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[Insert description of medical service/item and/or Medicare Part B drug or Medicaid drug,
including the amount, duration, and scope, of what the enrollee requested (e.g., physical
therapy visits 2 times per week for 1 year), and the outcome, denied, partially approved,
reduced, stopped, suspended, or changed, and include the doctor or provider’s name if a
particular doctor or provider requested the service or item. If a service or item request is
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or federal law and/or Evidence of Coverage/Member or Enrollee Handbook provisions to support the
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context for the decision (e.g., if the medical service/item and/or Medicare Part B drug or Medicaid drug
was approved for the enrollee in the past, the description should include what was previously
approved, when it was approved and by whom, and what has changed or is otherwise different now);
(2) coverage information considered including Medicare and Medicaid coverage benefits; and, (3) if
applicable, information on how or why the requested service or item is not supported by the enrollee’s
needs — see instructions for more information].

[Insert if denial will result in a stoppage, suspension, or reduction of a medical service/item
and/or Medicare Part B drug or Medicaid drug the individual has already been receiving: 21Xl
T <effective date><Jgi/> or &1k or EHE>EHIEIT RS . 1525 R AME R 5 SO W 7E R
(A AR S ARAF LT RS0y, T WA SRAE BRI 4R B3R R T IR S UG B e ]

BAB BT RER H _EVF

EAT LA TR e R I EVR. SRERIEST RIEMR S5 SR Bt 0 A RO R R P IR, IR
St EVR HASTFRIAR SR e, Bl 1) e SO BRI IR S5 2%

{ AT LS 1-877-273-1EHP (4347) (TTY: 1-800-718-4347), FFELsRILA % B4R HEFA e
ERMEHZ G BMEIA . XBEE RSOOSR R e . BRI BT PR g
MRS KRG B, e 2 Bz EiF.

HALAE [Insert specific appeal filing deadline date in month, date, year format — 65 calendar days
from date of letter. Insert deadline date in bold texf] Z B IAIATHRIBR H_EVF. i B IR B R () At |
VREPGE LR, ML HINERH . wREHE IESEE, AR RS A T 20,

A FREE B
AR BRI _EIF — S LR R
1. ISR ERETARE B, AR i VRIS 30 ANEUF B R Rk BT E

2. WURGEEDRIATERE EVF, ATHRPRAEREIE _ EVRE R 72 MR A O dE . iR g Ek
BT ORAEE AR S5 3R A UONAEAFICIL 30 ANH P H A i e T RE 2 BRI 12 AR,
A AEDR BT YOE BV, RGBT RMEIR S ROCENERIFILE EVF, 8B EINET
PRAEIR AR BEE NE R ERRBUEIE, A THLR B v EE T PuE Eir. WREAERAERIT
DRAEE R 55 BRI E VIR S DL T R PUE B VR, ASTHRIG UE G2 15 T AT DUl B if. WA
THRARHEAEDGE 1 F, FRATEAE 30 A~B Fi B A xHE I E VR v .

TR bRE EYRIE R PE EYF, R R T 2 R m R AT R R IR A E 2 E R, AT
RE 22 BRI (8] 4 BEASOH DR o ASTH R O SEA0E — BME R, T RIS AT 75 75 22 B 2 I () DL
HH .

FH CMS-10716 OMB it # 0938-1386 (FHAHHA: 2028 4 12 A 31 H)
2, e



LILEE Sl

& BT SR N EARAEBAT RN (FIARE. IACERERIT) BRES AT DR R 55
SEOLE ST LR I BV, ] DU BUR Heh— Ry SRS AT )5 H B

o HiiE: F(H IEHP DualChoice 2 i JIlR%5#6, HLih: 1-877-273-IEHP (4347)
(TTY: 1-800-718-4347)

o fRHE. KiEfEHZE 909-890-5748

o HEfF: MEE 2 IEHP DualChoice Grievance Department, P.O. Box 1800, Rancho
Cucamonga, CA 91730-5987

