<Insert IPA Logo>

<<Date>>

<<Member Name>>
<<Address Line 1>> <<Address Line 2>>
<<City>>, <<ST>> <<Zip>>

ARG RE B

[EEGEE: WFAXRMEMNEE, B3
1-877-273-IEHP (4347) 5 IEHP DualChoice (HMO D-SNP) B4 . ARS5H IA) N4 E
7R, bF 8 HEK L 8 K CKPFHERERTD , BFEW/RE. TTY EHAFERH
1-800-718-4347, ERZH 1-888-452-8609 5 MMCD Mi%% 7 /3 A FEBRLK .
TTY: 1-800-719-5798. ]

<Date of Letter>
[Insert Member name]
2= G AR HRR A5 Y. <<Member ID>>

AR / FfETF: <<Service Category>>

\

Z# %5 . <<Medical Management Authorization Number>>

IEHP DualChoice 7EA B R RN A TR 8 FRATT". B 1/2& 5 Medicare F1 Medi-Cal 2511 & 211
AR R, NIX AN TR A ARG . AR &R Medicare F1 Medi-Cal iR%s, bAR G 2
AL BERES 25 A H A BT R AR S5 HR AR

AHRIC <Y or EHEAE or Y or &Ik or B{E or BB or FEIR>TF A EIT RS

[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, changed, or delayed 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 partially approved, reduced, or changed,
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include specifically what was requested and what is approved (e.g., We are
approving acupuncture services for 3 months instead of a full year, or We are
approving moving a toilet to the south wall instead of the east wall of the bathroom,
or We previously approved 18 acupuncture visits per year but are now reducing the
visits to only allow 10.)]

[Insert if this is a post-service case for which there is no member liability: &3 E, BASE AN
linsert as applicable: EEJ¥ k% / B and/or Medicare B #4354 or Medicaid 254111 W2
BB SRR BEA . ]

AR v E R RGN R . [Provide a specific denial reason and a concise explanation of
why the medical service/item and/or Medicare Part B drug or Medicaid drug was denied and
include state or federal law and/or Evidence of Coverage/Member or Enrollee Handbook
provisions to support the decision in plain language. The plain language explanation of the
decision should include: (1) relevant 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: Zs3t%)
T <effective date> <j&z> or &1k or HE>EHIEITRST . 18 S B AAS B 5 XM T ££ _E1JF
WA DR SR RIT MRS 00y, 1 AT RAE B VR IIR] 2R B A5 2T IR IR B o ]

[Insert the following information if this request will result in a delay:

A clear and concise explanation of the reasons for the delay, indicating the specific information
or whatever additional information the plan needs, what further information is needed and/or
additional steps need to be taken. If further information is being requested, input the deadline for
receipt of information- FA T 7E [date] H 4T —EEAE, HREHRATMRE. ]

BAB BRI RER H _EIF

T AR poE S BRSBTS SRS 0 AR R F M R R S0P IR AR
Seth EVR AT RIARE R E, BA AT e SOAHZ R IR S5 2%

Tt ] LS H 1-877-273-IEHP (4347) (TTY: 1-800-718-4347) , FFESRIA 1% 2 HEALFA 1M

REREH ZF B HIRIA . XEE B RERFEMEAILR. et BNZREREST R
ARSI AE MRt E B, G v R B %I B,
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HALAE [Insert specific appeal filing deadline date in month, date, year format — 65 calendar days
from date of letter. Insert deadline date in bold text] Z BT AIAS TR H_EVR. 1 5 85K () 2 bn it
URECE ER, WEHIEA . WREE IS, AR RE S 1S TE 2,

H PR EF
A THRIATIR R EVF - bede ERAIBOE EF.

1. WREZORATEHE VR, AT RIRAEREIE R EVRE 30 ANH B HE P i A A5 ok
iE o

2. WREESRIATHGE EVF, A THRESEREIE EIRER 72 A ST e . R
BRI RIS T OR A IR S5 FR AL DA 9 S5 (Kak 30 ANH BT B A thg T g M B AR A
JiE, AT DLEDREAT POE EiF. W R RS OREAR SR A E N RIEIRE L, BUE
HIBTIRMEAR S5 1R AE N B RIBAAEE, ATt B3yt it Eir. A
BOA BT IR AE AR 55 1R BEE VAR A 00 T B DR U, AR T RIPRE e #5215 AT EAT P |-
Vro ARATHRIRAHEDGE LR, FATRAE 30 4~H P B A& BRI o .

