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IEHP DUALCHOICE MEMBER HANDBOOK Chapter 8: Your rights and responsibilities

appeal. Please refer to Chapter 9 (What to do if you have a problem or complaint [coverage
decisions, appeals, complaints]) to learn how to make an appeal.

e Tell us if you move. If you are going to move, it is important to tell us right away. Call IEHP
DualChoice Member Services.

o If you move outside of our service area, you cannot stay in this plan. Only people who
live in our service area can get IEHP DualChoice. Chapter 1 (Getting started as a member)
tells about our service area.

o We can help you figure out whether you are moving outside our service area.

o Also, be sure to let Medicare and Medi-Cal know your new address when you move. Refer
to Chapter 2 (Important phone numbers and resources) for phone numbers for Medicare
and Medi-Cal.

o If you move within our service area, we still need to know. We need to keep your
membership record up to date and know how to contact you.

= Call IEHP DualChoice Member Services for help if you have questions or concerns.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

Introduction
This chapter has information about your rights. Read this chapter to find out what to do if:

e You have a problem with or complaint about your plan.

¢ You need a service, item, or medication that your plan has said it will not pay for.
¢ You disagree with a decision your plan has made about your care.

¢ You think your covered services are ending too soon.

e You have a problem or complaint with your long-term services and supports, which include
Community-Based Adult Services (CBAS) and Nursing Facility (NF) services.

If you have a problem or concern, you only need to read the parts of this chapter that apply
to your situation. This chapter is broken into different sections to help you easily find what you are
looking for.

If you are facing a problem with your health or long-term services and supports (LTSS)

You should get the health care, drugs, and long-term services and supports (LTSS) that your doctor
and other providers determine are necessary for your care as a part of your care plan. If you are
having a problem with your care, you can call the Cal MediConnect Ombuds Program at
1-855-501-3077 for help. This chapter explains the different options you have for different
problems and complaints, but you can always call the Cal MediConnect Ombuds Program to help
guide you through your problem. For additional resources to address your concerns and ways to
contact them, refer to Chapter 2 (Important phone numbers and resources) for more information on
ombudsman programs.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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A. What to do if you have a problem

This chapter tells you what to do if you have a problem with your plan or with your services or
payment. Medicare and Medi-Cal approved these processes. Each process has a set of rules,
procedures, and deadlines that must be followed by us and by you.

Al. About the legal terms

There are difficult legal terms for some of the rules and deadlines in this chapter. Many of these
terms can be hard to understand, so we have used simpler words in place of certain legal terms. We
use abbreviations as little as possible.

For example, we will say:

o “Making a complaint” rather than “filing a grievance”

e “Coverage decision” rather than “organization determination,” “benefit determination,” “at-risk

determination,” or “coverage determination”
o “Fast coverage decision” rather than “expedited determination”

Knowing the proper legal terms may help you communicate more clearly, so we provide those too.

B. Where to call for help

B1l. Where to get more information and help

Sometimes it can be confusing to start or follow the process for dealing with a problem. This can be
especially true if you do not feel well or have limited energy. Other times, you may not have the
knowledge you need to take the next step.

You can get help from the Cal MediConnect Ombuds Program

If you need help, you can always call the Cal MediConnect Ombuds Program. The Cal
MediConnect Ombuds Program is an ombudsman program that can answer your questions and
help you understand what to do to handle your problem. The Cal MediConnect Ombuds Program is
not connected with us or with any insurance company or health plan. They can help you understand
which process to use. The phone number for the Cal MediConnect Ombuds Program is
1-855-501-3077. The services are free. Refer to Chapter 2 (Important phone numbers and
resources) for more information on ombudsman programs.

You can get help from the Health Insurance Counseling and Advocacy Program

You can also call the Health Insurance Counseling and Advocacy Program (HICAP). HICAP
counselors can answer your guestions and help you understand what to do to handle your problem.
HICAP is not connected with us or with any insurance company or health plan. HICAP has trained
counselors in every county, and services are free. The HICAP phone number is 1-800-434-0222.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Getting help from Medicare

You can call Medicare directly for help with problems. Here are two ways to get help from
Medicare:

¢ Call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.
TTY: 1-877-486-2048. The call is free.

¢ Visit the Medicare website at www.medicare.gov.
You can get help from the California Department of Managed Health Care

In this paragraph, the term “grievance” means an appeal or complaint about Medi-Cal services,
your health plan, or one of your providers.

The California Department of Managed Health Care is responsible for regulating health care service
plans. If you have a grievance against your health plan, you should first telephone your health plan
at 1-877-273-1EHP (4347) and use your health plan's grievance process before contacting the
department. Utilizing this grievance procedure does not prohibit any potential legal rights or
remedies that may be available to you. If you need help with a grievance involving an emergency, a
grievance that has not been satisfactorily resolved by your health plan, or a grievance that has
remained unresolved for more than 30 days, you may call the department for assistance. You may
also be eligible for an Independent Medical Review (IMR). If you are eligible for IMR, the IMR
process will provide an impartial review of medical decisions made by a health plan related to the
medical necessity of a proposed service or treatment, coverage decisions for treatments that are
experimental or investigational in nature and payment disputes for emergency or urgent medical
services. The department also has a toll-free telephone number (1-888-466-2219) and a TDD line
(1-877-688-9891) for the hearing and speech impaired. The department's internet website
www.dmhc.ca.gov has complaint forms, IMR application forms and instructions online.

C. Problems with your benefits

Cl. Using the process for coverage decisions and appeals or for making a complaint

If you have a problem or concern, you only need to read the parts of this chapter that apply to your
situation. The chart below will help you find the right section of this chapter for problems or
complaints.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Is your problem or concern about your benefits or coverage?

(This includes problems about whether particular medical care, long-term services and
supports, or prescription drugs are covered or not, the way in which they are covered, and
problems related to payment for medical care or prescription drugs.)

Yes. No.
My problem is about My problem is not about
benefits or coverage. benefits or coverage.
Refer to Section D: “Coverage decisions Skip ahead to Section J: “How to make a
and appeals” on page 121. complaint” on page 157.

D. Coverage decisions and appeals

D1. Overview of coverage decisions and appeals

The process for asking for coverage decisions and making appeals deals with problems related to
your benefits and coverage. It also includes problems with payment. You are not responsible for
Medicare costs except Part D copays.

What is a coverage decision?

A coverage decision is an initial decision we make about your benefits and coverage or about the
amount we will pay for your medical services, items, or drugs. We are making a coverage decision
whenever we decide what is covered for you and how much we pay.

If you or your doctor are not sure if a service, item, or drug is covered by Medicare or Medi-Cal,
either of you can ask for a coverage decision before the doctor gives the service, item, or drug.

What is an appeal?

An appeal is a formal way of asking us to review our decision and change it if you think we made a
mistake. For example, we might decide that a service, item, or drug that you want is not covered or
is no longer covered by Medicare or Medi-Cal. If you or your doctor disagree with our decision, you
can appeal.

D2. Getting help with coverage decisions and appeals
Who can | call for help asking for coverage decisions or making an appeal?

You can ask any of these people for help:

e Call IEHP DualChoice Member Services at 1-877-273-IEHP (4347), 8am-8pm (PST), 7 days
a week, including holidays. TTY users should call 1-800-718-4347.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e Call the Cal MediConnect Ombuds Program for free help. The Cal MediConnect Ombuds
Program helps people enrolled in Cal MediConnect with service or billing problems. The phone
number is 1-855-501-3077.

e Call the Health Insurance Counseling and Advocacy Program (HICAP) for free help.
HICAP is an independent organization. It is not connected with this plan. The phone number is
1-800-434-0222.

e Call the Help Center at the Department of Managed Health Care (DMHC) for free help. The
DMHC is responsible for regulating health plans. The DMHC helps people enrolled in Cal
MediConnect with appeals about Medi-Cal services or billing problems. The phone number is
1-888-466-2219. Individuals who are deaf, hard of hearing, or speech-impaired can use the
toll-free TDD number, 1-877-688-9891.

o Talk to your doctor or other provider. Your doctor or other provider can ask for a coverage
decision or appeal on your behalf.

o Talk to a friend or family member and ask them to act for you. You can name another person
to act for you as your “representative” to ask for a coverage decision or make an appeal.

o If you want a friend, relative, or other person to be your representative, call IEHP
DualChoice Member Services and ask for the “Appointment of Representative” form. You
can also get the form by visiting www.cms.gov/Medicare/CMS-Forms/CMS-
Forms/downloads/cms1696.pdf or on our website at www.iehp.org. The form gives the
person permission to act for you. You must give us a copy of the signed form.

e You also have the right to ask a lawyer to act for you. You may call your own lawyer, or get
the name of a lawyer from the local bar association or other referral service. Some legal groups
will give you free legal services if you qualify. If you want a lawyer to represent you, you will
need to fill out the Appointment of Representative form. You can ask for a legal aid attorney
from the Health Consumer Alliance at 1-888-804-3536.

o However, you do not have to have a lawyer to ask for any kind of coverage decision or to
make an appeal.
D3. Using the section of this chapter that will help you

There are four different types of situations that involve coverage decisions and appeals. Each
situation has different rules and deadlines. We separate this chapter into different sections to help
you find the rules you need to follow. You only need to read the section that applies to your
problem:

e Section E on page 124 gives you information if you have problems about services, items, and
drugs (but not Part D drugs). For example, use this section if:

o You are not getting medical care you want, and you believe our plan covers this care.

o We did not approve services, items, or drugs that your doctor wants to give you, and you
believe this care should be covered.

) If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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— NOTE: Only use Section E if these are drugs not covered by Part D. Drugs in the
List of Covered Drugs, also known as the Drug List with a Tier 3 are not covered by
Part D. Refer to Section F on page 136 for Part D drug appeals.

You got medical care or services you think should be covered, but we are not paying for
this care.

You got and paid for medical services or items you thought were covered, and you want to
ask us to pay you back.

You are being told that coverage for care you have been getting will be reduced or stopped,
and you disagree with our decision.

— NOTE: If the coverage that will be stopped is for hospital care, home health care,
skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility
(CORF) services, you need to read a separate section of this chapter because
special rules apply to these types of care. Refer to Sections G and H on pages 144
and 150.

e Section F on page 136 gives you information about Part D drugs. For example, use this
section if:

@)

You want to ask us to make an exception to cover a Part D drug that is not on our Drug
List.

You want to ask us to waive limits on the amount of the drug you can get.
You want to ask us to cover a drug that requires prior approval.

We did not approve your request or exception, and you or your doctor or other prescriber
thinks we should have.

You want to ask us to pay for a prescription drug you already bought. (This is asking for a
coverage decision about payment.)

e Section G on page 146 gives you information on how to ask us to cover a longer inpatient
hospital stay if you think the doctor is discharging you too soon. Use this section if:

@)

You are in the hospital and think the doctor asked you to leave the hospital too soon.

e Section H on page 150 gives you information if you think your home health care, skilled
nursing facility care, and Comprehensive Outpatient Rehabilitation Facility (CORF) services are
ending too soon.

If you’re not sure which section you should use, please call IEHP DualChoice Member
Services at 1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week, including holidays. TTY
users should call 1-800-718-4347.

If you need other help or information, please call the Cal MediConnect Ombuds Program at
1-855-501-3077.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.

123



IEHP DUALCHOICE MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

E. Problems about services, items, and drugs (not Part D drugs)

El. When to use this section

This section is about what to do if you have problems with your benefits for your medical, behavioral
health, and long-term services and supports (LTSS). You can also use this section for problems
with drugs that are not covered by Part D, including Medicare Part B drugs. Drugs in the Drug List
with a Tier 3 are not covered by Part D. Use Section F for Part D drug Appeals.

This section tells what you can do if you are in any of the following situations:

1. You think we cover medical, behavioral health, or long-term services and supports (LTSS) you
need but are not getting.

What you can do: You can ask us to make a coverage decision. Refer to Section E2 on page
124 for information on asking for a coverage decision.

2. We did not approve care your doctor wants to give you, and you think we should have.

What you can do: You can appeal our decision to not approve the care. Refer to Section E3 on
page 126 for information on making an appeal.

3. You got services or items that you think we cover, but we will not pay.

What you can do: You can appeal our decision not to pay. Refer to Section E3 on page 126 for
information on making an appeal.

4. You got and paid for services or items you thought were covered, and you want us to reimburse
you for the services or items.

What you can do: You can ask us to pay you back. Refer to Section E5 on page 135 for
information on asking us for payment.

5. We reduced or stopped your coverage for a certain service, and you disagree with our decision.

What you can do: You can appeal our decision to reduce or stop the service. Refer to Section
E3 on page 126 for information on making an appeal.

NOTE: If the coverage that will be stopped is for hospital care, home health care, skilled nursing
facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services, special rules
apply. Read Sections G or H on pages 146 and 150 to find out more.

E2. Asking for a coverage decision

How to ask for a coverage decision to get medical, behavioral health, or certain long-term
services and supports (CBAS or NF services)

To ask for a coverage decision, call, write, or fax us, or ask your representative or doctor to ask us
for a decision.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e You can call us at:1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week, including holidays.
TTY: 1-800-718-4347

e You can fax us at: 1-909-890-5877
e You can write to us at: IEHP DualChoice, P.O. Box 1800, Rancho Cucamonga, CA 91729-1800
How long does it take to get a coverage decision?

After you ask and we get all of the information we need, it usually takes 5 business days for us to
make a decision unless your request is for a Medicare Part B prescription drug. If your request is for
a Medicare Part B prescription drug, we will give you a decision no more than 72 hours after we
receive your request. If we do not give you our decision within 14 calendar days (or 72 hours for a
Medicare Part B prescription drug), you can appeal.

Sometimes we need more time, and we will send you a letter telling you that we need to take up to
14 more calendar days. The letter will explain why more time is needed. We can’t take extra time to
give you a decision if your request is for a Medicare Part B prescription drug.

Can | get a coverage decision faster?

Yes. If you need a response faster because of your health, ask us to make a “fast coverage
decision.” If we approve the request, we will notify you of our decision within 72 hours (or within 24
hours for a Medicare Part B prescription drug).

However, sometimes we need more time, and we will send you a letter telling you that we need to
take up to 14 more calendar days. The letter will explain why more time is needed. We can’t take
extra time to give you a decision if your request is for a Medicare Part B prescription drug.

The legal term for “fast coverage decision” is “expedited determination.”

Asking for a fast coverage decision:
e Start by calling or faxing to ask us to cover the care you want.

e Callus at 1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week, including holidays (TTY
users should call 1-800-718-4347) or fax us at 909-890-5877.

e Find other details on how to contact us in Chapter 2 (Important phone numbers and resources).

You can also ask your provider or your representative to request a fast coverage decision for
you.

Here are the rules for asking for a fast coverage decision:

You must meet the following two requirements to get a fast coverage decision:

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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1. You can get a fast coverage decision only if you are asking for coverage for care or an item
you have not yet received. (You cannot ask for a fast coverage decision if your request is
about payment for care or an item you already got.)

