dias 8 dias
Denegacion de Medicamentos can Receta
o Infusiones Intravenosas — Concurrente | 3 dfas NA NA
Denegacién de |g solicitud parala
excepcidn del protocolo para ur?a ts'a'rapla 3 dias NA NA
en etapas/pasos — Pre autorizacion
" V- ™ . i
No Ponz? en I?elsgro la Vida Pre 20 dras 20 dias 20dias
autorizacién/Concurrente
. . 30 dias a partir de la fecha'en que se |30 dfas a partir de la fecha en que
Retrospe 20¢fa , ) )
pectiva > recibe el honarario de la IRO* se recibe el honorario de la IRO**

*La aseguradora paga el honarario.
**E| solicitante paga el honorario. {Sin embargo, si el solicitante es el empleado lesionado, |la aseguradora paga el honaorario.}
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No hay costo alguno para su revisién independiente. Excepcion solamente para la Compensacion para
Trabajadores Fuera de fa Red: Un proveedor de servicios médicos que solicita una revisién retrospectiva
independiente estara obligado a pagar los honorarios de la  IRO antes que la IRO comience su revision. Sin
embargo, si fa 1RO falla a favor del proveedor de servicios médicos, el proveedor de servicios médicos serd
reembolsado por la aseguradora la cantidad de los honorarios de fa IRO.
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FORMULARIO DE SOLICITUD
SOLICITUD PARA UNA REVISION POR PARTE DE UNA ORGANIZACION DE REVISION INDEPENDIENTE

Fecha del Dia de Hoy: Mes Dia Afio

Nombre del Participante que Soficita la [RO: Relacién con el Paciente o Empleado
Lesionado: (Indigue uno)
[35i mismo {complete la pagina 3, seccidn A)

Escriba en Letra de Molde su Apellido, Nombre, e Inicial [ Persona que esta actuando en nombre del paciente o del
empleado lesionado (complete |a pagina 3, secciones Ay
Q)

I Proveedor que esté actuando en nombre del paciente o
del empieado lesionado (complete |a pagina 3,
secciones Ay B)

[ proveedor que recibid la negativa {complete la pagina 3, seccidn

RAZON DE LA SOLICITUD PARA LA REVISION POR PARTE DE UNA RO

APLICA A LOS CASQS DE SALUD Y COMPENSACION APLICA SOLAMENTE A LOS CASQOS DE-SALUD:
PARA TRABAJADORES: ¢Se trata de una denegacion de medicamentos con receta o
infusiones intravenosas por la cual usted ya estd recihiendo
i Pone en peligro la vida esta beneficios?
condicion? Indigue una: B siONo
OsiONo
(Esta pregunta no aplica si los servicios ya han sido recibidos) ¢Se trata de una denegacion de la solicitud para la excepcidn del
protocolo para una terapia en etapas/pasos?
¢ Ha sido ordenada |a revisién por un Indique uno:
tribunal? Indigue uno: O siOnNo
I 5i O No
SERVICIOS DENEGADQOS

Describa los servicios de cuidades de salud que han sido denegados {inciuya las fechas solamente si los servicios ya han sido
realizados):

INFORMACION SOBRE EL PACIENTE/EMPLEADO LESIONADO

INGmero de Plan de Salud o Némero de Identificacidn de la Reclamacién:
{Este nimero por lo general se encuentra en la tarjeta de identificacion del plan de salud del paciente. £l niimero identifica al
paciente con la asequradora. Ingrese el ndmero de reclamacidn de DWC para los casos de compensacién para trabgigdores. }

Fecha de nacimiento:(mes} {dia) {afio) Sexo__

Nombre Segundo Nombre Apellido Nombre Sufijo
Calle

Ciudad Estado Cédigo Postal

Teléfano: - Fax: -

REGRESE ESTE FORMULARIO A LA COMPANIA QUE ESTA DENEGANDO SU SOLICITUD
PARA LOS SERVICIOS DE CUIDADOS DE SALUD.
(NO REGRESE ESTE FORMULARIO AL DEPARTAMENTO DE SEGUROS DE TEXAS.}
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A. PROVEEDOR QUE RECIBIO LA NEGATIVA

Nombre

Numero de Identificacion de Impuestos Federales (Federal Tax Identification Number, por su nombre en inglés)