TR bRE LIRS R PE EYF, IR R T 2 A m R AT R IR 2 E R, AT
RE 22 BRI (8] 4 BRSO D o ASTH R R S80A0E — BME R, T RIS AT 75 76 22 5 2 I [ DL
HH .

nfriR d EVF
. S DAV 7 RARSE A BT IO (BRI WUREREIT) B I ST (R 25

SEOLE ARSI LR I BV, 8] DU BUR H i — Ry SRS AT 52 H B

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

o fRHE. KiXfEHZF 909-890-5748

o HBfE: HEEF % 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 SR B VR, EORE R IREIT R, A ERE—BHE, ik
EAE IS IR

& BRI, DIRPEATHRIBLTE S -
o EHILES
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o REUHLHEECIRAIAE K Ik EYRA AT SN LA A AU sl R R H R BcA e, 4T
fE EVP

o BRI 25
o JEREATIHE SR LRI R
o TEAHPTHIFRME BIRIERRIE LR, (ONRIE EVR, 35 S URRATEONAT A/ Z PR -

Pro )
o B EAURIHE EIFPHEM O A T EAZ ST IS HARE S . B, e bR Ak
i%:

o MEERST ORME AR S5 SO LRI 5

o TEBITIRIEMR S IR ARG (I BT PR {8 AR S5 IR BLE UL IO AT 4 /5 23
IrPaE EURIIEID 5 B

o AP A FEIZ<EIT RG> HER R

WFIRET FRE 25 R, 580 1-877-273-1EHP (4347) (TTY: 1-800-718-4347) 54
RSB L o A AT DALE A TR 2 CRAIE B R B B8 245 8o ST DABE R 7R BATT 0 3
www.iehp.org BE FE AR TR 3R B BT iR R K CRAE BH

e _EYRRAIRI 4k SR IR1S BT IR 5F
1 CBABAAS B 2 — U SIS IT IR S5 T LA BERAE E A1 Ak B3R A L 5 .

o RASHER(EE HRRK 10 NMEHHARE BIF, FERATRISSAERIERET
&%

o WBEAFERNE QIR LU, TR A B
o WRETERATRIAS AR S W HIBEST IR LRI R 2

o WUIREMEST RMEAR SSIRAE BRI EF, HERBRETHEMET RS, MENE
I DR AR AR 55 i (it 0 TR b A i i [ A

ETREME
PRSI BRI, AR Rk BRI R, SR TRA TR R R IR I LT A

THRIATHE 4 A AR AR VR 8 2R 2R — LT A )7 IR %%, Bfih g iRl 5 VR 882 FORIIRAR, Blaneg %
Medicare % 2 25 FiFHE 2 BC0Ae] [m) 0 452 Ak 55358 B S N BUR T IE 2
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http://www.iehp.org/

IRETEBPRE EIFZEAR

TR LA A vt EVRIRRRIEAT S . BB 2% 8 DL 5 Rl ad i 77 2 Hs i e AR
R IR AT LU A B, BRAE. BRyT OB IR S5 HR 2 s B AR 1 oAl N

ARG B NONETR I

THECEARTR, HiE 1-877-273-IEHP (4347) (TTY: 1-800-718-4347) , [ fRunfrfe e
W AAE R, B AT LA ) https://www.medicare.gov/claims-appeals/file-an-
appeal/can-someone-file-an-appeal-for-me.

TR AR LN E — R HDRE O], SRR B TR EE.
TR 2528 1 P B 27 B 4 AT

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

fE¥.: 909-890-5748
THORE — R

R BAME LR

IEHP DualChoice £ R IRE#: 155 1-877-273-IEHP (4347)
(TTY: 1-800-718-4347) , MR&WEIANRRE 7 K, L4 8 fiEl b 8 i (R FiEbritE
BHED , AFEETRHE . &0 LY www.iehp.org.