2. You can get a fast coverage decision only if the standard 14 calendar day deadline (or the
72 hour deadline for Medicare Part B prescription drugs) could cause serious harm to
your health or hurt your ability to function.

e If your doctor says that you need a fast coverage decision, we will automatically give you
one.

e If you ask for a fast coverage decision without your doctor’s support, we will decide if you
get a fast coverage decision.

o If we decide that your health does not meet the requirements for a fast coverage
decision, we will send you a letter. We will also use the standard 14 calendar day
deadline (or the 72 hour deadline for Medicare Part B prescription drugs) instead.

o This letter will tell you that if your doctor asks for the fast coverage decision, we will
automatically give a fast coverage decision.

o The letter will also tell how you can file a “fast complaint” about our decision to give you
a standard coverage decision instead of a fast coverage decision. For more information
about the process for making complaints, including fast complaints, refer to Section J on
page 157

If the coverage decision is No, how will I find out?

If the answer is No, we will send you a letter telling you our reasons for saying No.

¢ If we say No, you have the right to ask us to change this decision by making an appeal. Making
an appeal means asking us to review our decision to deny coverage.

¢ If you decide to make an appeal, it means you are going on to Level 1 of the appeals process
(read the next section for more information).

E3. Level 1 Appeal for services, items, and drugs (not Part D drugs)

What is an Appeal?

An appeal is a formal way of asking us to review our decision and change it if you think we made a
mistake. If you or your doctor or other provider disagree with our decision, you can appeal.

In most cases, you must start your appeal at Level 1. If you do not want to first appeal to the plan
for a Medi-Cal service, if your health problem is urgent or involves an immediate and serious threat
to your health, or if you are in severe pain and need an immediate decision, you may ask for an
Independent Medical Review from the Department of Managed Health Care at www.dmhc.ca.gov.
Refer to page 120 for more information. If you need help during the appeals process, you can call
the Cal MediConnect Ombuds Program at 1-855-501-3077. The Cal MediConnect Ombuds
Program is not connected with us or with any insurance company or health plans.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.

126



IEHP DUALCHOICE MEMBER HANDBOOK

What is a Level 1 Appeal?

A Level 1 Appeal is the first appeal to our plan. We
will review our coverage decision to check if it is
correct. The reviewer will be someone who did not
make the original coverage decision. When we
complete the review, we will give you our decision
in writing.

If we tell you after our review that the service or
item is not covered, your case can go to a Level 2
Appeal.

How do | make a Level 1 Appeal?

e To start your appeal, you, your doctor or other
provider, or your representative must contact
us. You can call us at 1-877-273-1EHP (4347),
8am-8pm (PST), 7 days a week, including
holidays (TTY users should call
1-800-718-4347). For additional details on
how to reach us for appeals, refer to Chapter
2 (Important phone numbers and resources).

e You can ask us for a “standard appeal” or a
“fast appeal.”

Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

At a glance: How to make a Level 1
Appeal

You, your doctor, or your representative
may put your request in writing and mail or
fax it to us. You may also ask for an appeal
by calling us.

e Ask within 60 calendar days of the
decision you are appealing. If you miss
the deadline for a good reason, you may
still appeal (refer to page 128).

e If you appeal because we told you that a
service you currently get will be
changed or stopped, you have fewer
days to appeal if you want to keep
getting that service while your appeal is
in process (refer to page 128).

e Keep reading this section to learn about
what deadline applies to your appeal.

e If you are asking for a standard appeal or fast appeal, make your appeal in writing or call us.

o You can submit a written request to the following address:

IEHP DualChoice
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800

o You can submit your request online at: www.iehp.org

o You may also ask for an appeal by calling us at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347.

¢ We will send you a letter within 5 calendar days of receiving your appeal letting you know that

we received it.

‘ The legal term for “fast appeal’ is “expedited reconsideration.”

Can someone else make the appeal for me?

Yes. Your doctor or other provider can make the appeal for you. Also, someone besides your

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7

information, visit www.iehp.org.

B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
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doctor or other provider can make the appeal for you, but first you must complete an Appointment
of Representative form. The form gives the other person permission to act for you.

To get an Appointment of Representative form, call Member Services and ask for one, or visit
www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf or our website at
www.iehp.org.

If the appeal comes from someone besides you or your doctor or other provider, we must get
the completed Appointment of Representative form before we can review the appeal.

How much time do | have to make an appeal?

You must ask for an appeal within 60 calendar days from the date on the letter we sent to tell you
our decision.

If you miss this deadline and have a good reason for missing it, we may give you more time to
make your appeal. Examples of a good reason are: you had a serious illness, or we gave you the
wrong information about the deadline for requesting an appeal. You should explain the reason your
appeal is late when you make your appeal.

NOTE: If you appeal because we told you that a service you currently get will be changed or
stopped, you have fewer days to appeal if you want to keep getting that service while your appeal
is processing. Read “Will my benefits continue during Level 1 appeals” on page 128 for more
information.

Can | get a copy of my case file?

Yes. Ask us for a free copy by calling IEHP DualChoice Member Services at 1-877-273-IEHP
(4347), 8am-8pm (PST), 7 days a week, including holidays. TTY users should call 1-800-718-4347.

Can my doctor give you more information about my appeal?

Yes, you and your doctor may give us more information to support your appeal.

How will we make the appeal decision?

We take a careful look at all of the information about your request for coverage of medical care.
Then, we check if we were following all the rules when we said No to your request. The reviewer will
be someone who did not make the original decision.

If we need more information, we may ask you or your doctor for it.

When will | hear about a “standard” appeal decision?

We must give you our answer within 30 calendar days after we get your appeal (or within 7 calendar
days after we get your appeal for a Medicare Part B prescription drug). We will give you our decision
sooner if your health condition requires us to.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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¢ If we do not give you an answer to your appeal within 30 calendar days (or within 7 calendar
days after we get your appeal for a Medicare Part B prescription drug), we will automatically
send your case to Level 2 of the appeals process if your problem is about coverage of a
Medicare service or item. You will be notified when this happens.

e If your problem is about coverage of a Medi-Cal service or item, you will need to file a Level 2
Appeal yourself. For more information about the Level 2 Appeal process, refer to Section E4 on
page 130.

If our answer is Yes to part or all of what you asked for, we must approve or give the coverage
within 30 calendar days after we get your appeal (or within 7 calendar days after we get your appeal
for a Medicare Part B prescription drug).

If our answer is No to part or all of what you asked for, we will send you a letter. If your problem is
about coverage of a Medicare service or item, the letter will tell you that we sent your case to the
Independent Review Entity for a Level 2 Appeal. If your problem is about coverage of a Medi-Cal
service or item, the letter will tell you how to file a Level 2 Appeal yourself. For more information
about the Level 2 Appeal process, refer to Section E4 on page 130.

When will | hear about a “fast” appeal decision?

If you ask for a fast appeal, we will give you our answer within 72 hours after we get your appeal. We
will give you our answer sooner if your health requires us to do so.

e |f we do not give you an answer to your appeal within 72 hours, we will automatically send your
case to Level 2 of the appeals process if your problem is about coverage of a Medicare service
or item. You will be notified when this happens.

¢ If your problem is about coverage of a Medi-Cal service or item, you will need to file a Level 2
Appeal yourself. For more information about the Level 2 Appeal process, refer to Section E4 on
page 130.

If our answer is Yes to part or all of what you asked for, we must authorize or provide the
coverage within 72 hours after we get your appeal.

If our answer is No to part or all of what you asked for, we will send you a letter. If your problem is
about coverage of a Medicare service or item, the letter will tell you that we sent your case to the
Independent Review Entity for a Level 2 Appeal. If your problem is about coverage of a Medi-Cal
service or item, the letter will tell you how to file a Level 2 Appeal yourself. For more information
about the Level 2 Appeal process, refer to Section E4 on page 130.

Will my benefits continue during Level 1 appeals?

If we decide to change or stop coverage for a service or item that was previously approved, we will
send you a notice before taking the action. If you disagree with the action, you can file a Level 1
Appeal and ask that we continue your benefits for the service or item. You must make the request
on or before the later of the following in order to continue your benefits:

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more

information, visit www.iehp.org.
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e Within 10 days of the mailing date of our notice of action; or
¢ The intended effective date of the action.
If you meet this deadline, you can keep getting the disputed service or item while your appeal is
processing.
E4. Level 2 Appeal for services, items, and drugs (not Part D drugs)
If the plan says No at Level 1, what happens next?

If we say No to part or all of your Level 1 Appeal, we will send you a letter. This letter will tell you if
the service or item is usually covered by Medicare or Medi-Cal.

¢ If your problem is about a Medicare service or item, we will automatically send your case to
Level 2 of the appeals process as soon as the Level 1 Appeal is complete.

e If your problem is about a Medi-Cal service or item, you can file a Level 2 Appeal yourself. The
letter will tell you how to do this. Information is also below.

What is a Level 2 Appeal?

A Level 2 Appeal is the second appeal, which is done by an independent organization that is not
connected to our plan.

My problem is about a Medi-Cal service or item. How can | make a Level 2 Appeal?

There are two ways to make a Level 2 appeal for Medi-Cal services and items: (1) Filing a complaint
or Independent Medical Review or (2) State Hearing.

(1) Independent Medical Review

You can file a complaint with or ask for an Independent Medical Review (IMR) from the Help Center
at the California Department of Managed Health Care (DMHC). By filing a complaint, the DMHC wiill
review our decision and make a determination. An IMR is available for any Medi-Cal covered service
or item that is medical in nature. An IMR is a review of your case by doctors who are not part of our
plan or a part of the DMHC. If the IMR is decided in your favor, we must give you the service or item
you requested. You pay no costs for an IMR.

You can file a complaint or apply for an IMR if our plan:

¢ Denies, changes, or delays a Medi-Cal service or treatment because our plan determines it is
not medically necessary.

e Will not cover an experimental or investigational Medi-Cal treatment for a serious medical
condition.

¢ Wil not pay for emergency or urgent Medi-Cal services that you already received.

¢ Has not resolved your Level 1 Appeal on a Medi-Cal service within 30 calendar days for a
standard appeal or 72 hours for a fast appeal.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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NOTE: If your provider filed an appeal for you, but we do not get your Appointment of
Representative form, you will need to refile your appeal with us before you can file for a Level 2 IMR
with the Department of Managed Health Care.

You are entitled to both an IMR and a State Hearing, but not if you have already had a State Hearing
on the same issue.

In most cases, you must file an appeal with us before requesting an IMR. Refer to page 128 for
information, about our Level 1 appeal process. If you disagree with our decision, you can file a
complaint with the DMHC or ask the DMHC Help Center for an IMR.

If your treatment was denied because it was experimental or investigational, you do not have to take
part in our appeal process before you apply for an IMR.

If your problem is urgent or involves an immediate and serious threat to your health or if you are in
severe pain, you may bring it immediately to the DMHC’s attention without first going through our
appeal process.

You must apply for an IMR within 6 months after we send you a written decision about your
appeal. The DMHC may accept your application after 6 months for good reason, such as you had a
medical condition that prevented you from asking for the IMR within 6 months or you did not get
adequate notice from us of the IMR process.

To ask for an IMR:

o Fill out the Independent Medical Review Application/Complaint Form available at:
www.dmhc.ca.gov/fileacomplaint/submitanindependentmedicalreviewcomplaintform.aspx or call
the DMHC Help Center at 1-888-466-2219. TDD users should call 1-877-688-9891.

e If you have them, attach copies of letters or other documents about the service or item that we
denied. This can speed up the IMR process. Send copies of documents, not originals. The Help
Center cannot return any documents.

o Fill out the Authorized Assistant Form if someone is helping you with your IMR. You can get the
form at www.dmhc.ca.gov/FileaComplaint/IndependentMedicalReviewComplaintForms.aspx or
call the Department’s Help Center at 1-888-466-2219. TDD users should call 1-877-688-9891.

e Mail or fax your forms and any attachments to:

Help Center

Department of Managed Health Care
980 Ninth Street, Suite 500
Sacramento, CA 95814-2725

FAX: 916-255-5241

If you qualify for an IMR, the DMHC will review your case and send you a letter within 7 calendar
days telling you that you qualify for an IMR. After your application and supporting documents are

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more

information, visit www.iehp.org.
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received from your plan, the IMR decision will be made within 30 calendar days. You should receive
the IMR decision within 45 calendar days of the submission of the completed application.

If your case is urgent and you qualify for an IMR, the DMHC will review your case and send you a
letter within 2 calendar days telling you that you qualify for an IMR. After your application and
supporting documents are received from your plan, the IMR decision will be made within 3 calendar
days. You should receive the IMR decision within 7 calendar days of the submission of the
completed application. If you are not satisfied with the result of the IMR, you can still ask for a State
Hearing.

An IMR can take longer if the DMHC does not receive all of the medical records needed from you or
your treating doctor. If you are using a doctor who is not in your health plan's network, it is important
that you get and send us your medical records from that doctor. Your health plan is required to get
copies of your medical records from doctors who are in the network.

If the DMHC decides that your case is not eligible for IMR, the DMHC will review your case through
its regular consumer complaint process. Your complaint should be resolved within 30 calendar days
of the submission of the completed application. If your complaint is urgent, it will be resolved
sooner.

(2) State Hearing

You can ask for a State Hearing for Medi-Cal covered services and items. If your doctor or other
provider asks for a service or item that we will not approve, or we will not continue to pay for a
service or item you already have and we said no to your Level 1 appeal, you have the right to ask
for a State Hearing.

In most cases you have 120 days to ask for a State Hearing after the “Your Hearing Rights”
notice is mailed to you.

NOTE: If you ask for a State Hearing because we told you that a service you currently get will be
changed or stopped, you have fewer days to submit your request if you want to keep getting that
service while your State Hearing is pending. Read “Will my benefits continue during Level 2
appeals” on page 133 for more information.

There are two ways to ask for a State Hearing:

1. You may complete the "Request for State Hearing" on the back of the notice of action. You
should provide all requested information such as your full name, address, telephone number,
the name of the plan or county that took the action against you, the aid program(s) involved, and
a detailed reason why you want a hearing. Then you may submit your request one of these
ways:

e To the county welfare department at the address shown on the notice.

e To the California Department of Social Services:

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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State Hearings Division
P.O. Box 944243, Mail Station 9-17-37
Sacramento, California 94244-2430

e To the State Hearings Division at fax number 916-651-5210 or 916-651-2789.

2. You can call the California Department of Social Services at 1-800-952-5253. TTY users should
call 1-800-952-8349. If you decide to ask for a State Hearing by phone, you should be aware
that the phone lines are very busy.

My problem is about a Medicare service or item. What will happen at the Level 2 Appeal?

An Independent Review Entity (IRE) will carefully review the Level 1 decision and decide whether it
should be changed.

e You do not need to request the Level 2 Appeal. We will automatically send any denials (in whole
or in part) to the IRE. You will be notified when this happens.

e The IRE is hired by Medicare and is not connected with this plan.

