COMMUNITY HEALTH CHOICE
2636 S LOOP WEST, STE 125
HOUSTON, TX 77054

MEMBER PORTAL
1025 W NAVITUS DR.
APPLETON, WI 54913

04/24/2020

Patient Name: MEMBER PORTAL

Date of Birth: 8/1/1992

ID Number: S000000236100*NVCHX

Medication Requested: MODAFINIL

Request Date: 04/24/2020

Decision Date: 04/24/2020

Requesting Provider: ONLY PAXUSE

Provider Fax: (555) 555-5555

Reviewer: Beverly Grimshaw, MD - Medical Director

We reviewed your doctor’s request for the above drug. We are not able to approve this drug. Your
doctor had a reasonable opportunity to discuss the plan of treatment for you with a doctor before the
denial was made. It does not meet the approval criteria.

*TEST** This drug is not on our list of covered drugs, also known as our formulary. Our Coverage
Determinations - Exceptions policy is used to decide if a not-covered drug can be approved. The
conditions in this policy have not been met. From the records that we have received, the following
caused the denial.

[1) This drug is being used for [INSERT DIAGNQOSIS]. This is not an approved use.

2) All formulary drugs used for your condition have not been tried and failed. Other drugs that can be
used are [INSERT FORMULARY ALTS].

3) Records showing medical history and past treatments were not received.

4) Samples of this drug were used to start your treatment.]

Please look at the formulary for a list of covered drugs.

ADDITIONAL INFORMATION FOR YOUR HEALTH CARE PROVIDER:

This request has not been approved because this drug is not on formulary. An exception to allow
coverage of a non-formulary drug may be granted if all conditions in our Coverage Determinations -
Exceptions policy are met. From the information we have received, the member does not meet number
[INSERT #] of the exception policy criteria. The reason for denial is explained to the member above.
The criteria from the policy are listed here.

1) The drug is being used for a condition approved by the United States Food and Drug Administration
(FDA).

2) All formulary alternatives have been tried or medical reasons have been provided why all other
covered drugs cannot be tried.
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3) Records have been received showing the requested drug is medically necessary. These should
include relevant medical history and lab results, past treatments tried with dates of trial and responses,
and any other evidence to show the covered drugs are likely to be ineffective or unsafe for the member.
4) Prescription drug samples were not used to establish treatment.

Since criteria have not been met, we are unable to approve coverage for this drug at this time. Please
refer to the formulary for specific information on what is covered. *TEST**

This adverse determination was made by a Beverly Grimshaw, MD - Medical Director. We told your
doctor about this decision. Your doctor may have more information. If your doctor has more information,
we can review the documentation. Please contact your doctor for more information.

Filing an Appeal

If you do not agree and would like to appeal this decision, you or an individual acting on your behalf or
the provider of record may request an appeal orally or in writing at any time. Timely submission of the
request will facilitate the processing of your appeal. Please direct your request to any of the following:

Community Health Choice, Inc.
Attention: Appeals Coordinator
2636 South Loop West, Suite 125
Houston, Texas 77054
Phone: 713-295-6704 or 1-855-315-5386 or TTY 711
Fax to: 713-295-7033/Attn: Appeals Coordinator

Who May File Anh Appeal

1. The member may file an oral or written request for an appeal.
2. The member’s provider of record or
3. A person acting on the member’s behalf.

Standard (30 calendar days) and Expedited (1 business day) Appeal Process
1. An acknowledgement letter will be sent within 5 working days of our receipt of the appeal.

2. Standard Appeal: We have 30 calendar days to process a standard appeal of a service denial. An
appeal response letter explaining the decision will be provided.

3. Expedited Appeal: An expedited appeal may be obtained, for denials of emergency care, life-
threatening conditions and continued stays for hospitalized members. The review will be done by a
health care provider who has not previously reviewed the case and who is of the same or a similar
specialty as the health care provider that typically manages the medical condition, procedure, or
treatment under review. An expedited appeal must be completed based on the immediacy of the
medical or dental condition, procedure, or treatment, but may in no event exceed one working day
from the date all information necessary to complete the appeal is received. An expedited appeal
determination may be provided by telephone or electronic transmission, but will be followed with a
letter within three working days of the initial telephonic or electronic notification. If you would like to
request an expedited appeal, specifically state that you want an expedited appeal or that you believe
the member’s health could be seriously harmed by waiting for the standard appeal.