B BT R IR %35 (Department of Health Care Services, DHCS) M R A%

15 EH 1-888-452-8609 (TTY: 1-800-719-5798) . &K EIFA i) @l, Wigt i
IR E N MR A B o AT AT LB S TR — 5%t 4 o AT S A TR B AT i
PRI A F] BB PR T RIS TG . AT IR S5 A2 S 2R 1)

e AR 518 53X (Health Insurance Counseling and Advocacy Program,
HICAP): 5% 1-800-434-0222 (TTY: 711) . HICAP Jiifal v #5 Bh & ik Medicare
o), EdEa gt Ef. HICAP SARAERES: 2wl B R iR e R Bk AR R 5572
P BRI o

Medicare: i#%#H 1-800-MEDICARE (1-800-633-4227), HR&HHAI NG 7 K, &K
24 /NI (TTY A & T 80, 1-877-486-2048) . m1jj 7] Medicare.gov.

Medi-Cal: &#(H 1-800-541-5555 (TTY: 711) .

Medicare R =#.C» (Medicare Rights Center): i&%(H 1-800-333-4114, B ijj ]
www.medicarerights.org.
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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
http://www.medicare.gov/
http://www.medicarerights.org/

o (EKFBPHEWRS: 5T H 1-800-677-1116, ij 17 www.eldercare.acl.gov, AR
FE X R ALK A B

AT AR SRR SO A%, Blan kR B SChREE Sl . 152 1-877-273-IEHP
(4347) (TTY: 1-800-718-4347) , MEEIAEEE 7 K, b 8 ri&El b 8 sl CRFVEARAERT
B, SFNEH. XE%0HEHIE.

A PRI MG 1) Medicare (58, #IUIRTFRR. B SCRECE SR . WRENNE 2
B, BWARERHEEF. % TME2ZEE, EVH https://www.medicare.gov/about-us/
accessibility-nondiscrimination-notice 5¢E(H 1-800-MEDICARE (1-800-633-4227). TTY {# ¥
153 H 1-877-486-2048.

IEHP DualChoice (HMO D-SNP) A2 —Ii# %4 Medicare 72919 HMO il %, Z{R IEHP
DualChoice (HMO D-SNP) 75 #i & 294629 18 UL il A& -

A HIRIE SR (Paperwork Reduction Act, PRA) $% #& 7 Af]

MR 1995 FECHHIBIESE, AT NEATEXNE BWEMHFE, BRIEGHIHA R &
PRANTIEL Jp 8 = (Office of Management and Budget, OMB) 15 #il]*5 . A5 HINERH R
OMB #% il 572 0938-1386. A X {5 BWEE R )y Tl TAEAE A R A TR SN # 12
L5 E HLARAREK, DLAE 2 b Bl b Se AT AU, B AR ORPUE B o SE RS
ST 75 DR T TS R K B RSN R 10 408h, Forb U dE s U . R IA EdE
PR BRI R BE, DA SR A AN S S SR I R I TR o ARFE IR S (Code of
Federal Regulations, CFR) 5 42 % 2f 422.631 fl1438.210 285, HRME BB T omil it
BR o T SRS S [R]FRUA R 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 %+ :(» (Centers For Medicare &
Medicaid Services, CMS) 3 B /5 B *=*= E ¥ iE. . 3. WABEAESHE
BRI RIER PRAREGEHRDBAZE. BHER, EAEEFHETFIFERX OMB =45
THENFEEREABELRKNERR A HFE. FRERE. WEREXHRIT S HH
EAEBRRIBSERE, EB% CMS Medicare-Medicaid 7 77/A = D-SNP 2 & ZFHR4E
MMCO_DSNPOperations@cms.hhs.gov,
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https://eldercare.acl.gov/home
https://www.medicare.gov/about-us/accessibility-nondiscrimination-notice
https://www.medicare.gov/about-us/accessibility-nondiscrimination-notice

	承保决定函
	[重要信息：如需有关此通知的帮助，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 MMCD 监察员办公室联络。 TTY：1-800-719-5798。]
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	本计划已<拒绝 or 部分批准 or 减少 or 终止 or 暂停 or 变更 or 延迟>下列医疗服务：
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	有两种类型的上诉
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	如何在上诉期间继续获得医疗服务
	接下来的流程
	如果您需要帮助提出上诉该怎么办
	获取帮助和更多信息