¢ You may ask for a copy of your file by calling IEHP DualChoice Member Services at
1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week, including holidays. TTY users should
call 1-800-718-4347.

The IRE must give you an answer to your Level 2 Appeal within 30 calendar days of when it gets
your appeal (or within 7 calendar days of when it gets your appeal for a Medicare Part B prescription
drug). This rule applies if you sent your appeal before getting medical services or items.

e However, if the IRE needs to gather more information that may benefit you, it can take up to 14
more calendar days. If the IRE needs extra days to make a decision, it will tell you by letter. The
IRE can’t take extra time to make a decision if your appeal is for a Medicare Part B prescription
drug.

If you had a “fast appeal” at Level 1, you will automatically have a fast appeal at Level 2. The IRE
must give you an answer within 72 hours of when it gets your appeal.

o However, if the IRE needs to gather more information that may benefit you, it can take up to
14 more calendar days. If the IRE needs extra days to make a decision, it will tell you by
letter. The IRE can’t take extra time to make a decision if your appeal is for a Medicare Part
B prescription.

Will my benefits continue during Level 2 appeals?

If your problem is about a service or item covered by Medicare, your benefits for that service or item
will not continue during the Level 2 appeals process with the Independent Review Entity.

If your problem is about a service or item covered by Medi-Cal and you ask for a State Hearing,
your Medi-Cal benefits for that service or item can continue until a hearing decision is made. You
must ask for a hearing on or before the later of the following in order to continue your benefits:

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e Within 10 days of the mailing date of our notice to you that the adverse benefit determination
(Level 1 appeal decision) has been upheld; or

e The intended effective date of the action.

If you meet this deadline, you can keep getting the disputed service or item until the hearing
decision is made.

How will | find out about the decision?

If your Level 2 Appeal was an Independent Medical Review, the Department of Managed Health
Care will send you a letter explaining the decision made by the doctors who reviewed your case.

¢ If the Independent Medical Review decision is Yes to part or all of what you asked for, we must
provide the service or treatment.

¢ If the Independent Medical Review decision is No to part or all of what you asked for, it means
they agree with the Level 1 decision. You can still get a State Hearing. Refer to page 132 for
information about asking for a State Hearing.

If your Level 2 Appeal was a State Hearing, the California Department of Social Services will send
you a letter explaining its decision.

¢ If the State Hearing decision is Yes to part or all of what you asked for, we must comply with
the decision. We must complete the described action(s) within 30 calendar days of the date we
received a copy of the decision.

e |f the State Hearing decision is No to part or all of what you asked for, it means they agree with
the Level 1 decision. We may stop any aid paid pending you are receiving.

If your Level 2 Appeal went to the Medicare Independent Review Entity (IRE), it will send you a
letter explaining its decision.

o Ifthe IRE says Yes to part or all of what you asked for in your standard appeal, we must
authorize the medical care coverage within 72 hours or give you the service or item within 14
calendar days from the date we get the IRE'’s decision. If you had a fast appeal, we must
authorize the medical care coverage or give you the service or item within 72 hours from the
date we get the IRE’s decision.

¢ If the IRE says Yes to part or all of what you asked for in your standard appeal for a Medicare
Part B prescription drug, we must authorize or provide the Medicare Part B prescription drug
within 72 hours after we get the IRE’s decision. If you had a fast appeal, we must authorize or
provide the Medicare Part B prescription drug within 24 hours from the date we get the IRE’s
decision.

o Ifthe IRE says No to part or all of what you asked for, it means they agree with the Level 1
decision. This is called “upholding the decision.” It is also called “turning down your appeal.”

) If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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If the decision is No for all or part of what | asked for, can | make another appeal?

If your Level 2 Appeal was an Independent Medical Review, you can request a State Hearing. Refer
to page 132 for information about asking for a State Hearing.

If your Level 2 Appeal was a State Hearing, you may ask for a rehearing within 30 days after you
receive the decision. You may also ask for judicial review of a State Hearing denial by filing a
petition in Superior Court (under Code of Civil Procedure Section 1094.5) within one year after you
receive the decision. You cannot ask for an IMR if you already had a State Hearing on the same
issue.

If your Level 2 Appeal went to the Medicare Independent Review Entity (IRE), you can appeal again
only if the dollar value of the service or item you want meets a certain minimum amount. The letter
you get from the IRE will explain additional appeal rights you may have.

Refer to Section | on page 156 for more information on additional levels of appeal.

E5. Payment problems

We do not allow our network providers to bill you for covered services and items. This is true even if
we pay the provider less than the provider charges for a covered service or item. You are never
required to pay the balance of any bill.

If you get a bill for covered services and items, send the bill to us. You should not pay the bill
yourself. We will contact the provider directly and take care of the problem.

For more information, start by reading Chapter 7: “Asking us to pay a bill you have gotten for
covered services or drugs.” Chapter 7 describes the situations in which you may need to ask for
reimbursement or to pay a bill you got from a provider. It also tells how to send us the paperwork
that asks us for payment.

Can | ask you to pay me back for a service or item | paid for?

Remember, if you get a bill for covered services and items, you should not pay the bill yourself. But
if you do pay the bill, you can get a refund if you followed the rules for getting services and items.

If you are asking to be paid back, you are asking for a coverage decision. We will check if the
service or item you paid for is a covered service or item, and we will check if you followed all the
rules for using your coverage.

e |f the service or item you paid for is covered and you followed all the rules, we will send your
provider for the service or item within 60 calendar days after we get your request. Your provider
will then send the payment to you.

e |f you haven’t paid for the service or item yet, we will send the payment directly to the provider.
When we send the payment, it's the same as saying Yes to your request for a coverage
decision.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e If the service or item is not covered, or you did not follow all the rules, we will send you a letter
telling you we will not pay for the service or item, and explaining why.

What if we say we will not pay?

If you do not agree with our decision, you can make an appeal. Follow the appeals process
described in Section E3 on page 126. When you follow these instructions, please note:

e |If you make an appeal for reimbursement, we must give you our answer within 30 calendar days
after we get your appeal.

¢ If you are asking us to pay you back for a service or item you already got and paid for yourself,
you cannot ask for a fast appeal.

If we answer No to your appeal and the service or item is usually covered by Medicare, we will
automatically send your case to the Independent Review Entity (IRE). We will notify you by letter if
this happens.

¢ If the IRE reverses our decision and says we should pay you, we must send the payment to you
or to the provider within 30 calendar days. If the answer to your appeal is Yes at any stage of
the appeals process after Level 2, we must send the payment you asked for to you or to the
provider within 60 calendar days.

¢ If the IRE says No to your appeal, it means they agree with our decision not to approve your
request. (This is called “upholding the decision.” It is also called “turning down your appeal.”)
The letter you get will explain additional appeal rights you may have. You can appeal again only
if the dollar value of the service or item you want meets a certain minimum amount. Refer to
Section | on page 156 for more information on additional levels of appeal.

If we answer No to your appeal and the service or item is usually covered by Medi-Cal, you
can file a Level 2 Appeal yourself (refer to Section E4 on page 130).

F. Part D drugs

F1. What to do if you have problems getting a Part D drug or you want us to pay you
back for a Part D drug

Your benefits as a member of our plan include coverage for many prescription drugs. Most of these
drugs are “Part D drugs.” There are a few drugs that Medicare Part D does not cover but that Medi-
Cal may cover. This section only applies to Part D drug appeals.

The Drug List includes some drugs with a Tier 3. These drugs are not Part D drugs. Appeals or
coverage decisions about drugs with Tier 3 symbol follow the process in Section E on page 124.

Can | ask for a coverage decision or make an appeal about Part D prescription drugs?

Yes. Here are examples of coverage decisions you can ask us to make about your Part D drugs:

e You ask us to make an exception such as:

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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o Asking us to cover a Part D drug that is not on the plan’s Drug List

o Asking us to waive a restriction on the plan’s coverage for a drug (such as limits on the
amount of the drug you can get)

e You ask us if a drug is covered for you (for example, when your drug is on the plan’s Drug List
but we require you to get approval from us before we will cover it for you).

NOTE: If your pharmacy tells you that your prescription cannot be filled, you will get a notice
explaining how to contact us to ask for a coverage decision.

e You ask us to pay for a prescription drug you already bought. This is asking for a coverage
decision about payment.

The legal term for a coverage decision about your Part D drugs is “coverage determination.”

If you disagree with a coverage decision we have made, you can appeal our decision. This section
tells you how to ask for coverage decisions and how to request an appeal.

Use the chart below to help you decide which section has information for your situation:

Which of these situations are you in?

Do you need a drug
that isn’t on our Drug
List or need us to
waive a rule or
restriction on a drug
we cover?

You can ask us to
make an exception.
(This is a type of
coverage decision.)

Start with Section F2
on page 138. Also
refer to Sections F3
and F4 on pages 138
and 139.

Do you want us to
cover a drug on our
Drug List and you
believe you meet any
plan rules or
restrictions (such as
getting approval in
advance) for the drug
you need?

You can ask us for a
coverage decision.

Skip ahead to
Section F4 on page
139.

Do you want to ask us
to pay you back for a
drug you already got
and paid for?

You can ask us to
pay you back. (This
is a type of coverage
decision.)

Skip ahead to
Section F4 on page
139.

Have we already told
you that we will not
cover or pay for a
drug in the way that
you want it to be
covered or paid for?

You can make an
appeal. (This means
you are asking us to
reconsider.)

Skip ahead to
Section F5 on page
141.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7

information, visit www.iehp.org.

B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
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F2. What an exception is

An exception is permission to get coverage for a drug that is not normally on our Drug List or to use
the drug without certain rules and limitations. If a drug is not on our Drug List or is not covered in
the way you would like, you can ask us to make an “exception.”

When you ask for an exception, your doctor or other prescriber will need to explain the medical
reasons why you need the exception.

Here are examples of exceptions that you or your doctor or another prescriber can ask us to make:
1. Covering a Part D drug that is not on our Drug List.

e You cannot ask for an exception to the copay or coinsurance amount we require you to pay
for the drug.

2. Removing a restriction on our coverage. There are extra rules or restrictions that apply to
certain drugs on our Drug List (for more information, refer to Chapter 5 [Getting your outpatient
prescription drugs through the plan]).

e The extra rules and restrictions on coverage for certain drugs include:
o Being required to use the generic version of a drug instead of the brand name drug.

o Getting plan approval before we will agree to cover the drug for you. (This is sometimes
called “prior authorization.”)

o Being required to try a different drug first before we will agree to cover the drug you are
asking for. (This is sometimes called “step therapy.”)

o Quantity limits. For some drugs, we limit the amount of the drug you can have.

The legal term for asking for removal of a restriction on coverage for a drug is sometimes
called asking for a “formulary exception.”

F3. Important things to know about asking for exceptions
Your doctor or other prescriber must tell us the medical reasons

Your doctor or other prescriber must give us a statement explaining the medical reasons for
requesting an exception. Our decision about the exception will be faster if you include this information
from your doctor or other prescriber when you ask for the exception.

Typically, our Drug List includes more than one drug for treating a particular condition. These are
called “alternative” drugs. If an alternative drug would be just as effective as the drug you are asking
for and would not cause more side effects or other health problems, we will generally not approve
your request for an exception.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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We will say Yes or No to your request for an exception

If we say Yes to your request for an exception, the exception usually lasts until the end of the
calendar year. This is true as long as your doctor continues to prescribe the drug for you and
that drug continues to be safe and effective for treating your condition.

If we say No to your request for an exception, you can ask for a review of our decision by
making an appeal. Section F5 on page 141 tells how to make an appeal if we say No.

The next section tells you how to ask for a coverage decision, including an exception.

F4. How to ask for a coverage decision about a Part D drug or reimbursement
for a Part D drug, including an exception

What to do

Ask for the type of coverage decision you want. Call, write, or fax us to make your request.
You, your representative, or your doctor (or other prescriber) can do this. You can call us at
1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week, including holidays. TTY users should

call 1-800-718-4347.

You or your doctor (or other prescriber) or
someone else who is acting on your behalf
can ask for a coverage decision. You can also
have a lawyer act on your behalf.

Read Section D on page 121 to find out how
to give permission to someone else to act as
your representative.

You do not need to give your doctor or other
prescriber written permission to ask us for a
coverage decision on your behalf.

If you want to ask us to pay you back for a
drug, read Chapter 7 (Asking us to pay a bill
you have gotten for covered services or
drugs) of this handbook. Chapter 7 describes
times when you may need to ask for
reimbursement. It also tells how to send us
the paperwork that asks us to pay you back
for our share of the cost of a drug you have
paid for.

If you are asking for an exception, provide the
“supporting statement.” Your doctor or other
prescriber must give us the medical reasons

At a glance: How to ask for a coverage
decision about a drug or payment

Call, write, or fax us to ask, or ask your
representative or doctor or other prescriber
to ask. We will give you an answer on a
standard coverage decision within 72 hours.
We will give you an answer on reimbursing
you for a Part D drug you already paid for
within 14 calendar days.

e If you are asking for an exception,
include the supporting statement from
your doctor or other prescriber.

You or your doctor or other prescriber
may ask for a fast decision. (Fast
decisions usually come within 24 hours.)

o Read this section to make sure you
qualify for a fast decision! Read it also
to find information about decision
deadlines.

for the drug exception. We call this the “supporting statement.”

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e Your doctor or other prescriber can fax or mail the statement to us. Or your doctor or other
prescriber can tell us on the phone, and then fax or mail a statement.

If your health requires it, ask us to give you a “fast coverage decision”
We will use the “standard deadlines” unless we have agreed to use the “fast deadlines.”
e A standard coverage decision means we will give you an answer within 72 hours after we get
your doctor’s statement.

e Afast coverage decision means we will give you an answer within 24 hours after we get your
doctor’s statement.

The legal term for “fast coverage decision” is “expedited coverage determination.”

You can get a fast coverage decision only if you are asking for a drug you have not yet received.
(You cannot get a fast coverage decision if you are asking us to pay you back for a drug you
already bought.)

You can get a fast coverage decision only if using the standard deadlines could cause serious harm
to your health or hurt your ability to function.

If your doctor or other prescriber tells us that your health requires a “fast coverage decision,” we will
automatically agree to give you a fast coverage decision, and the letter will tell you that.

¢ If you ask for a fast coverage decision on your own (without your doctor’s or other prescriber’s
support), we will decide whether you get a fast coverage decision.

¢ If we decide that your medical condition does not meet the requirements for a fast coverage
decision, we will use the standard deadlines instead.

o We will send you a letter telling you that. The letter will tell you how to make a complaint
about our decision to give you a standard decision.

o You can file a “fast complaint” and get a response to your complaint within 24 hours. For
more information about the process for making complaints, including fast complaints, refer
to Section J on page 157.