e EH: XX % 10801 6th Street, Rancho Cucamonga, CA 91730-5987

an R s iy AR EVR, ERE R IREIT R, AT ERE—BHE, ik
ARG S PRI A A o

& LR, DAUAATHRIBRME LT E R
o B

o BRI EIRATAE R EYRA S BN RNAE A AU R Cn RS H AT s, & 45T
Fei EVR

o BRI RS

o TEXTFATHE TR _E VR

o TEAHPTHIbSME EVRISRPGE EiR.  CiovtRiE BVF, IFEIRRNEN AT EPGE L. D

o IEAEATHE EIFANE OV A B EZ ST IR S HERIE R . B0, SR LLEBA A%
o HEERSTORME AR S5 SR R s

o 4”@%” PRAERR S5 PR H B BB BRI 8 B 7 R R AR 5 2 (453 T IR 18 AT 4 7 st
ITPE BURRIERD 5 BiE

o MBI ATEZ < BT RSHLERFE

WA SRE T EVRIE 2158, iEEH 1-877-273-IEHP (4347) (TTY: 1-800-718-4347) 54> AR SS
FRIRES o AT DLAEATHRI B AR SRR B 3R B E 245 5o 18 mT DABE IS 26 BATTI X 33
www.iehp.org BEL HL AR T K1 3R B g8 iR R 7K DR AIE BH o

anfrE YRR IR 2k Se3RB B ST R 55
Lt ELBAS A1 B 25— DU SIS S, ST AR AE E RS 4 A S L 55 o

FH CMS-10716 OMB it # 0938-1386 (FHAHHA: 2028 4 12 A 31 H)
FIW, e


http://www.iehp.org/

o RUAFEASS R HAHER 10 N H I H AR EVF, FERATHRI S A ERME N ET RS .
o HZPAMGRHTI A TR I EVRE Y, LT R S AT IR IS R
o WURIEEORA RIS IE IR T IS5, WIHE BB TT R 55K 78 _E VR TR R ANAE

o WUIREMEST IRMEAR SSIRALE BRI EF, HERBRETH/EMET MRS, MWEKNE
I ORAEE AR 55 i (3t 0 TR b A i i [ A

ETREFE

IR FFE, AR RS RIS BRI E R, & EATRREE R4 Er. WA
THRIATHE 4 A AR AR VR 8 2R 2R — LT A )7 IR %%, BFih g iRl 5 VR 882 FORIIRAR, Blang %
Medicare % 2 25 FiFHE 2 B8C0e] [m) o 452 Ak 55358 B S N EBUR T IE 2

IREREF IR EIFXEAT

AT LAE NI I BV AREAT S . B Az IR LN DRI i iy U8 2 e AE N
HRER”. BRI LUR R A B, B2, BRyT ORAEIR S5 1R 2 sl B AT B AN

RIS B NS LR

o HEHHEAIR], HLIE 1-877-273-IEHP (4347) (TTY: 1-800-718-4347), T f#tnfigE b A
VERNEIIARE . BLE T LT A https://www.medicare.gov/claims-appeals/file-an-
appeal/can-someone-file-an-appeal-for-me-

o BAERARRDLAIZE A UIIFEN HY], SRR E TR ER.
o TEREREE P W Ay BA HLAFAT:

IEHP DualChoice Grievance Department, P.O. Box 1800, Rancho Cucamonga,
CA 91730

f£H: 909-890-5748

o IHORE AR,

FH CMS-10716 OMB it # 0938-1386 (FHAHHA: 2028 4 12 A 31 H)
FAW, Hem


https://www.medicare.gov/claims-appeals/file-an-appeal/can-someone-file-an-appeal-for-me
https://www.medicare.gov/claims-appeals/file-an-appeal/can-someone-file-an-appeal-for-me

REFEBNELER

e |EHP DualChoice &R RS-E8: 15 EH 1-877-273-IEHP (4347) (TTY:
1-800-718-4347), FR&WHENERE 7 K, B4 8 fiEme b 8 i CRTFEErRvERTED , £
FEAERH . & ET LT www.iehp.org.

o IMMESTFEIRSEE (Department of Health Care Services, DHCS) Wi R p A=
iES L 1-888-452-8609 (TTY: 1-800-719-5798). WSt a8 () IR i) i, Wa%d a2
0] DAMARZ I IBE I o AT AT AR BhIE T T — AT 4 o AT S AR TR S AT T R E
AT SRR TR TR AT AR 452 S R 1K

o IH{EREARK %) 518518 (Health Insurance Counseling and Advocacy Program,
HICAP): 153 1-800-434-0222 (TTY: 711). HICAP Jiijn] 7] %5 B & figt ¥k Medicare [,
AFEUAT IR R HICAP SAFATORRE: A B S fR it RIFTE MK . AT RSS2 S 2R 1.