Calle
Ciudad Estado Codigo Postal
Teléfono: - Fax: -

B. PROVEEDOR QUE ESTA ACTUANDO EN NOMBRE DEL PACIENTE/EMPLEADO LESIONADO, S! ES QUE APLICA

Nombre

Nimero de identificacién de Impuestos Federales {Federal Tax tdentification Number, por su nambre en inglés)

Calle
Ciudad Estado Codigo Postal
Nidmera de Teléfono: - NGmero de Fax: -

C. PERSONA QUE ESTA ACTUANDO EN NOMBRE DEL PACIENTE/EMPLEADO LESIONADO, SI ES QUE APLICA

Nombre Segundo Nombre Apellido Nombre Sufijo

Relacién con el paciente

Calle
Ciudad Estado Cédigo Postal
Numero de teléfono: - Numero de fax: -

REGRESE ESTE FORMULARIO A LA COMPANIA QUE ESTA DENEGANDO SU SOLICITUD PARA LOS
SERVICIOS DE CUIDADOS DE SALUD.
(NO REGRESE ESTE FORMULARIO AL DEPARTAMENTO DE SEGUROS DE TEX
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ACUERDO PARA LA ENTREGA DE INFORMACION
{El acuerdo debe ser firmado por el paciente, o por su tutor legal.}
{ESTO NO ES REQUERIDO PARA LOS CASOS DE COMPENSACION PARA TRABAJADORES)

Yo, {Escriba en letra de molde el apellido, nombre e inicial), el paciente,
padre/madre, o tutor legal del paciente (circule uno), autorizo que se le entreguen a la Organizacion de
Revisién Independiente todos los expedientes médicos necesarios y otros documentos que sean relevantes

para la revision, que estén en poder del Agente para la Revisién de Utilizacidn o cualquier médico, hospital,
u otro proveedor de servicios médicos.

Firmado Fecha: {mes) (dia) {afio)

Nota: Para el tratamiento por dependencia a sustancias quimicas o salud mental, enliste el nombre de los
proveedores para los cuales aplica este acuerdo:

COMPANIA O AGENTE PARA LA REVISION DE UTILIZACION QUE DENEGO LOS SERVICIOS
(Esta seccidn debe ser completada SOLAMENTE por la compafiia o URA que denegd los servicios)

Nombre de la Compafiia:

Direccién:
Ciudad: Estado: Codigo Postal:
Numero de Teléfono Gratuito: Numero de Fax:

La persona que solicita la revision independiente debe enviar este formulario a la empresa, segun se indica
en esta seccion. {No envie este formulario a TDI.)

AVISO SGBRE CIERTA INFORMACION, LEYES Y PRACTICAS

Con pocas excepciones, usted tiene derecho a ser informado sobre la informacidn que el Departamento de Seguros de Texas (TDI,
por sus siglas en inglés) retine sobre usted. Bajo las Secciones 552.021 y 552.023 del Cddigo Gubernamental de Texas, usted tiene
derecho g revisar o recibir copias de la informacion sobre usted, incluyendo informacion que es privada. Sin embargo, es posible
que TDI na dé a conocer la informacion por razones diferentes a las de proteger su derecho a la  privacidad. Bajo la Seccion
559.004 del Cédiga Gubernamental de Texas, usted tiene derecho a solicitar que TDJ corrija la informacidn incorrecta que TDI
tiene sobre usted. Para obtener mds informacién sobre el procedimiento y los costas para obtener informacidn de TDI o sobre el
procedimiento para corregir informacién que mantiene TDI, por favor comuniguese con la Seccidn de Asesoria de la Agencia de lu

Divisidn de Asesoria Genera! de TDI ai {512) 676-6551 o visite id seccién para el Procedimiento de Correcciones en el sitio web de
TDI en www.tdi.texas.gov.

PARA OBTENER INFORMACION SOBRE EL PROCESC DE REVISION INDEPENDIENTE, POR FAVOR LLAME AL 1-866-554-4926,
OPCIGN 7.REGRESE ESTE FORMULARIO A LA COMPARNIA QUE ESTA DENEGANDQ SU SOLICITUD PARA LOS SERVICIOS DE
CUIDADOS DE SALUD.