Deadlines for a “fast coverage decision”

¢ If we are using the fast deadlines, we must give you our answer within 24 hours. This means
within 24 hours after we get your request. Or, if you are asking for an exception, this means
within 24 hours after we get your doctor’s or prescriber’s statement supporting your request.
We will give you our answer sooner if your health requires it.

¢ If we do not meet this deadline, we will send your request to Level 2 of the appeals process. At
Level 2, an Independent Review Entity will review your request.

) If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e If our answer is Yes to part or all of what you asked for, we must give you the coverage within
24 hours after we get your request or your doctor’s or prescriber’s statement supporting your
request.

e If our answer is No to part or all of what you asked for, we will send you a letter that explains
why we said No. The letter will also explain how you can appeal our decision.

Deadlines for a “standard coverage decision” about a drug you have not yet received

¢ If we are using the standard deadlines, we must give you our answer within 72 hours after we
get your request. Or, if you are asking for an exception, this means within 72 hours after we get
your doctor’s or prescriber’s supporting statement. We will give you our answer sooner if your
health requires it.

¢ If we do not meet this deadline, we will send your request on to Level 2 of the appeals process.
At Level 2, an Independent Review Entity will review your request.

e If our answer is Yes to part or all of what you asked for, we must approve or give the
coverage within 72 hours after we get your request or, if you are asking for an exception, your
doctor’s or prescriber’s supporting statement.

e If our answer is No to part or all of what you asked for, we will send you a letter that explains
why we said No. The letter will also explain how you can appeal our decision.

Deadlines for a “standard coverage decision” about payment for a drug you already
bought

¢ We must give you our answer within 14 calendar days after we get your request.

¢ If we do not meet this deadline, we will
send your request to Level 2 of the
appeals process. At level 2, an

Independent Review Entity will review You, your doctor or prescriber, or your
your request. representative may put your request in writing

_ and mail or fax it to us. You may also ask for an
 [Ifouransweris Yes to partor all of what  gnnea| py calling us.

you asked for, we will make payment to
you within 14 calendar days.

At a glance: How to make a Level 1 Appeal

e Ask within 60 calendar days of the decision
you are appealing. If you miss the deadline

e If our answer is No to part or all of what for a good reason, you may still appeal.
you asked for, we will send you a letter

that explains why we said No. The letter
will also explain how you can appeal our
decision.

You, your doctor or prescriber, or your
representative can call us to ask for a fast
appeal.

e Read this section to make sure you qualify
for a fast decision! Read it also to find

e To start your appeal, you, your doctor or information about decision deadlines.
other prescriber, or your representative
must contact us.

F5. Level 1 Appeal for Part D drugs

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e If you are asking for a standard appeal, you can make your appeal by sending a request in
writing. You may also ask for an appeal by calling us at 1-877-273-IEHP (4347),
8am-8pm (PST), 7 days a week, including holidays. TTY users should call 1-800-718-4347.

¢ If you want a fast appeal, you may make your appeal in writing or you may call us.

e Make your appeal request within 60 calendar days from the date on the notice we sent to tell
you our decision. If you miss this deadline and have a good reason for missing it, we may give
you more time to make you appeal. For example, good reasons for missing the deadline would
be if you have a serious illness that kept you from contacting us or if we gave you incorrect or
incomplete information about the deadline for requesting an appeal.

¢ You have the right to ask us for a copy of the information about your appeal. To ask for a copy,
call IEHP DualChoice Member Services at 1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a
week, including holidays. TTY users should call 1-800-718-4347.

The legal term for an appeal to the plan about a Part D drug coverage decision is plan
“redetermination.”

If you wish, you and your doctor or other prescriber may give us additional information to support
your appeal.
If your health requires it, ask for a “fast appeal”

e If you are appealing a decision our plan made about a drug you have not yet received, you and
your doctor or other prescriber will need to decide if you need a “fast appeal.”

e The requirements for getting a “fast appeal” are the same as those for getting a “fast coverage
decision” in Section F4 on page 139.

The legal term for “fast appeal” is “expedited redetermination.”

Our plan will review your appeal and give you our decision

e We take another careful look at all of the information about your coverage request. We check
that we were following all the rules when we said No to your request. We may contact you or
your doctor or other prescriber to get more information. The reviewer will be someone who did
not make the original coverage decision.

Deadlines for a “fast appeal”

o If we are using the fast deadlines, we will give you our answer within 72 hours after we get your
appeal, or sooner if your health requires it.

e If we do not give you an answer within 72 hours, we will send your request to Level 2 of the
appeals process. At Level 2, an Independent Review Entity will review your appeal.

) If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e If our answer is Yes to part or all of what you asked for, we must give the coverage within 72

hours after we get your appeal.

e If our answer is No to part or all of what you asked for, we will send you a letter that explains

why we said No.

Deadlines for a “standard appeal”

¢ If we are using the standard deadlines, we must give you our answer within 7 calendar days
after we get your appeal, or sooner if your health requires it, except if you are asking us to pay
you back for a drug you already bought. If you are asking us to pay you back for a drug you
already bought, we must give you our answer within 14 calendar days after we get your appeal.
If you think your health requires it, you should ask for a “fast appeal.”

¢ If we do not give you a decision within 7 calendar days, or 14 calendar days if you asked us to
pay you back for a drug you already bought, we will send your request to Level 2 of the
appeals process. At Level 2, an Independent Review Entity will review your appeal.

e If our answer is Yes to part or all of what you asked for:

o If we approve a request for coverage, we must give you the coverage as quickly as your
health requires, but no later than 7 calendar days after we get your appeal or 14 calendar
days if you asked us to pay you back for a drug you already bought.

o If we approve a request to pay you back for a drug you already bought, we will send
payment to you within 30 calendar days after we get your appeal request.

e If our answer is No to part or all of what you
asked for, we will send you a letter that
explains why we said No and tells how to
appeal our decision.

F6. Level 2 Appeal for Part D drugs

If we say No to part or all of your appeal, you can
choose whether to accept this decision or make
another appeal. If you decide to go on to a Level 2
Appeal, the Independent Review Entity (IRE) will
review our decision.

¢ If you want the IRE to review your case, your
appeal request must be in writing. The letter
we send about our decision in the Level 1
Appeal will explain how to request the Level 2
Appeal.

e When you make an appeal to the IRE, we will
send them your case file. You have the right
to ask us for a copy of your case file by calling
IEHP DualChoice Member Services at

At a glance: How to make a Level 2
Appeal

If you want the Independent Review Entity
to review your case, your appeal request
must be in writing.

e Ask within 60 calendar days of the
decision you are appealing. If you miss
the deadline for a good reason, you may
still appeal.

e You, your doctor or other prescriber, or
your representative can request the
Level 2 Appeal.

e Read this section to make sure you
qualify for a fast decision! Read it also
to find information about decision
deadlines.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more

information, visit www.iehp.org.
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1-877-273-IEHP (4347), Bam-8pm (PST), 7 days a week, including holidays. TTY users should
call 1-800-718-4347.

e You have a right to give the IRE other information to support your appeal.

e The IRE is an independent organization that is hired by Medicare. It is not connected with
this plan and it is not a government agency.

¢ Reviewers at the IRE will take a careful look at all of the information related to your appeal.
The organization will send you a letter explaining its decision.

The legal term for an appeal to the IRE about a Part D drug is “reconsideration.”

Deadlines for “fast appeal” at Level 2
¢ If your health requires it, ask the Independent Review Entity (IRE) for a “fast appeal.”

¢ If the IRE agrees to give you a “fast appeal,” it must give you an answer to your Level 2 Appeal
within 72 hours after getting your appeal request.

e Ifthe IRE says Yes to part or all of what you asked for, we must authorize or give you the drug
coverage within 24 hours after we get the decision.

Deadlines for “standard appeal” at Level 2

¢ If you have a standard appeal at Level 2, the Independent Review Entity (IRE) must give you
an answer to your Level 2 Appeal within 7 calendar days after it gets your appeal, or 14
calendar days if you asked us to pay you back for a drug you already bought.

¢ If the IRE says Yes to part or all of what you asked for, we must authorize or give you the drug
coverage within 72 hours after we get the decision.

¢ If the IRE approves a request to pay you back for a drug you already bought, we will send
payment to you within 30 calendar days after we get the decision.

What if the Independent Review Entity says No to your Level 2 Appeal?

No means the Independent Review Entity (IRE) agrees with our decision not to approve your
request. This is called “upholding the decision.” It is also called “turning down your appeal.”

If you want to go to Level 3 of the appeals process, the drugs you are requesting must meet a
minimum dollar value. If the dollar value is less than the minimum, you cannot appeal any further. If
the dollar value is high enough, you can ask for a Level 3 appeal. The letter you get from the IRE
will tell you the dollar value needed to continue with the appeal process.

G. Asking us to cover alonger hospital stay

When you are admitted to a hospital, you have the right to get all hospital services that we cover
that are necessary to diagnose and treat your illness or injury.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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During your covered hospital stay, your doctor and the hospital staff will work with you to prepare
for the day when you leave the hospital. They will also help arrange for any care you may need
after you leave.

e The day you leave the hospital is called your “discharge date.”

e Your doctor or the hospital staff will tell you what your discharge date is.

If you think you are being asked to leave the hospital too soon, you can ask for a longer hospital
stay. This section tells you how to ask.
G1. Learning about your Medicare rights

Within two days after you are admitted to the hospital, a caseworker or nurse will give you a notice
called “An Important Message from Medicare about Your Rights.” If you do not get this notice, ask
any hospital employee for it. If you need help, please call IEHP DualChoice Member Services at
1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week, including holidays. TTY users should call
1-800-718-4347. You can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.

Read this notice carefully and ask questions if you don’t understand. The “Important Message” tells
you about your rights as a hospital patient, including your rights to:

e Get Medicare-covered services during and after your hospital stay. You have the right to know
what these services are, who will pay for them, and where you can get them.

e Be a part of any decisions about the length of your hospital stay.
¢ Know where to report any concerns you have about the quality of your hospital care.
e Appeal if you think you are being discharged from the hospital too soon.

You should sign the Medicare notice to show that you got it and understand your rights. Signing the
notice does not mean you agree to the discharge date that may have been told to you by your
doctor or hospital staff.

Keep your copy of the signed notice so you will have the information in it if you need it.

e Tolook at a copy of this notice in advance, you can call IEHP DualChoice Member Services at
1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week, including holidays. TTY users should
call 1-800-718-4347. You can also call 1-800 MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week. TTY users should call 1-877-486-2048. The call is free.

e You can also refer to the notice online at www.cms.gov/Medicare/Medicare-General-
Information/BNI/HospitalDischargeAppealNotices.

o If you need help, please call Member Services or Medicare at the numbers listed above.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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G2. Level 1 Appeal to change your hospital discharge date

If you want us to cover your inpatient hospital services for a longer time, you must request an
appeal. A Quality Improvement Organization will do the Level 1 Appeal review to find out if your
planned discharge date is medically appropriate for you. In California, the Quality Improvement
Organization is called Livanta BFCC-QIO.

To make an appeal to change your discharge date call Livanta BFCC-QIO at: 1-877-588-1123.

Call right away!

Call the Quality Improvement Organization before you leave the hospital and no later than your
planned discharge date. “An Important Message from Medicare about Your Rights” contains
information on how to reach the Quality Improvement Organization.

e If you call before you leave, you are allowed

to stay in the hospital after your planned At a glance: How to make a Level 1

discharge date without paylng for it while you Appeal to change your discharge date
wait to get the decision on your appeal from

the Quality Improvement Organization.

Call the Quality Improvement Organization
for your state at 1-877-588-1123 and ask for
¢ If you do not call to appeal, and you decide a “fast review”.

to stay in the hospital after your planned Call before you leave the hospital and

discharge date, you may have to pay all of the before your planned discharge date.
costs for hospital care you get after your

planned discharge date.

¢ If you miss the deadline for contacting the Quality Improvement Organization about your
appeal, you can make your appeal directly to our plan instead. For details, refer to Section G4
on page 149.

e Because hospital stays are covered by both Medicare and Medi-Cal, if the Quality
Improvement Organization will not hear your request to continue your hospital stay, or you
believe that your situation is urgent, involves an immediate and serious threat to your health, or
you are in severe pain, you may also file a complaint with or ask the California Department of
Managed Health Care (DMHC) for an Independent Medical Review. Please refer to Section E4
on page 130 to learn how to file a complaint and ask the DMHC for an Independent Medical
Review.

We want to make sure you understand what you need to do and what the deadlines are.

o Ask for help if you need it. If you have questions or need help at any time, please call IEHP
DualChoice Member Services at 1-877-273-IEHP (4347), 8am-8pm (PST), 7 days a week,
including holidays. TTY users should call 1-800-718-4347. You can also call the Health
Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-0222. Or you can call the
Cal MediConnect Ombuds Program at 1-855-501-3077.

) If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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What is a Quality Improvement Organization?

It is a group of doctors and other health care professionals who are paid by the federal government.
These experts are not part of our plan. They are paid by Medicare to check on and help improve the
guality of care for people with Medicare.

Ask for a “fast review”

You must ask the Quality Improvement Organization for a “fast review” of your discharge. Asking
for a “fast review” means you are asking the organization to use the fast deadlines for an appeal
instead of using the standard deadlines.

The legal term for “fast review” is “immediate review.”

What happens during the fast review?

e The reviewers at the Quality Improvement Organization will ask you or your representative why
you think coverage should continue after the planned discharge date. You don’t have to
prepare anything in writing, but you may do so if you wish.

e The reviewers will look at your medical record, talk with your doctor, and review all of the
information related to your hospital stay.

¢ By noon of the day after the reviewers tell us about your appeal, you will get a letter that gives
your planned discharge date. The letter explains the reasons why your doctor, the hospital, and
we think it is right for you to be discharged on that date.

The legal term for this written explanation is called the “Detailed Notice of Discharge.”
You can get a sample by calling IEHP DualChoice Member Services at 1-877-273-IEHP
(4347), 8am-8pm (PST), 7 days a week, including holidays. TTY users should call 1-800-
718-4347. You can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days
a week. TTY users should call 1-877-486-2048. Or you can refer to a sample notice online
at www.cms.gov/Medicare/Medicare-General-
Information/BNI/HospitalDischargeAppealNotices.

What if the answer is Yes?

¢ If the Quality Improvement Organization says Yes to your appeal, we must keep covering your
hospital services for as long as they are medically necessary.

What if the answer is No?

¢ If the Quality Improvement Organization says No to your appeal, they are saying that your
planned discharge date is medically appropriate. If this happens, our coverage for your
inpatient hospital services will end at noon on the day after the Quality Improvement
Organization gives you its answer.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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¢ If the Quality Improvement Organization says No and you decide to stay in the hospital, then
you may have to pay for your continued stay at the hospital. The cost of the hospital care that
you may have to pay begins at noon on the day after the Quality Improvement Organization
gives you its answer.

