<<[PA>>

<<Date>>

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

EEEIE: WHAEMNHEEEY, §550% IEHP DualChoice (HMO D-SNP), ‘&
1-877-273-4347 (TTY {1 #: 1-800-718-4347) B, MMCD EiZZ BN S, Hif
1-888-452-8609 (TTY ff ¥ : 1-800-719-5798)

AR RE R
o BRI #IAmTE: <<Member ID>>

AR AR AR / AL <<Service/Item>>

2FZHH9E: <<Reference Number>>
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A5t CIEAE T 5 RS

[Insert description of service, 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 denied, 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 partially denied, reduced, or changed,
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: Please note, you will
not be billed or owe any money for this service.]
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ARET BB R BB & [Provide a specific denial reason and a concise explanation of
why the service 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 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 service the individual has
already been receiving: A T BI#F7E <Effective Date><if/> BUZ 1L B 5 >1& IR o
See the “How to keep getting your service during your appeal” section later in this letter for
information about continuing to receive your service during your appeal. ]
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B BETHIHBRIRH E8R: [nsert specific appeal filing deadline date in month, date,
year format — 60 calendar days from date of letter. Insert deadline date in bold text]. UWIRIEH
IEEH, AFtEvREERETEZ R .
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o H\/iE: I IEHP DualChoice & B IR HS, ik 1-877-273-4347
(TTY {fi[H#&: 1-800-718-4347)

o BE: FHAMIEZE (909)890-5748

o HFFF: EZ X IEHP DualChoice Grievance Department, P.O. Box 1800,
Rancho Cucamonga, CA 91729-1800

e ‘ETH: IEXZ 10801 Sixth Street, Rancho Cucamonga, CA 91730
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(TTY fEH%&: 1-800-718-4347). fEAH AT LAFEAHT H AR (R IR 25 2 Bl T FE
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o UWIRIETE [Insert continuation of benefits request filing date| B B SR A Gt 5 B B 4 4 2
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ARG BN A EIR _ERF, SERICCL M ATE:

o HUEAFIE, WAG 1-877-273-4347 (TTY & : 1-800-718-4347), Hgtfift dnfalskés 3
e AR . 8, 1A PLAT{E Medicare.gov/claims-appeals/file-an-appeal/
can-someone-file-an-appeal-for-me.

o AERARLARMEY], RonEREEEM, WA WA W H .
o R EAR I W] R AY B S A AN

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

HE: 909-890-5748
o HIREAMEAR,
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e IEHP DualChoice & BiRFEEB: 53 EH 1-877-273-4347 (TTY fHi . 1-800-718-4347),
FRAE IR ] 20 7 R (BFEIRE), RPEEREMEREH (PST) L4~ 8 R 2Hf I 8 Wy, ]
PLAEG A www.iehp.org.

o MBS ARAE AR (DHCS) B B A% : F5EE 1-888-452-8609
(TTY i FH#&: 1-800-719-5798). NN FaRAETRTRE, Ei%2 B A= LLg
FIEHBE R o A B A B R BR AAE T AZ B . A AP B A B BT RB A 7
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o IR IRFE AR BB S 5TE (Health Insurance Counseling and Advocacy
Program, HICAP): 5% 1-800-434-0222 (TTY fifl#&: 711). HICAP EER A&
PG IR Medicare FHRA A, QAEMNMTIR L ERF. HICAP BT fREE 2 =] slifg fr
AT BEB AR AR S BRA -

e Medicare: 53 & 1-800-MEDICARE (1-800-633-4227), AR#%H:fH AfE 7 K,
FFR 24 /NHE (TTY 813 {8 & 555808 1-877-486-2048). B, #EHi1E Medicare.gov.

e Medi-Cal: 5375 1-800-541-5555 (TTY fffH#E: 711).
e Medicare BEF|H.0r: GEEE 1-800-333-4114, B AT www.medicarerights.org.

o FEREBHEMMM: HEE 1-800-677-1116, L H{HE www.eldercare.acl.gov,
A AL [ N B A TR

AT DA B AR R AR 5, PR 78 B AR T EGE SRR . RSl
1-877-273-4347 (TTY % 1-800-718-4347), MREIEMH A1 7 K (BHEEH), KV
REWERRE (PST) b2 8 G250 | 8 IR, 13 /& s B B35 .

A HEFEAS S AR 2010 Medicare A, WIKTFHE ., B A TEGESIAS . WD A
H O3B, AR L. S AT1E Medicare.gov/about-us/accessibility-
nondiscrimination-notice B{F{ & 1-800-MEDICARE (1-800-633-4227) LLER15 5 £ & &l
TTY & (A FEEE 1-877-486-2048 .

IEHP DualChoice (HMO D-SNP) 2 —IH % # Medicare 7 #749 HMO F1#). 2{{ IEHP
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