4. Appeal decisions are made by a physician who has not previously reviewed this case and is of the
same or similar specialty as your physician.

5. If the appeal is denied and, within 10 business days from the denial, your doctor gives us in writing
good cause for having a particular type of specialty provider review the case, the denial will be
reviewed by a physician in the same or similar specialty that typically manages the medical, dental,
or specialty condition, procedure, or treatment under discussion for review of the adverse
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determination. The specialty review will be completed within 15 working days of receipt
of the request. This notification of the appeal must be in writing.

Independent Review Organization

If we deny the appeal (continue to deny the services or treatment described above), the

Enrollee or someone acting on the enrollee’s behalf and the provider or record have the right to request
a review by an Independent Review Organization (IRO). The IRO does not have an affiliation with your
health plan or health care providers. You can request an IRO review at any time; however, try to request
the review as soon as possible. An IRO works with the Texas Department of Insurance. An IRO makes
decisions on medical necessity and whether your care is appropriate.

You have the right to a review of an appeal by an Independent Review Organization (IRO) for urgent or
life threatening conditions.

To request the independent review, fill out the enclosed TDI form (LHLOO9) and return it to:
Community Health Choice, Inc.
Attention: Appeals Coordinator
2636 South Loop West, Ste. 125
Houston, TX 77054
713-295-6704 or toll-free at 1-855-315-5386 or TTY 711
Fax to: 713-295-7033/Attn: Appeals Coordinator

The enrollee, parent, or the enrollee’s legal guardian must sign the consent to release medical
information to the IRO (included as part of the IRO form).

Utilization Review Complaint
If you have a complaint regarding the utilization review, please direct your request to any of the following:

Community Health Choice, Inc.
Attention: Service Improvement
2636 South Loop West, Suite 125
Houston, Texas 77054
Phone: 713-295-6704 or 1-855-315-5386 or TTY 711
Fax to: 713-295-7034/Attn: Service Improvement

We will review your complaint. We will send you a letter within 5 (five) business days lettering you know
that we have received your compliant. Once we receive your compliant, we will investigate it and respond
with a written letter within 30 calendar days.

You have the right to complain to the Texas Department of Insurance (TDI). You may contact TDI at the
following address, telephone numbers, or website:

Texas Department of Insurance
P.O. Box 149091
Austin, Texas 78714-9091
1-800-252-3439
Fax: 512-490-10047
Online: www.tdi.texas.gov

Sincerely,

Beverly Grimshaw, MD - Medical Director

Enclosures: IRO; Notice of Adverse Determination
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cc: ONLY PAXUSE

Si usted no entiende los contendios de esta carta, por favor llama a Servicios para los Miembros a 1-
844-268-9788 y alguien la ayudara.
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AL O i

N TEXAS DEPARTMENT OF INSURANCE

P 7‘(2} Erinancial Regulation Division - Managed Care Quality Assurance (103-6A}
Lo 9333 Guadalupe, Austin, Texas 78701 = PO Box 149104, Austin, Texas 78714-9104

LHLO09 /1217

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

INSTRUCTIONS

(DO NOT RETURN THIS 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:
e Complete the Request for a Review by an Independent Review Organization form (TDI Form LHL009).
e Sign the form so the IRO can receive your medical records. (A signature is not required for

Workers’ Compensation cases).

e 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  Carrierinstructions: 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 request for an independent review to TDI. Once TDI receives the request
from the company, TDI 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 Tvpes Health Workers' Compensation | Workers' Compensation
ge lyp Network (WCN) Non-Network (WC)
Life Threatening 3 days 8 days 8 days
Denial of Prescrlpt|on 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 foe**

*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)
1 Self (complete page 3, item A)
1 Person acting on behalf of patient or injured
employee (complete page 3, items A and C)
1 Provider acting on behalf of patient or injured
employee (complete page 3, items A and B)
(1 Provider that received the denial (complete page 3, item A)
[ Sub claimant (Workers’ Compensation only) (complete
page 3, items A and C)

Print Last Name, First Name and Middle Initial

REASON FOR REQUEST FOR REVIEW BY AN IRO

APPLIES TO HEALTH AND WORKERS COMPENSATION CASES:

Is the condition life-threatening?