¢ If the Quality Improvement Organization turns down your appeal and you stay in the hospital
after your planned discharge date, then you can make a Level 2 Appeal as described in the
next section.

G3. Level 2 Appeal to change your hospital discharge date

If the Quality Improvement Organization has turned down your appeal and you stay in the hospital
after your planned discharge date, then you can make a Level 2 Appeal. You will need to contact
the Quality Improvement Organization again and ask for another review.

Ask for the Level 2 review within 60 calendar days after the day when the Quality Improvement
Organization said No to your Level 1 Appeal. You can ask for this review only if you stayed in the
hospital after the date that your coverage for the care ended.

In California, the Quality Improvement Organization is called Livanta BFCC-QIO. You can reach
Livanta BFCC-QIO at: 1-877-588-1123.

¢ Reviewers at the Quality Improvement
Organization will take another careful look at

At a glance: How to make a Level 2

all of the information related to your appeal. Appeal to change your discharge date

e Within 14 calendar days of receipt of your Call the Quality Improvement Organization
request for a second review, the Quality for your state at 1-877-588-1123 and ask for
Improvement Organization reviewers will another review.

make a decision.

What happens if the answer is Yes?

¢ We must pay you back for our share of the costs of hospital care you got since noon on the day
after the date of your first appeal decision. We must continue providing coverage for your
inpatient hospital care for as long as it is medically necessary.

e You must continue to pay your share of the costs and coverage limitations may apply.
What happens if the answer is No?

It means the Quality Improvement Organization agrees with the Level 1 decision and will not

change it. The letter you get will tell you what you can do if you wish to continue with the appeal
process.

If the Quality Improvement Organization turns down your Level 2 Appeal, you may have to pay the
full cost for your stay after your planned discharge date.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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You may also file a complaint with or ask the DMHC for an Independent Medical Review to continue
your hospital stay. Please refer to Section E4 on page 130 to learn how to file a complaint with and
ask the DMHC for an Independent Medical Review.

G4. What happens if you miss an appeal deadline

If you miss appeal deadlines, there is another way to make Level 1 and Level 2 Appeals, called
Alternate Appeals. But the first two levels of appeal are different.

Level 1 Alternate Appeal to change your hospital discharge date

If you miss the deadline for contacting the Quality Improvement Organization (which is within 60
days or no later than your planned discharge date, whichever comes first), you can make an appeal
to us, asking for a “fast review.” A fast review is an appeal that uses the fast deadlines instead of
the standard deadlines.

e During this review, we take a look at all of the
information about your hospital stay. We At a glance: How to make a Level 1
check that the decision about when you Alternate Appeal
should leave the hospital was fair and
followed all the rules.

Call our Member Services number and ask
for a “fast review” of your hospital discharge
e We will use the fast deadlines rather than the date.

standard deadlines for giving you the answer We will give you our decision within

to this review. This means we will give you our 72 hours.

decision within 72 hours after you ask for a

“fast review.”

o If we say Yes to your fast review, it means we agree that you still need to be in the hospital
after the discharge date. We will keep covering hospital services for as long as it is medically
necessary.

¢ It also means that we agree to pay you back for our share of the costs of care you got since the
date when we said your coverage would end.

o If we say No to your fast review, we are saying that your planned discharge date was
medically appropriate. Our coverage for your inpatient hospital services ends on the day we
said coverage would end.

o If you stayed in the hospital after your planned discharge date, then you may have to pay
the full cost of hospital care you got after the planned discharge date.

e To make sure we were following all the rules when we said No to your fast appeal, we will send
your appeal to the Independent Review Entity. When we do this, it means that your case is
automatically going to Level 2 of the appeals process.

‘ The legal term for “fast review” or “fast appeal” is “expedited appeal.”

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Level 2 Alternate Appeal to change your hospital discharge date

We will send the information for your Level 2 Appeal to the Independent Review Entity (IRE) within
24 hours of when we give you our Level 1 decision. If you think we are not meeting this deadline or
other deadlines, you can make a complaint. Section J on page 156 tells how to make a complaint.

During the Level 2 Appeal, the IRE reviews the
decision we made when we said No to your “fast At a glance: How to make a Level 2
review.” This organization decides whether the Alternate Appeal

decision we made should be changed.

You do not have to do anything. The plan
o The IRE does a “fast review” of your appeal. will automatically send your appeal to the
The reviewers usually give you an answer Independent Review Entity.
within 72 hours.

e The IRE is an independent organization that is
hired by Medicare. This organization is not connected with our plan and it is not a government
agency.

o Reviewers at the IRE will take a careful look at all of the information related to your appeal of
your hospital discharge.

¢ If the IRE says Yes to your appeal, then we must pay you back for our share of the costs of
hospital care you got since the date of your planned discharge. We must also continue our
coverage of your hospital services for as long as it is medically necessary.

o If the IRE says No to your appeal, it means they agree with us that your planned hospital
discharge date was medically appropriate.

e The letter you get from the IRE will tell you what you can do if you wish to continue with the
review process. It will give you the details about how to go on to a Level 3 Appeal, which is
handled by a judge.

You may also file a complaint with and ask the DMHC for an Independent Medical Review to
continue your hospital stay. Please refer to Section E4 on page 130 to learn how to file a complaint
with and ask the DMHC for an Independent Medical Review. You can ask for an Independent
Medical Review in addition to or instead of a Level 3 Appeal.

H. What to do if you think your home health care, skilled nursing care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services are
ending too soon

This section is about the following types of care only:

¢ Home health care services.

e Skilled nursing care in a skilled nursing facility.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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¢ Rehabilitation care you are getting as an outpatient at a Medicare-approved Comprehensive
Outpatient Rehabilitation Facility (CORF). Usually, this means you are getting treatment for an
illness or accident, or you are recovering from a major operation.

o With any of these three types of care, you have the right to keep getting covered services
for as long as the doctor says you need it.

o When we decide to stop covering any of these, we must tell you before your services end.
When your coverage for that care ends, we will stop paying for your care.

If you think we are ending the coverage of your care too soon, you can appeal our decision. This
section tells you how to ask for an appeal.

H1. We will tell you in advance when your coverage will be ending

You will get a notice at least two days before we stop paying for your care. This is called the “Notice
of Medicare Non-Coverage.” The written notice tells you the date we will stop covering your care
and how to appeal this decision.

You or your representative should sign the written notice to show that you got it. Signing it does not
mean you agree with the plan that it is time to stop getting the care.

When your coverage ends, we will stop paying.

H2. Level 1 Appeal to continue your care

If you think we are ending coverage of your care too soon, you can appeal our decision. This section
tells you how to ask for an appeal.

Before you start your appeal, understand what you need to do and what the deadlines are.

o Meet the deadlines. The deadlines are important. Be sure that you understand and follow the
deadlines that apply to things you must do. There are also deadlines our plan must follow. (If
you think we are not meeting our deadlines, you can file a complaint. Section J on page 157
tells you how to file a complaint.)

o Ask for help if you need it. If you have questions or need help at any time, please call IEHP
DualChoice Member Services at call IEHP DualChoice Member Services at 1-877-273-IEHP
(4347), 8am-8pm (PST), 7 days a week, including holidays. TTY users should call
1-800-718-4347. Or call your State Health Insurance Assistance Program at 1-800-434-0222.

During a Level 1 Appeal, a Quality Improvement Organization will review your appeal and decide
whether to change the decision we made. In California, the Quality Improvement Organization is
called Livanta BFCC-QIO. You can reach Livanta BFCC-QIO at: 1-877-588-1123. Information
about appealing to the Quality Improvement Organization is also in the “Notice of Medicare Non-
Coverage”. This is the notice you got when you were told we would stop covering your care.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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What is a Quality Improvement Organization?

It is a group of doctors and other health care

professionals who are paid by the federal At a glance: How to make a Level 1
government. These experts are not part of our Appeal to ask the plan to continue your
plan. They are paid by Medicare to check on and care

help improve the quality of care for people with Call the Quality Improvement Organization
Medicare. for your state at 1-877-588-1123 and ask for

a “fast-track appeal.”
What should you ask for? it

Call before you leave the agency or facility

Ask them for a “fast-track appeal.” This is an that is providing your care and before your
independent review of whether it is medically planned discharge date.

appropriate for us to end coverage for your
services.

What is your deadline for contacting this organization?

e You must contact the Quality Improvement Organization no later than noon of the day after you
got the written notice telling you when we will stop covering your care.

¢ If you miss the deadline for contacting the Quality Improvement Organization about your
appeal, you can make your appeal directly to us instead. For details about this other way to
make your appeal, refer to Section H4 on page 154.

¢ If the Quality Improvement Organization will not hear your request to continue coverage of your
health care services or you believe that your situation is urgent or involves an immediate and
serious threat to your health or if you are in severe pain, you may file a complaint with and ask
the California Department of Managed Health Care (DMHC) for an Independent Medical
Review. Please refer to Section E4 on page 130 to learn how to file a complaint with and ask
the DMHC for an Independent Medical Review.

The legal term for the written notice is “Notice of Medicare Non-Coverage.” To get a
sample copy, call IEHP DualChoice Member Services at 1-877-273-IEHP (4347), 8am-
8pm (PST), 7 days a week, including holidays. TTY users should call 1-800-718-4347.You
can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY
users should call 1-877-486-2048. Or refer to a copy online at
www.cms.gov/Medicare/Medicare-General-Information/BNI/MAEDNotices.

What happens during the Quality Improvement Organization’s review?

e The reviewers at the Quality Improvement Organization will ask you or your representative why
you think coverage for the services should continue. You don’t have to prepare anything in
writing, but you may do so if you wish.

¢ When you ask for an appeal, the plan must write a letter to you and the Quality Improvement
Organization explaining why your services should end.

) If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e The reviewers will also look at your medical records, talk with your doctor, and review
information that our plan has given to them.

e Within one full day after reviewers have all the information they need, they will tell you
their decision. You will get a letter explaining the decision.

The legal term for the letter explaining why your services should end is “Detailed
Explanation of Non-Coverage.”

What happens if the reviewers say Yes?

e |f the reviewers say Yes to your appeal, then we must keep providing your covered services for
as long as they are medically necessary.

What happens if the reviewers say No?

¢ If the reviewers say No to your appeal, then your coverage will end on the date we told you.
We will stop paying our share of the costs of this care.

¢ If you decide to keep getting the home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services after the date your coverage
ends, then you will have to pay the full cost of this care yourself.

H3. Level 2 Appeal to continue your care

If the Quality Improvement Organization said No to the appeal and you choose to continue getting
care after your coverage for the care has ended, you can make a Level 2 Appeal.

During the Level 2 Appeal, the Quality Improvement Organization will take another look at the
decision they made at Level 1. If they say they agree with the Level 1 decision, you may have to
pay the full cost for your home health care, skilled nursing facility care, or said your coverage would
end.

In California, the Quality Improvement
Organization is called Livanta BFCC-QIO.
You can reach Livanta BFCC-QIO at:

At a glance: How to make a Level 2 Appeal to
require that the plan cover your care for longer

1-877-588-1123. Ask for the Level 2 Call the Quality Improvement Organization for your
review within 60 calendar days after the state at 1-877-588-1123 and ask for another review.
day when the Quality Improvement Call before you leave the agency or facility that is
Organization said No to your Level 1 providing your care and before your planned

Appeal. You can ask for this review only if discharge date.
you continued getting care after the date
that your coverage for the care ended.

e Reviewers at the Quality Improvement Organization will take another careful look at all
of the information related to your appeal.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e The Quality Improvement Organization will make its decision within 14 calendar days of receipt
of your appeal request.

What happens if the review organization says Yes?

¢ We must pay you back for our share of the costs of care you got since the date when we said
your coverage would end. We must continue providing coverage for the care for as long as it is
medically necessary.

What happens if the review organization says No?
¢ It means they agree with the decision they made on the Level 1 Appeal and will not change it.

e The letter you get will tell you what to do if you wish to continue with the review process. It will
give you the details about how to go on to a Level 3 Appeal, which is handled by a judge.

¢ You may file a complaint with and ask the DMHC for an Independent Medical Review to
continue coverage of your health care services. Please refer to Section E4 on page 13 to learn
how to ask the DMHC for an Independent Medical Review. You can file a complaint with and
ask the DMHC for an Independent Medical Review in addition to or instead of a Level 3
Appeal.

H4. What happens if you miss the deadline for making your Level 1 Appeal

If you miss appeal deadlines, there is another way to make Level 1 and Level 2 Appeals, called
Alternate Appeals. But the first two levels of appeal are different.

Level 1 Alternate Appeal to continue your care for longer

If you miss the deadline for contacting the Quality Improvement Organization, you can make an
appeal to us, asking for a “fast review.” A fast review is an appeal that uses the fast deadlines
instead of the standard deadlines.

e During this review, we take a look at all of the information about your home health care, skilled
nursing facility care, or care you are getting at a Comprehensive Outpatient Rehabilitation
Facility (CORF). We check that the decision about when your services should end was fair and
followed all the rules.

e We will use the fast deadlines rather than At a glance: How to make a Level 1
the standard deadlines for giving you the Alternate Appeal
answer to this review. We will give you our Call our IEHP DualChoice Member Services
decision within 72 hours after you ask for a number and ask for a “fast review.”
“fast review.”

We will give you our decision within 72 hours.
e |f we say Yes to your fast review, it means
we agree that we will keep covering your
services for as long as it is medically necessary.

¢ It also means that we agree to pay you back for our share of the costs of care you got since the
date when we said your coverage would end.

) If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e If we say No to your fast review, we are saying that stopping your services was medically
appropriate. Our coverage ends as of the day we said coverage would end.

If you continue getting services after the day we said they would stop, you may have to pay the full
cost of the services.

To make sure we were following all the rules when we said No to your fast appeal, we will send your
appeal to the “Independent Review Entity.” When we do this, it means that your case is automatically
going to Level 2 of the appeals process.

The legal term for “fast review” or “fast appeal” is “expedited appeal.”

Level 2 Alternate Appeal to continue your care for longer

We will send the information for your Level 2 Appeal to the Independent Review Entity (IRE) within
24 hours of when we give you our Level 1 decision. If you think we are not meeting this deadline or
other deadlines, you can make a complaint. Section J on page 157 tells how to make a complaint.

During the Level 2 Appeal, the IRE reviews the decision we made when we said No to your “fast
review.” This organization decides whether the decision we made
should be changed.

At a glance: How to make

e The IRE does a “fast review” of your appeal. The reviewers aLevel 2 Appeal to
usually give you an answer within 72 hours. require that the plan

e The IRE is an independent organization that is hired by e
Medicare. This organization is not connected with our plan, You do not have to do
and it is not a government agency. anything. The plan will

automatically send your
appeal to the Independent
Review Entity.

o Reviewers at the IRE will take a careful look at all of the
information related to your appeal.

e |If the IRE says Yes to your appeal, then we must pay you
back for our share of the costs of care. We must also continue
our coverage of your services for as long as it is medically necessary.

o If the IRE says No to your appeal, it means they agree with us that stopping coverage of
services was medically appropriate.