e Medicare: i3, 1-800-MEDICARE (1-800-633-4227), HR4SIFAINEE 7 K, HK 24
ANEF (TTY i AT 850 1-877-486-2048) . miJj 7] Medicare.gov.

e Medi-Cal: i5%H 1-800-541-5555 (TTY: 711).

e Medicare £UF|# > (Medicare Rights Center): i %(H 1-800-333-4114, B ijj
www.medicarerights.org.

o FERFBPHEHRE: E8H 1-800-677-1116, T ijj 7] www.eldercare.acl.gov, AR
X AR R S B

TP LA TG A SR e 2, BT hR B SChREGESihi . 180 1-877-273-1EHP (4347)
(TTY: 1-800-718-4347), MR&HHAINEEE 7 K, L4 8 MEM L 8 pi T IbruER ) , A5
BH. X25m2Hg.

EAHPGRICLEAG% ) Medicare {58, Bl KT B REGE M. WRENIE CZH
B, AR YR, W TAEE 25, EUiN https://www.medicare.gov/about-
us/accessibility-nondiscrimination-notice 5¢F{H, 1-800-MEDICARE (1-800-633-4227), TTY fii
HE1EEH 1-877-486-2048.

IEHP DualChoice (HMO D-SNP) 2 —Hi% %4 Medicare 52919 HMO i1 %, Z{RIEHP
DualChoice (HMO D-SNP) 7% #H &-Z94E29 18 4 T 7E o

AR HI L ZE (Paperwork Reduction Act, PRA) 3% #x 5 Hf]

MRYE 1995 FECAHIEGE S, AR AFA T ZXHE BBCUEMT I, BRI 5 A R
OMB il %5 . A f5 BUWCEHA 2 OMB %] 5 /& 0938-1386. A BN T 1T
FEA BB B AT RIS N 3R 2R S L SV IR R, DU AR 2 1k sl D Sl AT b v (1 %2
RS, R ORERE BR o 58 A SR P 7 A TR At D9 R R B =29 AN B 10 70 Bk,

FH% CMS-10716 OMB #it#E 0938-1386 (F|HHHH. 2028 412 A 31 H)
FSTW, Hem


http://www.medicare.gov/
http://www.medicarerights.org/
https://eldercare.acl.gov/home
https://www.medicare.gov/about-us/accessibility-nondiscrimination-notice
https://www.medicare.gov/about-us/accessibility-nondiscrimination-notice

H s s v MRIA IR TR SRR, DU &M 52 s B & 1
I TE] o AR DGR S 255 42 9w 28 422.631 F11 438.210 26, K5 B S8 T il 1
BR o T SRS S [R]FRUA PR P A A L B DO AR A I, B S S 2 CMS, 7500
Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore,
Maryland 21244-1850, ****Medicare -5 Medicaid 45+ (Centers for Medicare &
Medicaid Services, CMS) 3% 5& /5 B x*** {EZDR HiE. B, 43R, B AR S8R
BRI RIER PRAREGEHRDBAZE. BHER, EAEEFHETFIFERX OMB =45
THENSERERBELRKNERI B HFE. FRERE. WEREXRIT S HH
A BERIBSEE, BB CMS Medicare-Medicaid T 75/A % D-SNP iZ & HR4H
MMCO_DSNPOperations@cms.hhs.gov,

FH CMS-10716 OMB it # 0938-1386 (FHAHHA: 2028 4 12 A 31 H)
FoW, e



	承保决定函
	[重要信息：如需关于此通知的帮助，请致电 1-877-273-IEHP (4347) 与 IEHP DualChoice (HMO D-SNP) 联络。服务时间为每周 7 天，上午 8 点至晚上 8 点（太平洋标准时间），包括节假日。TTY 使用者请致电 1-800-718-4347 或致电 1-888-452-8609 与 Medi-Cal 管理式护理部(Medi-Cal Managed Care Division, MMCD) 监察员办公室 联络。TTY: 1-800-719-5798。]
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