Check one:

Oves O No

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

Is the review ordered by a Court?
Check one:
OvYes 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:

OvYes O No

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

Check one:

OvYes 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 Identification 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 IS 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)

1, (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 DENIED 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 TDI.)

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 TDI’s General Counsel Division
at (512) 676-6551 or visit the Corrections Procedure section of TDI’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:
e denied or reduced the authorization of a service.

IStandard 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

During the Appeal Process|

We will 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 will 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 illness and will not be
part of the original decision.

IAnswering your Standard Appeall

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

e 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).

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 will resolve your expedited appeal no later than 1 working day from the date all of the necessary
information to complete the appeal is received. Community may provide the appeal determination by telephone or
electronic transmission but you will receive a letter within three working days of the initial notification.
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IAppeal Denial - Review by an IRO|

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

Choice internal appeal process, you have the right to 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, enrollee or a person acting on

behalf of the enrollee in writing.

IComplaint Process|
If you 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 Department of Insurance:

Texas Department of Insurance
P.O. Box 149091
Austin, TX 78714-9091
1-800-252-3439
Fax: 512-490-1007
Online: www.tdi.texas.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: Appeals 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
cbdigo postal:

NUmero 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: 713-295-7033/Attn: Appeals Coordinator

No esta obligado a devolverlo lleno, pero lo instamos a que lo haga porque de esta forma nos ayudara
a resolver su apelacion.

Page 12 of 20



LHLO09 / 0118
TExAs DEPARTMENT OF INSURANCE /
Financial Regulation Division - Managed Care Quality Assurance (103-6A)
333 Guadalupe, Austin, Texas 78701 * PO Box 149104, Austin, Texas 78714-9104
(512) 676-6400 | F: (512) 490-1013 | (866) 554-4926 | TDl.texas.gov | @TexasTDI

SOLICITUD PARA UNA REVISION POR PARTE DE UNA ORGANIZACION DE 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 que Actiia 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 proveedor de servicios médicos que sea totalmente independiente de su plan de salud o de su
aseguradora (compafiia). Esto es llamado una revisién independiente por parte de una Organizacidn de Revisidn Independiente o
una “IRO”. Usted, su proveedor de servicios médicos, o alguien que actle en su nombre o su representante pueden presentar este
formulario.

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

e Completar la Solicitud para una Revisidn por parte de una Organizacidn de Revisién Independiente (Formulario de TDI
LHLOO09).

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

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

o Instrucciones para la Aseguradora: Complete la Seccién “Compafiia o Agente para la Revisién de Utilizacion
(Utilization Review Agent —URA, por su nombre y siglas en inglés) que ha Denegado los Servicios” en la pagina 4.

o Nota para los pacientes: La direccion y/o numero de fax de la compafiia puede ser encontrado en la carta de
rechazo (denial letter, por su nombre en inglés).

La compaifiia enviard su solicitud para una revision independiente a TDI. Una vez que TDI recibe la solicitud de la compaifiia, TDI
asignara su caso a una IRO. Usted recibira una carta de parte de TDI donde se identificara la IRO a la que su caso ha sido asignado.
Los limites de tiempo para que una IRO emita una decision son los siguientes:

Red de Compensacion para Compensacién para Trabajadores
. Trabajadores (Workers' Compensation Fuera de la Red (Workers'
Tipos de Cobertura Salud
P Network “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 con Receta
o Infusiones Intravenosas — Concurrente 3 dias NA NA
Denegacion de la solicitud para la
excepcion del protocolo para un'a t.e,rapla 3 dias NA NA
en etapas/pasos — Pre autorizacion
No Pon(.e en.l?ellgro la Vida Pre 20 dias 20 dias 20 dias
autorizacion/Concurrente
. , 30 dias a partir de la fecha en que se |30 dias a partir de la fecha en que
Ret t 20d
elrospectiva 1as recibe el honorario de la IRO* se recibe el honorario de la IRO**