The letter you get from the IRE will tell you what you can do if you wish to continue with the review
process. It will give you details about how to go on to a Level 3 Appeal, which is handled by a
judge.

You may also file a complaint with and ask the DMHC for an Independent Medical Review to
continue coverage of your health care services. Please refer to Section E4 on page 130 to learn
how to ask the DMHC for an Independent Medical Review. You can file a complaint with and ask for
an Independent Medical Review in addition to or instead of a Level 3 Appeal.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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I. Taking your appeal beyond Level 2

I1. Next steps for Medicare services and items

If you made a Level 1 Appeal and a Level 2 Appeal for Medicare services or items, and both your
appeals have been turned down, you may have the right to additional levels of appeal. The letter
you get from the Independent Review Entity will tell you what to do if you wish to continue the
appeals process.

Level 3 of the appeals process is an Administrative Law Judge (ALJ) hearing. The person who
makes the decision in a Level 3 appeal is an ALJ or an attorney adjudicator. If you want an ALJ or
attorney adjudicator to review your case, the item or medical service you are requesting must meet
a minimum dollar amount. If the dollar value is less than the minimum level, you cannot appeal any
further. If the dollar value is high enough, you can ask an ALJ or attorney adjudicator to hear your
appeal.

If you do not agree with the ALJ or attorney adjudicator’s decision, you can go to the Medicare
Appeals Council. After that, you may have the right to ask a federal court to look at your appeal.

If you need assistance at any stage of the appeals process, you can contact the Cal MediConnect
Ombuds Program at 1-855-501-3077.

12. Next steps for Medi-Cal services and items

You also have more appeal rights if your appeal is about services or items that might be covered
by Medi-Cal. If you do not agree with the State Hearing decision and you want another judge to
review it, you may ask for a rehearing and/or seek judicial review.

To ask for a rehearing, mail a written request (a letter) to:

The Rehearing Unit
744 P Street, MS 19-37
Sacramento, CA 95814

This letter must be sent within 30 days after you get your decision. This deadline can be extended
up to 180 days if you have a good reason for being late.

In your rehearing request, state the date you got your decision and why a rehearing should be
granted. If you want to present additional evidence, describe the additional evidence and explain
why it was not introduced before and how it would change the decision. You may contact legal
services for assistance.

To ask for judicial review, you must file a petition in Superior Court (under Code of Civil Procedure
Section 1094.5) within one year after receiving your decision. File your petition in the Superior
Court for the county named in your decision. You may file this petition without asking for a
rehearing. No filing fees are required. You may be entitled to reasonable attorney’s fees and costs
if the Court issues a final decision in your favor.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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If a rehearing was heard and you do not agree with the decision from the rehearing, you may seek
judicial review but you cannot request another rehearing.

J. How to make a complaint

J1. What kinds of problems should be complaints

The complaint process is used for certain types of problems only, such as problems related
to quality of care, waiting times, and customer service. Here are examples of the kinds of
problems handled by the complaint process.

Complaints about quality
e You are unhappy with the quality of care, such as the care you got in the hospital.

Complaints about privacy

¢ You think that someone did not respect your

_ , _ _ At a glance: How to make a complaint
right to privacy, or shared information about

you that is confidential. You can make an internal complaint. with our
_ _ plan and/or an external complaint with an
Complaints about poor customer service organization that is not connected to our
e A health care provider or staff was rude or plan.
disrespectful to you. To make an internal complaint, call IEHP
e |EHP DualChoice staff treated you poorly. II(DatJtZIrChOIce HERET SRS @ SEE S &

e You think you are being pushed out of the

plan There are different organizations that handle

external complaints. For more information,
Complaints about accessibility read Section J3 on page 159.

¢ You cannot physically access the health care
services and facilities in a doctor or provider’s
office.

e Your provider does not give you a reasonable accommodation you need such as an American
Sign Language interpreter.

Complaints about waiting times
e You are having trouble getting an appointment, or waiting too long to get it.

¢ You have been kept waiting too long by doctors, pharmacists, or other health professionals or
by IEHP DualChoice Member Services or other plan staff.

Complaints about cleanliness
e You think the clinic, hospital or doctor’s office is not clean.
Complaints about language access

e Your doctor or provider does not provide you with an interpreter during your appointment.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Complaints about communications from us
¢ You think we failed to give you a notice or letter that you should have received.
¢ You think the written information we sent you is too difficult to understand.

Complaints about the timeliness of our actions related to coverage decisions or appeals

¢ You believe that we are not meeting our deadlines for making a coverage decision or
answering your appeal.

¢ You believe that, after getting a coverage or appeal decision in your favor, we are not meeting
the deadlines for approving or giving you the service or paying you back for certain medical
services.

e You believe we did not forward your case to the Independent Review Entity on time.

The legal term for a “complaint” is a “grievance.”

The legal term for “making a complaint” is “filing a grievance.”

Are there different types of complaints?

Yes. You can make an internal complaint and/or an external complaint. An internal complaint is filed
with and reviewed by our plan. An external complaint is filed with and reviewed by an organization
that is not affiliated with our plan. If you need help making an internal and/or external complaint, you
can call the Cal MediConnect Ombuds Program at 1-855-501-3077.

J2. Internal complaints

To make an internal complaint, call IEHP DualChoice Member Services at 1-877-273-IEHP (4347),
8am-8pm (PST), 7 days a week, including holidays. TTY users should call 1-800-718-4347. You
can make the complaint at any time unless it is about a Part D drug. If the complaint is about a Part
D drug, you must file it within 60 calendar days after you had the problem you want to complain
about.

e |If there is anything else you need to do, IEHP DualChoice Member Services will tell you.

e You can also write your complaint and send it to us. If you put your complaint in writing, we will
respond to your complaint in writing.

e You can use our “Member Appeal and Grievance Form” that is available on our website at
www.iehp.org. All of our providers have the form or we can mail one to you. You can also file a
grievance online. You can give a completed form to an IEHP DualChoice provider or send it to
us at the address listed below:

IEHP DualChoice
P.O. Box 1800
Rancho Cucamonga, CA 91729-1800

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e For a detailed description of our process, including timeframes, please visit our website at
www.iehp.org or contact IEHP DualChoice Member Services at 1-877-273-IEHP (4347),
8am-8pm (PST), 7 days a week, including holidays. TTY users should call 1-800-718-4347.

The legal term for “fast complaint” is “expedited grievance.”

If possible, we will answer you right away. If you call us with a complaint, we may be able to give
you an answer on the same phone call. If your health condition requires us to answer quickly, we
will do that.

o We answer most complaints within 30 calendar days. If we do not make a decision within 30
calendar days because we need more information, we will notify you in writing. We will also
provide a status update and estimated time for you to get the answer.

¢ If you are making a complaint because we denied your request for a “fast coverage decision” or
a “fast appeal,” we will automatically give you a “fast complaint” and respond to your complaint
within 24 hours.

e If you are making a complaint because we took extra time to make a coverage decision, we will
automatically give you a “fast complaint” and respond to your complaint within 24 hours.

o If we do not agree with some or all of your complaint, we will tell you and give you our reasons.
We will respond whether we agree with the complaint or not.

J3. External complaints
You can tell Medicare about your complaint

You can send your complaint to Medicare. The Medicare Complaint Form is available at:
www.medicare.gov/MedicareComplaintForm/home.aspx.

Medicare takes your complaints seriously and will use this information to help improve the
quality of the Medicare program.

If you have any other feedback or concerns, or if you feel the plan is not addressing your problem,
please call 1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048. The call is
free.

You can tell Medi-Cal about your complaint

The Cal MediConnect Ombuds Program also helps solve problems from a neutral standpoint to
make sure that our members get all the covered services that we must provide. The Cal
MediConnect Ombuds Program is not connected with us or with any insurance company or health
plan.

The phone number for the Cal MediConnect Ombuds Program is 1-855-501-3077. The services are
free.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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You can tell the California Department of Managed Health Care about your complaint

The California Department of Managed Health Care (DMHC) is responsible for regulating health
plans. You can call the DMHC Help Center for help with complaints about Medi-Cal services. You
may contact the DMHC if you need help with a complaint involving an urgent issue or one that
involves an immediate and serious threat to your health, if you are in severe pain, if you disagree
with our plan’s decision about your complaint, or if our plan has not resolved your complaint after 30
calendar days.

Here are two ways to get help from the Help Center:

e Call 1-888-466-2219. Individuals who are deaf, hard of hearing, or speech-impaired can use
the toll-free TDD number, 1-877-688-9891. The call is free.

e Visit the Department of Managed Health Care’s website (www.dmhc.ca.gov).
You can file a complaint with the Office for Civil Rights

You can make a complaint to the Department of Health and Human Services’ Office for Civil Rights
if you think you have not been treated fairly. For example, you can make a complaint about
disability access or language assistance. The phone number for the Office for Civil Rights is
1-800-368-1019. TTY users should call 1-800-537-7697. You can also visit www.hhs.gov/ocr for
more information.

You may also contact the local Office for Civil Rights office at:

U.S. Department of Health and Human Services
90 7th Street, Suite 4-100

San Francisco, CA 94103

Telephone: 1-800-368-1019

TDD: 1-800-537-7697

Fax: 1-415-437-8329

You may also have rights under the Americans with Disability Act. You can contact the Cal
MediConnect Ombuds Program for assistance. The phone number is 1-855-501-3077.

You can file a complaint with the Quality Improvement Organization

When your complaint is about quality of care, you also have two choices:

o If you prefer, you can make your complaint about the quality of care directly to the Quality
Improvement Organization (without making the complaint to us).

e Or you can make your complaint to us and to the Quality Improvement Organization. If you
make a complaint to this organization, we will work with them to resolve your complaint.

The Quality Improvement Organization is a group of practicing doctors and other health care
experts paid by the federal government to check and improve the care given to Medicare patients.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.

160


http://www.dmhc.ca.gov/
http://www.hhs.gov/ocr

IEHP DUALCHOICE MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

To learn more about the Quality Improvement Organization, refer to Chapter 2 (Important phone
numbers and resources).

In California, the Quality Improvement Organization is called Livanta BFCC-QIO. The phone
number for Livanta BFCC-QIO is 1-877-588-1123.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.

161



IEHP DUALCHOICE MEMBER HANDBOOK Chapter 10: Ending your membership in our Cal MediConnect plan

Chapter 10: Ending your membership in our Cal MediConnect
plan

Introduction

This chapter tells about ways you can end your membership in our Cal MediConnect plan and your
health coverage options after you leave the plan. If you leave our plan, you will still be in the Medicare
and Medi-Cal programs as long as you are eligible. Key terms and their definitions appear in
alphabetical order in the last chapter of the Member Handbook.

Table of Contents
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If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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A. When you can end your membership in our Cal MediConnect plan

You can end your membership in IEHP DualChoice at any time during the year by enrolling in
another Medicare Advantage Plan, enrolling in another Cal MediConnect plan, or moving to Original
Medicare.

Your membership will end on the last day of the month that we get your request to change your plan.
For example, if we get your request on January 18, your coverage with our plan will end on January
31. Your new coverage will begin the first day of the next month (February 1, in this example).

When you end your membership in our plan, you will continue to be enrolled in IEHP Health Access
for your Medi-Cal services, unless you choose a different Cal MediConnect plan or a different Medi-
Cal only plan. You can also choose your Medicare enroliment options when you end your
membership in our plan. If you leave our plan, you can get information about your:

e Medicare options in the table on page 164.
e Medi-Cal services on page 166.

You can get more information about how you can end your membership by calling:

e |EHP DualChoice Member Services at 1-877-273-IEHP (4347), 8:00 a.m. to 8:00 p.m. (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347.

Health Care Options at 1-844-580-7272, Monday through Friday from 8:00 a.m. to 6:00 p.m.
TTY users should call 1-800-430-7077.

State Health Insurance Assistance Program (SHIP), California Health Insurance Counseling
and Advocacy Program (HICAP), at 1-800-434-0222, Monday through Friday from 8:00 a.m. to
5:00 p.m. For more information or to find a local HICAP office in your area, please visit
https://www.coasc.org/programs/hicap/.

Cal MediConnect Ombuds Program at 1-855-501-3077, Monday through Friday from 9:00 a.m.
to 5:00 p.m. TTY users should call 1-855-847-7914.

Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users
should call 1-877-486-2048.

NOTE: If you're in a drug management program, you may not be able to change plans. Refer to
Chapter 5 (Getting your outpatient prescription drugs through the plan) for information about drug
management programs.

B. How to end your membership in our Cal MediConnect plan

If you decide to end your membership, tell Medi-Cal or Medicare that you want to leave IEHP
DualChoice:

e Call Health Care Options at 1-844-580-7272, Monday through Friday from 8:00 a.m. to 6:00
p.m. TTY users should call 1-800-430-7077; OR

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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e Call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY
users (people who have difficulty hearing or speaking) should call 1-877-486-2048. When you
call 1-800-MEDICARE, you can also enroll in another Medicare health or drug plan. More
information on getting your Medicare services when you leave our plan is in the chart on page
164.

C. How to join a different Cal MediConnect plan

If you want to keep getting your Medicare and Medi-Cal benefits together from a single plan, you
can join a different Cal MediConnect plan.

To enroll in a different Cal MediConnect plan:

e Call Health Care Options at 1-844-580-7272, Monday through Friday from 8:00 a.m. to 6:00
p.m. TTY users should call 1-800-430-7077. Tell them you want to leave IEHP DualChoice and
join a different Cal MediConnect plan. If you are not sure what plan you want to join, they can
tell you about other plans in your area.

Your coverage with IEHP DualChoice will end on the last day of the month that we get your request.

D. How to get Medicare and Medi-Cal services separately

If you do not want to enroll in a different Cal MediConnect plan after you leave IEHP DualChoice,
you will go back to getting your Medicare and Medi-Cal services separately.

D1. Ways to get your Medicare services

You will have a choice about how you get your Medicare benefits.

You have three options for getting your Medicare services. By choosing one of these options, you
will automatically end your membership in our Cal MediConnect plan.

1. You can change to: Here is what to do:

A Medicare health plan, such Call Medicare at 1-800-MEDICARE

as a Medicare Advantage Plan (1-800-633-4227), 24 hours a day, 7 days a week.
or, if you meet eligibility TTY users should call 1-877-486-2048.

requirements and live within
the service area, a Program of
All-inclusive Care for the
Elderly (PACE)

For PACE inquiries, call 1-855-921-PACE (7223).
If you need help or more information:

e Call the California Health Insurance
Counseling and Advocacy Program (HICAP)
at 1-800-434-0222, Monday through Friday
from 8:00 a.m. to 5:00 p.m. For more

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7

 days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more

information, visit www.iehp.org.
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information or to find a local HICAP office in
your area, please visit
https://www.coasc.org/programs/hicap/.