(NO REGRESE ESTE FORMULARIO AL DEPARTAMENTO DE SEGUROS DE TEXAS.)
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Language Assistance

Community Health Cheice, Inc. is required by federal law to provide the following infermation.

1. Arabic
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2. Chinese
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3. English

This Notice has Important information. This notice has important information about your application or coverage
through Community Health Choice. Look for key dates in this notice. You may need to take action by certain
deadlines to keep your health coverage or help with costs. You have the right to get this information and help
in your language at no cost. Call 1.855.315.5386

4. French

Cet avis contient des informations importantes. Cet avis contient des renseignements importants sur votre
demande ou votre couverture par I'entremise de Community Health Choice. Cherchez les dates clés dans cet
avis. Vous devrez peut-&tre prendre des mesures & certaines dates pour conserver vofre couverture sante ou
vous aider avec les colts. Vous avez le droit d'obtenir ces informations et d'aider dans votre langue sans
frais. Appeler le 1.855.315.5386

5. German

Diese Mitteilung enthait wichtige Informationen. Diese Mitteilung enthalt wichtige Informationen zu lhrem Antrag
auf Krankenversicherung bzw. |hren Versicherungsschutz mit Community Health Choice. Achten Sie auf
wichtige Termine in dieser Mitteilung. Eventuell missen Sie zu bestimmien Stichtagen MaRnahmen ergreifen,
um die Beibehaltung thres Versicherungsschutzes bzw. finanzieller Unterstiitzung zu gewahrleisten. Sie haben
ein Recht auf die kostenfreie Bereitstellung dieser Informationen und weiterer Unterstiitzung in lhrer Sprache.
Rufen Sie an unter 1.855.315.5386.

6. Gujarati
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7. Hindi
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ANTd & Hag $>au GRHTT 97 DA BRATE 3 WIKIG 51 Godl g1 ATTHT U=t YT T S SFHR2 3K
HEIUdl GHLYURS SclTd 3 BT JULDN T 1.855.315.5386615Y |

8.Japanese

COBHICIIHEGIBEEASFATCOET, ZOBRBIZIZCommunity Health Choice O B3R E = 11 4# & HiFH
TR AEER BREAFENTUVET., COFEMCRHESA TV AEELAMNE CHEC S0, BRERRE
PEHYR— L EHEFTLHICE, B EOHBFETICAFENRLATAEALEVEENH Y ES. CHED
EREICEIFERES R~ BN TREIRET,

1.855.315.53806F THEFEC Ly,

9. Korean

Ol SXME FZast H2E B0 S H L 0] BX|A = Community Health Choice& &3 13512 0L

HEHEO) L s et AEE B0 SUCH ol SXNMOM T2 SRE SRt A2, el HaEd

BEE RRSHAL HIE MM B8 7] flolAl= Y O YAl 2N 8 Fojof & o= ST

:H SHOIA =, ol SEE HD REE 7| &2 A0z mg8 we Hal7t AE T 1.855.315.5386 %
HEISHH A2, |

IIJIU i‘JrI
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10. Laotian

milprgymning e, niicirmiilisubaminpiuTugsningmuiuneieemimioudn Community
Health Choice., ;ﬁagarmﬂeguauqu'ﬁnn“iumuj%smjmuu mzumﬂ‘a"meyuvﬂummw‘iumummmzﬁamvmmnw
nﬁﬂaga&yw*;uaajmmmmns;auzﬁ%sfiucse;m‘%a':e-zu nuzﬂﬁﬁnmasjmmm?“?namunammuwm wgamma‘iiu
paneeyhniloadizony Tnady 1.855.215.5386,

11 Persian

- Community Health Choice tew sl 3 Lise (g 5 Tlaliled jadla ) aga, il _,AJ::.A alds ) dege g oo 2L
el J.’JL:J‘L.‘_‘-UJ: STIRTAEY |—IS4.JLA€_‘N ald 3l Gl GaaS ca § Sa S Culda p b Lned RS U,.m.ﬂ.\i@_ JUBJ.:J:.JJA_L:
nd daby Slesd Al oy o yaad S5 gl gr o A S (101,855,315, 5386 il _)AJLmL AJA\JJLU‘BJJLJJLJJA. Sy