*La aseguradora paga el honorario.
**E| solicitante paga el honorario. (Sin embargo, si el solicitante es el empleado lesionado, la aseguradora paga el honorario.)
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No hay costo alguno para su revisidn independiente. Excepcidn solamente para la Compensacion para
Trabajadores Fuera de la Red: Un proveedor de servicios médicos que solicita una revision retrospectiva
independiente estara obligado a pagar los honorarios de la IRO antes que la IRO comience su revision. Sin
embargo, si la IRO falla a favor del proveedor de servicios médicos, el proveedor de servicios médicos sera
reembolsado por la aseguradora la cantidad de los honorarios de la 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 Ao

[Nombre del Participante que Solicita la IRO: Relacidn con el Paciente o Empleado
Lesionado: (Indique uno)
[1Si mismo (complete la pagina 3, seccién A)

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

O Proveedor que esta actuando en nombre del paciente o
del empleado lesionado (complete la pagina 3,
secciones Ay B)

O Proveedor que recibié la negativa (complete la pagina 3, seccién

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

APLICA A LOS CASOS DE SALUD Y COMPENSACION APLICA SOLAMENTE A LOS CASOS DE SALUD:
PARA TRABAJADORES: éSe trata de una denegacién de medicamentos con receta o
infusiones intravenosas por la cual usted ya esta recibiendo
¢Pone en peligro la vida esta beneficios?
condicion? Indique uno: O sidNo
OsiONo
(Esta pregunta no aplica si los servicios ya han sido recibidos) éSe trata de una denegacion de la solicitud para la excepcion del
protocolo para una terapia en etapas/pasos?
¢Ha sido ordenada la revision por un Indique uno:
tribunal? Indique uno: O sidNo
Osi O No

SERVICIOS DENEGADOS
Describa los servicios de cuidados de salud que han sido denegados (incluya las fechas solamente si los servicios ya han sido
realizados):

INFORMACION SOBRE EL PACIENTE/EMPLEADO LESIONADO

Numero de Plan de Salud o Numero de Identificacién de la Reclamacion:
(Este numero por lo general se encuentra en la tarjeta de identificacion del plan de salud del paciente. El nimero identifica al
aciente con la asequradora. Ingrese el niumero de reclamacion de DWC para los casos de compensacion para trabajadores.)

Fecha de nacimiento:(mes) (dia) (afio) Sexo_

Nombre Segundo Nombre Apellido Nombre Sufijo
Calle

Ciudad Estado Cddigo Postal

Teléfono: - 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 Identificacidon de Impuestos Federales (Federal Tax Identification Number, por su nombre en inglés)

Calle
Ciudad Estado Cddigo Postal
Teléfono: - Fax: -

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

Nombre

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

Calle
Ciudad Estado Cddigo Postal
Numero de Teléfono: - Numero de Fax: -

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

Nombre Segundo Nombre Apellido Nombre Sufijo

Relacidn con el paciente

Calle
Ciudad Estado Cddigo 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 Organizacién de
Revisién Independiente todos los expedientes médicos necesarios y otros documentos que sean relevantes
para la revisién, que estén en poder del Agente para la Revisidon 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 seccion debe ser completada SOLAMENTE por la compafiia o URA que denegé los servicios)

Nombre de la Compaiiia:

Direccion:
Ciudad: Estado: Cddigo Postal:
Numero de Teléfono Gratuito: Numero de Fax:

La persona que solicita la revisién independiente debe enviar este formulario a la empresa, seguin se indica
en esta seccion. (No envie este formulario a TDI.)

AVISO SOBRE CIERTA INFORMACION, LEYES Y PRACTICAS

Con pocas excepciones, usted tiene derecho a ser informado sobre la informacion 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 Cédigo Gubernamental de Texas, usted tiene
derecho a revisar o recibir copias de la informacion sobre usted, incluyendo informacion que es privada. Sin embargo, es posible
que TDI no dé a conocer la informacion por razones diferentes a las de proteger su derecho a la privacidad. Bajo la Seccion
559.004 del Codigo Gubernamental de Texas, usted tiene derecho a solicitar que TDI corrija la informacion incorrecta que TDI
tiene sobre usted. Para obtener mds informacion sobre el procedimiento y los costos para obtener informacion de TDI o sobre el
procedimiento para corregir informacion que mantiene TDI, por favor comuniquese con la Seccion de Asesoria de la Agencia de la

Division de Asesoria General de TDI al (512) 676-6551 o visite la seccion para el Procedimiento de Correcciones en el sitio web de
TDI en www.tdi.texas.gov.