You will automatically be disenrolled from IEHP
DualChoice when your new plan’s coverage
begins.

2. You can change to:

Original Medicare with a
separate Medicare prescription
drug plan

Here is what to do:

Call Medicare at 1-800-MEDICARE

(1-800-633-4227), 24 hours a day, 7 days a week.

TTY users should call 1-877-486-2048.
If you need help or more information:

e Call the California Health Insurance
Counseling and Advocacy Program (HICAP)
at 1-800-434-0222, Monday through Friday
from 8:00 a.m. to 5:00 p.m. For more
information or to find a local HICAP office in
your area, please visit
https://lwww.coasc.org/programs/hicap/.

You will automatically be disenrolled from IEHP
DualChoice when your Original Medicare
coverage begins.

3. You can change to:

Original Medicare without a
separate Medicare prescription
drug plan

NOTE: If you switch to Original
Medicare and do not enroll in a
separate Medicare prescription
drug plan, Medicare may enroll
you in a drug plan, unless you tell
Medicare you do not want to join.

You should only drop prescription
drug coverage if you have drug
coverage from another source,

Here is what to do:

Call Medicare at 1-800-MEDICARE

(1-800-633-4227), 24 hours a day, 7 days a week.

TTY users should call 1-877-486-2048.
If you need help or more information:

e Call the California Health Insurance
Counseling and Advocacy Program (HICAP)
at 1-800-434-0222, Monday through Friday
from 8:00 a.m. to 5:00 p.m. For more
information or to find a local HICAP office in
your area, please visit
https://www.coasc.org/programs/hicap/.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
B days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
165



IEHP DUALCHOICE MEMBER HANDBOOK Chapter 10: Ending your membership in our Cal MediConnect plan

such as an employer or union. If You will automatically be disenrolled from IEHP
you have questions about whether DualChoice when your Original Medicare
you need drug coverage, call the coverage begins.

California Health Insurance
Counseling and Advocacy
Program (HICAP) at 1-800-434-
0222, Monday through Friday from
8:00 a.m. to 5:00 p.m. For more
information or to find a local
HICAP office in your area, please
visit
https://lwww.coasc.org/programs/hi
cap/.

D2. How to get your Medi-Cal services

If you leave our Cal MediConnect plan, you will continue to get your Medi-Cal services through
IEHP Health Access unless you select a different plan for your Medi-Cal services.

Your Medi-Cal services include most long-term services and supports and behavioral health care.

If you want to choose a different plan for your Medi-Cal services, you need to let Health Care
Options know when you ask to end your membership with our Cal MediConnect plan.

e Call Health Care Options at 1-844-580-7272, Monday through Friday from 8:00 a.m. to 6:00
p.m. TTY users should call 1-800-430-7077. Tell them you want to leave IEHP DualChoice and
join a different Medi-Cal plan. If you are not sure what plan you want to join, they can tell you
about other plans in your area.

When you end your membership with our Cal MediConnect plan, you will get a new Member ID
Card, a new Member Handbook, and a new Provider and Pharmacy Directory for your Medi-Cal
coverage.

E. Keep getting your medical services and drugs through our plan until
your membership ends

If you leave IEHP DualChoice, it may take time before your membership ends and your new
Medicare and Medi-Cal coverage begins. Refer to page 163 for more information. During this time,
you will keep getting your health care and drugs through our plan.

e You should use our network pharmacies to get your prescriptions filled. Usually, your
prescription drugs are covered only if they are filled at a network pharmacy including through
our mail-order pharmacy services.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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If you are hospitalized on the day that your membership ends, your hospital stay will
usually be covered by our Cal MediConnect plan until you are discharged. This will
happen even if your new health coverage begins before you are discharged.

F.

Other situations when your membership in our Cal MediConnect plan
ends

These are the cases when IEHP DualChoice must end your membership in the plan:

If there is a break in your Medicare Part A and Part B coverage.

If you no longer qualify for Medi-Cal. Our plan is for people who qualify for both Medicare and
Medi-Cal. To keep Medi-Cal eligibility, you have to continue meeting the program income and
residency criteria and other requirements. Please contact your County Medi-Cal Eligibility
Worker for more information.

If you move out of our service area.
If you are away from our service area for more than six months

o If you move or take a long trip, you need to call Member Services to find out if the place you
are moving or traveling to is in our plan’s service area.

If you go to jail or prison for a criminal offense.
If you lie about or withhold information about other insurance you have for prescription drugs.
If you are not a United States citizen or are not lawfully present in the United States.

o You must be a United States citizen or lawfully present in the United States to be a member
of our plan.

o The Centers for Medicare & Medicaid Services will notify us if you are not eligible to remain
a member on this basis.

o We must disenroll you if you do not meet this requirement.

If you no longer qualify for Medi-Cal or your circumstances have changed that make you no longer
eligible for Cal MediConnect, you may continue to get your benefits from IEHP DualChoice for an
additional two-month period. This additional time will allow you to correct your eligibility information
if you believe that you are still eligible. You will get a letter from us about the change in your
eligibility with instructions to correct your eligibility information.

To stay a member of IEHP DualChoice, you must qualify again by the last day of the two-
month period.

If you do not qualify by the end of the two-month period, you'll be disenrolled from IEHP
DualChoice.

We can make you leave our plan for the following reasons only if we get permission from Medicare
and Medi-Cal first:

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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¢ If you intentionally give us incorrect information when you are enrolling in our plan and that
information affects your eligibility for our plan.

¢ If you continuously behave in a way that is disruptive and makes it difficult for us to provide
medical care for you and other members of our plan.

¢ If you let someone else use your Member ID Card to get medical care.

o If we end your membership because of this reason, Medicare may have your case
investigated by the Inspector General.

G. Rules against asking you to leave our Cal MediConnect plan for any
health-related reason

If you feel that you are being asked to leave our plan for a health-related reason, you should call
Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. You may
call 24 hours a day, 7 days a week.

You should also call the Cal MediConnect Ombuds Program at 1-855-501-3077, Monday through
Friday from 9:00 a.m. to 5:00 p.m. TTY users should call 1-855-847-7914.

H. Your right to make a complaint if we end your membership in our plan

If we end your membership in our Cal MediConnect plan, we must tell you our reasons in writing
for ending your membership. We must also explain how you can file a grievance or make a
complaint about our decision to end your membership. You can also refer to Chapter 9 (What to do
if you have a problem or complaint [coverage decisions, appeals, complaints]) for information
about how to make a complaint.

I. How to get more information about ending your plan membership

If you have questions or would like more information on when we can end your membership, you
can:

e Call IEHP DualChoice Member Services at 1-877-273-IEHP (4347), 8:00 a.m. to 8:00 p.m.
(PST), 7 days a week, including holidays. TTY users should call 1-800-718-4347.

e Call Health Care Options at 1-844-580-7272, Monday through Friday from 8:00 a.m. to 6:00
p.m. TTY users should call 1-800-430-7077.

e Call the California Health Insurance Counseling and Advocacy Program (HICAP) at
1-800-434-0222, Monday through Friday from 8:00 a.m. to 5:00 p.m. For more information or to
find a local HICAP office in your area, please visit https://www.coasc.org/programs/hicap/.

e Call the Cal MediConnect Ombuds Program at 1-855-501-3077, Monday through Friday from
9:00 a.m. to 5:00 p.m. TTY users should call 1-855-847-7914.

e Call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY
users should call 1-877-486-2048.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Chapter 11: Legal notices

Introduction

This chapter includes legal notices that apply to your membership in IEHP DualChoice. Key terms
and their definitions appear in alphabetical order in the last chapter of the Member Handbook.

Table of Contents
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A. Notice about laws

Many laws apply to this Member Handbook. These laws may affect your rights and responsibilities
even if the laws are not included or explained in this handbook. The main laws that apply to this
handbook are federal laws about the Medicare and Medi-Cal programs. Other federal and state laws
may apply too.

B. Notice about nondiscrimination

Every company or agency that works with Medicare and Medi-Cal must obey laws that protect you
from discrimination or unfair treatment. We don’t discriminate or treat you differently because of your
age, claims experience, color, ethnicity, evidence of insurability, gender, genetic information,
geographic location within the service area, health status, medical history, mental or physical
disability, national origin, race, religion, or sex. In addition, we don’t discriminate or treat you
differently because of your ancestry, marital status, or sexual orientation. All organizations that
provide Medicare Advantage plans, like our plan, must obey Federal laws against discrimination,
including Title VI of the Civil Rights Act of 1964, the Rehabilitation Action of 1973, the Age
Discrimination Act of 1975, the Americans with Disabilities Act, all other law that apply to
organizations that get Federal funding, and any other laws and rules that apply for any other reason.

If you want more information or have concerns about discrimination or unfair treatment:

¢ Call the Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019.
TTY users can call 1-800-537-7697. You can also visit www.hhs.gov/ocr for more information.

e Call your local Office for Civil Rights.
o San Bernardino County: (909) 252-4356
o Riverside County: (951) 358-3000

If you have a disability and need help accessing health care services or a provider, call IEHP
DualChoice Member Services. If you have a complaint, such as a problem with wheelchair access,
IHEP DualChoice Member Services can help.

C. Notice about Medicare as a second payer and Medi-Cal as a payer of
last resort

Sometimes someone else has to pay first for the services we provide you. For example, if you are in
a car accident or if you are injured at work, insurance or Workers Compensation has to pay first.

We have the right and responsibility to collect for covered Medicare services for which Medicare is
not the first payer.

The Cal MediConnect program complies with State and Federal laws and regulations relating to the
legal liability of third parties for health care services to members. We will take all reasonable
measures to ensure that the Medi-Cal program is the payer of last resort.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Chapter 12: Definitions of important words

Introduction

This chapter includes key terms used throughout the Member Handbook with their definitions. The
terms are listed in alphabetical order. If you can’t find a term you’re looking for or if you need more
information than a definition includes, contact IEHP DualChoice Member Services.

Activities of daily living (ADL): The things people do on a normal day, such as eating, using the
toilet, getting dressed, bathing, or brushing teeth.

Aid paid pending: You can continue getting your benefits while you are waiting for a decision about
a Level 1 Appeal or a State Hearing (Refer to Chapter 9 [What to do if you have a problem or
complaint {coverage decisions, appeals, complaints}] for more information). This continued coverage
is called “aid paid pending.”

Ambulatory surgical center: A facility that provides outpatient surgery to patients who do not need
hospital care and who are not expected to need more than 24 hours of care.

Appeal: A way for you to challenge our action if you think we made a mistake. You can ask us to
change a coverage decision by filing an appeal. Chapter 9 (What to do if you have a problem or
complaint [coverage decisions, appeals, complaints]) explains appeals, including how to make an
appeal.

Behavioral Health: An all-inclusive term referring to mental health and substance use disorders.

Brand name drug: A prescription drug that is made and sold by the company that originally made
the drug. Brand name drugs have the same ingredients as the generic versions of the drugs.
Generic drugs are usually made and sold by other drug companies.

Cal MediConnect: A program that provides both your Medicare and Medi-Cal benefits together in
one health plan. You have one Member ID Card for all your benefits.

Care coordinator: One main person who works with you, with the health plan, and with your care
providers to make sure you get the care you need.

Care plan: Refer to “Individualized Care Plan.”

Care Plan Optional Services (CPO Services): Additional services that are optional under your
Individualized Care Plan (ICP). These services are not intended to replace long-term services and
supports that you are authorized to get under Medi-Cal.

Care team: Refer to “Interdisciplinary Care Team.”

Centers for Medicare & Medicaid Services (CMS): The federal agency in charge of Medicare.
Chapter 2 (Important phone numbers and resources) explains how to contact CMS.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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Community-Based Adult Services (CBAS): Outpatient, facility-based service program that delivers
skilled nursing care, social services, occupational and speech therapies, personal care,
family/caregiver training and support, nutrition services, transportation, and other services to eligible
Enrollees who meet applicable eligibility criteria.

Complaint: A written or spoken statement saying that you have a problem or concern about your
covered services or care. This includes any concerns about the quality of service, quality of your
care, our network providers, or our network pharmacies. The formal name for “making a complaint”
is “filing a grievance.”

Comprehensive outpatient rehabilitation facility (CORF): A facility that mainly provides
rehabilitation services after an illness, accident, or major operation. It provides a variety of services,
including physical therapy, social or psychological services, respiratory therapy, occupational
therapy, speech therapy, and home environment evaluation services.

Coverage decision: A decision about what benefits we cover. This includes decisions about
covered drugs and services or the amount we will pay for your health services. Chapter 9 (What to
do if you have a problem or complaint [coverage decisions, appeals, complaints]) explains how to
ask us for a coverage decision.

Covered drugs: The term we use to mean all of the prescription and over-the-counter (OTC) drugs
covered by our plan.

Covered services: The general term we use to mean all of the health care, long-term services and
supports, supplies, prescription and over-the-counter drugs, equipment, and other services covered
by our plan.

Cultural competence training: Training that provides additional instruction for our health care
providers that helps them better understand your background, values, and beliefs to adapt services
to meet your social, cultural, and language needs.

Department of Health Care Services (DHCS): The State department in California that administers
the Medicaid Program (referred to as Medi-Cal in California), generally referred to as “the State” in
this handbook.

Department of Managed Health Care (DMHC): The State department in California that is
responsible for regulating health plans. The DMHC helps people in Cal MediConnect with appeals
and complaints about Medi-Cal services. The DMHC also conducts Independent Medical Reviews
(IMR).

Disenrollment: The process of ending your membership in our plan. Disenroliment may be
voluntary (your own choice) or involuntary (not your own choice).

Drug tiers: Groups of drugs on our Drug List. Generic, brand name, or over-the-counter (OTC)
drugs are examples of drug tiers. Every drug on the Drug List is in one of 3 tiers.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
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Durable medical equipment (DME): Certain items your doctor orders for use in your own home.
Examples of these items are wheelchairs, crutches, powered mattress systems, diabetic supplies,
hospital beds ordered by a provider for use in the home, 1V infusion pumps, speech generating
devices, oxygen equipment and supplies, nebulizers, and walkers.

Emergency: A medical emergency is when you, or any other person with an average knowledge of
health and medicine, believe that you have medical symptoms that need immediate medical
attention to prevent death, loss of a body part, or loss of function of a body part. The medical
symptoms may be a serious injury or severe pain.

Emergency care: Covered services that are given by a provider trained to give emergency services
and needed to treat a medical or behavioral health emergency.

Exception: Permission to get coverage for a drug that is not normally covered or to use the drug
without certain rules and limitations.

Extra Help: Medicare program that helps people with limited incomes and resources reduce
Medicare Part D prescription drug costs, such as premiums, deductibles, and copays. Extra Help is
also called the “Low-Income Subsidy,” or “LIS.”

Generic drug: A prescription drug that is approved by the federal government to use in place of a
brand name drug. A generic drug has the same ingredients as a brand name drug. It is usually
cheaper and works just as well as the brand name drug.