8 by Sa 5 el ol S4 ol B gl f Ll ) e

gL

12, Russian

MacTosiwes yeenoMneHke CoaepiUT BRKHYIO WHdopmaUwio. HacToallee yBenoMNeHne Cofep T BaxXHYK
MHOPMALIMIO O BaLeM 3asBNeHUW UM CTPAX0BOM NOKPLITHK, npeaocTasnaemsi Community Health Choice.
OBpatuTe BHAMAaHME Ha OCHOBKble [aTkl, yKasaHdble B HacToAlleM yeefomneHuu. Boamoxwro, byger
HeCGXoauMOo NPEennpuHATE AefCTBUA JO HECTYMNEHUA KOHEUHOTo CPOoKa SMA COXPaHEeHUs CTRAxXQBOrO NOMNGE
WM SN NONyYeHls NoMolyn 8 onnarte pacxofos. Bbl uMeeTe npaeo Ha DecnnaTHoe nonyWenuwe aroi
s OopMaLIUt ¥ TOMOLLM Ha BalleM f3blke. 3BoHWTE 1o TenedioHy: 1.855.315.5386.

13.
Spanish or
Spanish
Creole

Este aviso contiene informacion importante. Este aviso contiene informacién importante acerca de su
solicitud o cobertura a través de Community Heailth Choice. Preste atencion a las fechas clave que se
incluyen en este aviso. Es posible que deba tomar alguna medida antes de determinadas fechas para
mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y
ayuda en su idioma sin costo alguno. Liame al teléfono

1.855.315.5386.

14. Tagalog

Ang Notisyang ito ay naglalaman ng importanteng Impormasyon. Maayroon itong importanteng impormasyon
tungkol sa inyong aplikasyon o pagpapaseguro sa pamamagitan Community Health Choice. Hanapin ang
mga importanteng petsa sa notisyang ito, Maaaring may kailangan kayong gawin bago ang mga itinakdang
deadline para manatiling nakaseguro o para matulungan kayo sa mga kailangang babayaran. Kayo ay may
karapatang makatanggap nitong impormasyon at makatanggap ng pagsasalin sa inyong wika na wala
kayong babayaran. Tawagan ang 1.855.315.5386.

15. Urdu

ot adl gl (s aind Bl e S ad s glan ) S G 25 S Commuunity Health Choice e o be s ol sl ol e
i Lon Bl SL g R e LSS L dy a3 e il Gial Sy 1A S BS e o S Sl sl Sy S
i Gy oflg L gy S Jaw 51,844 515,4877 13- dalia 8- Sla € Ualea Casd oy o0 2ilS 330 1) Cadl gaal ST
i g ,JJJI‘C Sig oS

16.
Vietnamese

Thong b&o nay co Thong Tin Quan Trong. Théng bao nay c6 thdng tin quan trong ve mau don clia ban hodc
bao hiém qua chuwong trinh Community Health Choice. Xem nhirng ngay quan trong trong théng bao nay.
Ban c6 thé can phai thirc hign trong thai han nhét dinh d& gitr bao hiém strc khde ctia ban hay gidp d& chi
phi. Ban c¢6 quyén dwgc théng tin nay va gilip d& trong ngdn ngi cGa ban mién phi. Xin goi 1.855.315.5386.
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Non-Discrimination Statement: Community Health Choice, Inc. complies with applicable

Federal civil rights laws and does not discriminate on the basis of race, color, national origin,

age, disability or sex. Community Health Choice, Inc. does not exclude people or treat them

differently because of race, color, national origin, age, disability or sex. Community Health

Choice, Inc. 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). Community Health Choice,
Inc. 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 the
Community Health Choice, Inc. Customer Care Center at 1.855.315.5386. If you believe that Community
Health Choice, Inc. 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.

If you need help filing a grievance, Pamela Hellstrom, Vice President-Corporate Compliance & Risk
Management, is available to help you. You can file a grievance in person or by mail, fax, or email:

Pamela Hellstrom, Vice President-Corporate Compliance & Risk Management
2636 South Loop West, Suite 125
MHouston, Texas 77054

Phone: 713.295.6704
Email: Marketplace Grievances@communitycares.com

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/portalfiobby.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, 800.537.7697 (TDD)
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