PARA OBTENER INFORMACION SOBRE EL PROCESO DE REVISION INDEPENDIENTE, POR FAVOR LLAME AL 1-866-554-4926,
OPCION 7.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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Language Assistance

Community Health Choice, Inc. is required by federal law to provide the following information.

1. Arabic

@M)]\ J\).J\ oe u;.\\ M‘MJL\&‘ d)au.a‘ﬂ.\la;_d\ }\‘JJLULM\A u\.njb.a‘uﬂ )Lu.u‘)“ 128 M\A u\.q;b.n\.@ﬂ)b.u‘ﬂ\ 128
8 el el (Sl e saelue f ol dalall dpaal) Adardl) e Jaliall Aalgill due ) gall (any Ji (e sl ya) MA3 D) 2lia 88 jlasY) 12
1.855.315.5386 slein A3 (ol ()90 clial b saclusal) 5 Cila sheall o328 e J suaall

2. Chinese

AKBHMEEEER, Zkﬁiﬂ@aﬁﬁ:]:uﬁa_Commumty Health ChoicelR XM ESRRIGHMEZALR ., EZE
AEHMAN EZHY. GuESEABLEHZERTE, UARZENBERIGNERAHL, CEEZKEBLU
CMBESIARFEI BB, BRTEEE1.855.315.5386.

w

. 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-étre prendre des mesures a certaines dates pour conserver votre couverture santé ou
vous aider avec les co(ts. 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 enthélt wichtige Informationen. Diese Mitteilung enthalt wichtige Informationen zu lhrem Antrag
auf Krankenversicherung bzw. Ihren Versicherungsschutz mit Community Health Choice. Achten Sie auf
wichtige Termine in dieser Mitteilung. Eventuell missen Sie zu bestimmten Stichtagen MaRnahmen ergreifen,
um die Beibehaltung lhres Versicherungsschutzes bzw. finanzieller Unterstiitzung zu gewéhrleisten. Sie haben
ein Recht auf die kostenfreie Bereitstellung dieser Informationen und weiterer Unterstiitzung in Ihrer Sprache.
Rufen Sie an unter 1.855.315.5386.

6. Gujarati

L oAl [2Y Hecds] HilEd] 8. 2L ol (24 dHIZ] Community Health Choice %) A2l $A3% YU WR1Y A1BA
GlRL (A9 Hecdof] ostals1?] b1 . wL L2 51 dIRIuil HI2 ). dil dHIRL ALY 5498 Al Held ] WL
UL Hee 5L HIS wHS ALSSU Hed) g1 Ul Adlefl e USL 23 8. di 516 UL Wl dHIZ] eI IH L
QLS5 13] A Yee Naddl i wU[ES1R 8. 1.855.315.5386 S14 52,

7. Hindi

2 JATH Hg*dqU[ S[dhR2 %‘I U A U AHTdg- T Community Health Choice ORI HaAl b IR H
HE*UUl THPR2 8| 39 JI1 H He*dUul dR2T= H>AT WIS | 3T U= DAIDETD HaS 3G H>T IT
ANTd & Hag B>AU GRHTT T HHR SRATS BT TKId 81 Jbdl g | 3MTDT U= HINT T 39 SHPR2 3R
YeTIdl GT:YIR® SoTTd $H BT JUYPR &1 1.855.315.5386513Y |

8.Japanese

COBEHIZIIBERFEBRAS TN TNET, ZOEENZIXCommunity Health Choice M B F 1= (XH{E S
[CREATIEEL FERAESFNATVET, COBHICRE SN TLWIEELAMNZ SRR SV, BERR
PEHYR— FE#HIFTRICE. B EOHBEETITAHEMO B TNELRLBWVGELHY ET, THFED
EEICLBEREYR— ENEHTRESKET,