Grievance: A complaint you make about us or one of our network providers or pharmacies. This
includes a complaint about the quality of your care or the quality of service provided by your health
plan.

Health Insurance Counseling and Advocacy Program (HICAP): A program that provides free and
objective information and counseling about Medicare. Chapter 2 (Important phone numbers and
resources) explains how to contact HICAP.

Health plan: An organization made up of doctors, hospitals, pharmacies, providers of long-term
services, and other providers. It also has care coordinators to help you manage all your providers
and services. They all work together to provide the care you need.

Health risk assessment: A review of a patient’s medical history and current condition. It is used to
figure out the patient’s health and how it might change in the future.

Home health aide: A person who provides services that do not need the skills of a licensed nurse or
therapist, such as help with personal care (like bathing, using the toilet, dressing, or carrying out the
prescribed exercises). Home health aides do not have a nursing license or provide therapy.

Hospice: A program of care and support to help people who have a terminal prognosis live
comfortably. A terminal prognosis means that a person has a terminal iliness and is expected to
have six months or less to live.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
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e An enrollee who has a terminal prognosis has the right to elect hospice.

e A specially trained team of professionals and caregivers provide care for the whole person,
including physical, emotional, social, and spiritual needs.

o |EHP DualChoice must give you a list of hospice providers in your geographic area.

Improper/inappropriate billing: A situation when a provider (such as a doctor or hospital) bills you
more than the plan’s cost sharing amount for services. Show your IEHP DualChoice Member ID
Card when you get any services or prescriptions. Call Member Services if you get any bills you do
not understand.

Because IEHP DualChoice pays the entire cost for your services, you do not owe any cost sharing.
Providers should not bill you anything for these services.

Independent Medical Review (IMR): If we deny your request for medical services or treatment, you
can file an appeal with us. If you disagree with our decision and your problem is about a Medi-Cal
service, including DME supplies and drugs, you can ask the California Department of Managed
Health Care for an IMR. An IMR is a review of your case by doctors who are not part of our plan. If
the IMR is decided in your favor, we must give you the service or treatment you asked for. You pay
no costs for an IMR.

Independent Physicians Association (IPA): A medical group or IPA is a group of physicians,
specialists, and other providers of health services that see IEHP Members. Your PCP, along with the
medical group or IPA, provides your medical care.

Individualized Care Plan (ICP or Care Plan): A plan for what services you will get and how you will
get them. Your plan may include medical services, behavioral health services, and long-term
services and supports.

Inpatient: A term used when you have been formally admitted to the hospital for skilled medical
services. If you were not formally admitted, you might still be considered an outpatient instead of an
inpatient even if you stay overnight.

Interdisciplinary Care Team (ICT or Care team): A care team may include doctors, nurses,
counselors, or other health professionals who are there to help you get the care you need. Your care
team will also help you make a care plan.

List of Covered Drugs (Drug List): A list of prescription and over-the-counter (OTC) drugs covered
by the plan. The plan chooses the drugs on this list with the help of doctors and pharmacists. The
Drug List tells you if there are any rules you need to follow to get your drugs. The Drug List is
sometimes called a “formulary.”

Long-term services and supports (LTSS): Long-term services and supports are services that help
improve a long-term medical condition. Most of these services help you stay in your home so you
don’t have to go to a nursing home or hospital. LTSS include Community Based Adult Services

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
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(CBAS), Multipurpose Senior Services Program (MSSP), In-Home Supportive Services (IHSS) and
Nursing Facilities (NF).

Low-income subsidy (LIS): Refer to “Extra Help.”

Medi-Cal: This is the name of California’s Medicaid program. Medi-Cal is run by the state and is
paid for by the state and the federal government.

¢ It helps people with limited incomes and resources pay for long-term services and supports
and medical costs.

e |t covers extra services and some drugs not covered by Medicare.

¢ Medicaid programs vary from state to state, but most health care costs are covered if you
qualify for both Medicare and Medicaid.

e Refer to Chapter 2 (Important phone numbers and resources) for information about how to
contact Medi-Cal.

Medi-Cal Plans: Plans that cover only Medi-Cal benefits, such as long-term services and supports,
medical equipment, and transportation. Medicare benefits are separate.

Medically necessary: This describes services, supplies, or drugs you need to prevent, diagnose, or
treat a medical condition or to maintain your current health status. This includes care that keeps you
from going into a hospital or nursing home. It also means the services, supplies, or drugs meet
accepted standards of medical practice.

Medicare: The federal health insurance program for people 65 years of age or older, some people
under age 65 with certain disabilities, and people with end-stage renal disease (generally those with
permanent kidney failure who need dialysis or a kidney transplant). People with Medicare can get
their Medicare health coverage through Original Medicare or a managed care plan (refer to “Health
plan”).

Medicare Advantage Plan: A Medicare program, also known as “Medicare Part C” or “MA Plans,”
that offers plans through private companies. Medicare pays these companies to cover your Medicare
benefits.

Medicare-covered services: Services covered by Medicare Part A and Part B. All Medicare health
plans, including our plan, must cover all of the services that are covered by Medicare Part A and
Part B.

Medicare-Medi-Cal enrollee (Dual Eligible): A person who qualifies for Medicare and Medi-Cal
coverage. A Medicare-Medi-Cal enrollee is also called a “dually eligible individual.”

Medicare Part A: The Medicare program that covers most medically necessary hospital, skilled
nursing facility, home health and hospice care.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
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Medicare Part B: The Medicare program that covers services (like lab tests, surgeries, and doctor
visits) and supplies (like wheelchairs and walkers) that are medically necessary to treat a disease or
condition. Medicare Part B also covers many preventive and screening services.

Medicare Part C: The Medicare program that lets private health insurance companies provide
Medicare benefits through a Medicare Advantage Plan.

Medicare Part D: The Medicare prescription drug benefit program. (We call this program “Part D” for
short.) Part D covers outpatient prescription drugs, vaccines, and some supplies not covered by
Medicare Part A or Part B or Medi-Cal. IEHP DualChoice includes Medicare Part D.

Medicare Part D drugs: Drugs that can be covered under Medicare Part D. Congress specifically
excluded certain categories of drugs from coverage as Part D drugs. Medi-Cal may cover some of
these drugs.

Member (member of our plan, or plan member): A person with Medicare and Medi-Cal who
qualifies to get covered services, who has enrolled in our plan, and whose enrollment has been
confirmed by the Centers for Medicare & Medicaid Services (CMS) and the state.

Member Handbook and Disclosure Information: This document, along with your enroliment form
and any other attachments, or riders, which explain your coverage, what we must do, your rights,
and what you must do as a member of our plan.

Member Services: A department within our plan responsible for answering your questions about
your membership, benefits, grievances, and appeals. Refer to Chapter 2 (Important phone numbers
and resources) for information about how to contact Member Services.

Network pharmacy: A pharmacy (drug store) that has agreed to fill prescriptions for our plan
members. We call them “network pharmacies” because they have agreed to work with our plan. In
most cases, your prescriptions are covered only if they are filled at one of our network pharmacies.

Network provider: “Provider” is the general term we use for doctors, nurses, and other people who
give you services and care. The term also includes hospitals, home health agencies, clinics, and
other places that give you health care services, medical equipment, and long-term services and
supports.

e They are licensed or certified by Medicare and by the state to provide health care services.

o We call them “network providers” when they agree to work with the health plan and accept
our payment and not charge our members an extra amount.

¢ While you are a member of our plan, you must use network providers to get covered
services. Network providers are also called “plan providers.”

Nursing home or facility: A place that provides care for people who cannot get their care at home
but who do not need to be in the hospital.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
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Ombudsman: An office in your state that works as an advocate on your behalf. They can answer
guestions if you have a problem or complaint and can help you understand what to do. The
ombudsman’s services are free. You can find more information about the Cal MediConnect Ombuds
Program in Chapters 2 (Important phone numbers and resources) and 9 (What to do if you have a
problem or complaint [coverage decisions, appeals, complaints]) of this handbook.

Organization determination: The plan has made an organization determination when it, or one of
its providers, makes a decision about whether services are covered or how much you have to pay
for covered services. Organization determinations are called “coverage decisions” in this handbook.
Chapter 9 (What to do if you have a problem or complaint [coverage decisions, appeals, complaints])
explains how to ask us for a coverage decision.

Original Medicare (traditional Medicare or fee-for-service Medicare): Original Medicare is
offered by the government. Under Original Medicare, Medicare services are covered by paying
doctors, hospitals, and other health care providers amounts that are set by Congress.

e You can use any doctor, hospital, or other health care provider that accepts Medicare.
Original Medicare has two parts: Part A (hospital insurance) and Part B (medical insurance).

e Original Medicare is available everywhere in the United States.
¢ If you do not want to be in our plan, you can choose Original Medicare.

Out-of-network pharmacy: A pharmacy that has not agreed to work with our plan to coordinate or
provide covered drugs to members of our plan. Most drugs you get from out-of-network pharmacies
are not covered by our plan unless certain conditions apply.

Out-of-network provider or Out-of-network facility: A provider or facility that is not employed,
owned, or operated by our plan and is not under contract to provide covered services to members of
our plan. Chapter 3 (Using the plan’s coverage for your health care and other covered services)
explains out-of-network providers or facilities.

Over-the-counter (OTC) drugs: Over-the-counter drugs refers to any drug or medicine that a
person can buy without a prescription from a health care professional.

Part A: Refer to “Medicare Part A.”
Part B: Refer to “Medicare Part B.”
Part C: Refer to “Medicare Part C.”
Part D: Refer to “Medicare Part D.”
Part D drugs: Refer to “Medicare Part D drugs.”

Personal health information (also called Protected health information) (PHI): Information about
you and your health, such as your name, address, social security number, physician visits and
medical history. Refer to IEHP DualChoice’s Notice of Privacy Practices for more information about

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
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how IEHP DualChoice protects, uses, and discloses your PHI, as well as your rights with respect to
your PHI.

Primary care provider (PCP): Your primary care provider is the doctor or other provider you use
first for most health problems. They make sure you get the care you need to stay healthy.

o They also may talk with other doctors and health care providers about your care and refer
you to them.

¢ In many Medicare health plans, you must use your primary care provider before you use any
other health care provider.

¢ Refer to Chapter 3 (Using the plan’s coverage for your health care and other covered
services) for information about getting care from primary care providers.

Prior authorization: An approval from IEHP DualChoice you must get before you can get a specific
service or drug or use an out-of-network provider. IEHP DualChoice may not cover the service or
drug if you don’t get approval.

Some network medical services are covered only if your doctor or other network provider gets prior
authorization from our plan.

o Covered services that need our plan’s prior authorization are marked in the Benefits Chart in
Chapter 4 (Benefits Chart).

Some drugs are covered only if you get prior authorization from us.

o Covered drugs that need our plan’s prior authorization are marked in the List of Covered
Drugs.

Program for All-Inclusive Care for the Elderly (PACE) Plans: A program that covers Medicare
and Medi-Cal benefits together for people age 55 and older who need a higher level of care to live at
home.

Prosthetics and Orthotics: These are medical devices ordered by your doctor or other health care
provider. Covered items include, but are not limited to, arm, back, and neck braces; artificial limbs;
artificial eyes; and devices needed to replace an internal body part or function, including ostomy
supplies and enteral and parenteral nutrition therapy.

Quality improvement organization (QIO): A group of doctors and other health care experts who
help improve the quality of care for people with Medicare. They are paid by the federal government
to check and improve the care given to patients. Refer to Chapter 2 (Important phone numbers and
resources) for information about how to contact the QIO for your state.

Quantity limits: A limit on the amount of a drug you can have. Limits may be on the amount of the
drug that we cover per prescription.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
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Referral: A referral means that your primary care provider (PCP) must give you approval before you
can use someone that is not your PCP. If you don’t get approval, IEHP DualChoice may not cover
the services. You don’t need a referral to use certain specialists, such as women’s health specialists.
You can find more information about referrals in Chapter 3 (Using the plan’s coverage for your
health care and other covered services) and about services that require referrals in Chapter 4
(Benefits Chart).

Rehabilitation services: Treatment you get to help you recover from an illness, accident or major
operation. Refer to Chapter 4 (Benefits Chart) to learn more about rehabilitation services.

Service area: A geographic area where a health plan accepts members if it limits membership
based on where people live. For plans that limit which doctors and hospitals you may use, it is also
generally the area where you can get routine (non-emergency) services. Only people who live in our
service area can get IEHP DualChoice.

Share of cost: The portion of your health care costs that you may have to pay each month before
Cal MediConnect benefits become effective. The amount of your share of cost varies depending on
your income and resources.

Skilled nursing facility (SNF): A nursing facility with the staff and equipment to give skilled nursing
care and, in most cases, skilled rehabilitative services and other related health services.

Skilled nursing facility (SNF) care: Skilled nursing care and rehabilitation services provided on a
continuous, daily basis, in a skilled nursing facility. Examples of skilled nursing facility care include
physical therapy or intravenous (IV) injections that a registered nurse or a doctor can give.

Specialist: A doctor who provides health care for a specific disease or part of the body.

State Hearing: If your doctor or other provider asks for a Medi-Cal service that we will not approve,
or we will not continue to pay for a Medi-Cal service you already have, you can ask for a State
Hearing. If the State Hearing is decided in your favor, we must give you the service you asked for.

Step therapy: A coverage rule that requires you to first try another drug before we will cover the
drug you are asking for.

Supplemental Security Income (SSI): A monthly benefit paid by Social Security to people with
limited incomes and resources who are disabled, blind, or age 65 and older. SSI benefits are not the
same as Social Security benefits.

Urgent care: Care you get for a sudden iliness, injury, or condition that is not an emergency but
needs care right away. You can get urgently needed care from out-of-network providers when
network providers are unavailable or you cannot get to them.

If you have questions, please call IEHP DualChoice at 1-877-273-IEHP (4347), 8am-8pm (PST), 7
days a week, including holidays. TTY users should call 1-800-718-4347. The call is free. For more
information, visit www.iehp.org.
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IEHP DualChoice Member Services

Call: 1-877-273-IEHP (4347)

Calls to this number are free.
8am-8pm (PST), 7 days a week, including holidays.

IEHP DualChoice Member Services also has free language interpreter
services available for non-English speakers.

TTY: 1-800-718-4347

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

Calls to this number are free.

8am-8pm (PST), 7 days a week, including holidays.
Fax: (909) 890-5877

Write: |EHP DualChoice
P.0. Box 1800, Rancho Cucamonga, CA 91729-1800

Email: memberservices@iehp.org

Website: www.iehp.org

California Health Insurance Counseling and Advocacy Program (HICAP)

Health Insurance Counseling and Advocacy Program is a state program that gets money
from the Federal government to give free health insurance counseling to people with Medicare.

Call: (909) 256-8369
Write: 9121 Haven Ave, Suite 220, Rancho Cucamonga, CA 91739
Website: https: //cahealthadvocates.org/hicap
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