1.855.315.5386F THEIE 2Ly,

9. Korean

Ol EXIME= 523t HEE B AY&L|CH 0] EX|M = Community Health ChoiceS S8t |12 AlKO|L}
HHETO Cfs st YEE F10 JASLCH. O] SXMUM F EWME &St A. ot HEEH
2EE FXSHAL HIE oM =22 27| ohM e LT Otz L7HX| EXI FohoF & 5= AF LT
HotoA =, ol HEE A1 RE22 7 5t Aol2 =25 &S Hel7t AE LT 1.855.315.5386 2

stof
TOPSNES
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10. Laotian

oiiFwimuit D vuiisdy. niBcimulbevutimdungofivivssninfinudunsizeguinugm Community
Health Choice, ‘E!:ﬁa:a:nm'1Er4,|u5m?!i?1éwﬁu‘iumﬁﬁcciqmuﬁ.mwuam13ﬁsnﬂzﬁﬁnmu‘iuﬁ1ﬁmamcﬁsﬁ’1?s§na1mu
dunejgezmusspiudinugoudie Tuieranlé+w. JuiluSofespnuiizztdsveyusoaulcazmugoufis Ty
wireeiwlootigua. lnazdy 1.855.315.5386,

11 Persian

< Community Health Choice o séd 51 e (g 5 5laliled jals ) aga s CiSU gilea allh (pl | degas 205 2L
el s0les alla (ol sla 84 M agd Ald Jul Cal (paeSt cita ) ek Culday il Lot (RS a8 ) Ja g i
~ad el dlest i o) 35 S S5 sl s L als (i1.855.315.5386 Selcili ad b iy culia (s ol
OGS g ) SacS 5 el () S4 sl B,y aial) ) WU ) el

Y]

12. Russian

HacTosiee yBegoMneHe COAEPXUT BaxkHYH MHopmauuio. Hactosee yBegoMINeHNE COAEPXKUT BaXKHYHO
MHOPMaLMO O BalleM 3asiBNIEHUN UM CTPaxOBOM MOKPbLITUK, NpeaocTasnsaemsiM Community Health Choice.
O6patuTe BHMMaHME Ha OCHOBHblE [aTbl, yKa3aHHble B HacCTosleM yBegomrneHun. BoamoxHo, Oyamer
HeobXoaMMO NPeanpUHATL AENCTBUSA A0 HACTYNNEHMS KOHEYHOIO CPpoKa AN COXPaHEHUst CTPaxoBOro nonuca
Unu Ans noryyYeHus MOMOLWM B onnarte pacxogoB. Bbl vmeeTe npaBo Ha GecnnaTtHoe nonyvyeHwe 3Town
nHdOpMaLIMM 1 NOMOLLM Ha BalleM A3blke. 3BoHUTE Mo TenedoHy: 1.855.315.5386.

13.
Spanish or
Spanish
Creole

Este aviso contiene informacion importante. Este aviso contiene informacion importante acerca de su
solicitud o cobertura a través de Community Health 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 informacion y
ayuda en su idioma sin costo alguno. Llame 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

O Sl gand ai) B aiad Jad aae - S - dad Caglan; S ban 35S~ Community Health Choice oa s e g Sl gaad il e
s L dsoosBS S saa il U‘S.N‘ als -L‘.. SC j:‘C A ey Caalylal SG—‘C A DA S 'ESC - SC Iad Qi wanl —..‘s"ﬁ—..'cj S
s 5 sl Gay G5 L g S T ) )1.844.515.4877 2 dabia Bi o Sla S dalia Caad ey G i slS 230 1) Caalsand STy -
S5 )3 fi S wa S

16.
Vietnamese

Théng bao nay c6 Théng Tin Quan Trong. Théng b&o nay cé théng tin quan trong vé mau don cta ban hoac
bao hiém qua chwong trinh Community Health Choice. Xem nhi*ng ngay quan trong trong théng béo nay.
Ban c6 thé can phai thyc hién trong thoi han nhat dinh dé git bao hiém src khde ctia ban hay gitp dé chi
phi. Ban c6 quyén dwoc thdng tin nay va giup d& trong ngdn ngir ctia 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
Houston, 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/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, 800.537.7697 (TDD)
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