[Insert the sending entity’s logo and contact information]

<Date>

<Name of Beneficiary> Member Name: <Member Name>

<or Representative> Member ID #: <Member ID>

<Address> Health Plan Name: IEHP DualChoice Cal MediConnect Plan
(Medicare-Medicaid Plan)
Health Plan Phone #: 1-877-273-1EHP (4347) or for TTY users
1-800-718-4347
Health Plan Hours of Operation: 8am — 8pm (PST), 7 days a
week, including holidays
Physician Name: <PCP>
Requested Service: <Service>
Date and Time of Expedited Request: <MM/DD/YYYY;
HH:MM>
Attending Physician’s Name: <PCP>

Dear <Member’s Name>:

This notice is in response to your request for an expedited determination (within 72-hours
of when you asked) to approve the services noted above.

We reviewed your request, and based on the information available we found that your
request does not meet the Centers for Medicare & Medicaid Services (CMS) definition of
“expedited determination”. Here are the rules for asking for an expedited determination.
You must meet the following two requirements to get an expedited determination:

(1) You can get an expedited determination decision only if you are asking for
coverage for care or an item you have not yet received. (You cannot get an
expedited determination if your request is about payment for care or an item you
have already received.)

(2) You can get an expedited determination only if the standard 14 calendar day
deadline could cause serious harm to your health or hurt your ability to function.

Since your request has not met either of these two requirements, it has been forwarded to
the standard review process.

We will make every effort to process your request as soon as possible but no later than
fourteen (14) calendar days after the date of receipt of your request, and you will be
notified once your review has been completed.

You have the right to resubmit a request for an expedited seventy-two (72) hour initial
determination. If your physician supports your request for an expedited determination, and
the physician indicates that waiting for fourteen (14) days could seriously harm your
health, we will automatically give you one.
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You may also file an expedited oral or written grievance with IEHP DualChoice regarding
our decision not to expedite your review. The grievance process allows a member to file a
complaint with IEHP DualChoice about issues other than denied claims or services. IEHP
DualChoice must respond to an expedited grievance within twenty-four (24) hours.

To file an expedited grievance, you or your authorized representative should call, mail or
fax your written grievance to:

IEHP DualChoice

P.O. Box 1800

Rancho Cucamonga, CA 91729-1800

Toll Free: 1-877-273-1EHP (4347) or for TTY Users 1-800-718-4347
Fax: 1-909-890-5748

Also, please note that although you are not required to submit additional information to us,
it is important you contact us immediately if your medical condition changes or if you have
additional information about your case.

Please direct any further questions or information to <IEHP DualChoice Member Services

at 1-877-273-1EHP (4347), 8am — 8pm (PST), 7 days a week, including holidays.
TTY/TDD users should call 1-800-718-4347/Medical Group/IPA Contact information>.

Sincerely,

<IEHP DualChoice/Medical Group/IPA Representative>

IEHP DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan) is a Health Plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to
enrollees.
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EQJ{J? DISCRIMINATION IS AGAINST THE LAW
Prntlloive LA DISCRIMINACION ES UN ACTO CONTRA LA LEY

Inland Empire Health Plan (IEHP) complies with applicable Federal
civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. IEHP does not exclude
people or treat them differently because of race, color, national
origin, age, disability, or sex.

IEHP:

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio,
accessible electronic formats, other formats)

e Provides free language services to people whose primary
language is not English, such as:

e Qualified interpreters
¢ Information written in other languages

If you need these services, contact IEHP Member Services at
1-877-273-4347 (TTY: 1-800-718-4347).

If you believe that IEHP has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Inland Empire Health Plan, Attn: Civil Rights Coordinator,

10801 Sixth Street, Suite 120, Rancho Cucamonga, CA 91730

Tel. 1-877-273-4347, (TTY: 1-800-718-4347), Fax: 1-909-890-5748,
Email:CivilRights@iehp.org

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services,

200 Independence Avenue, SW Room 509F, HHH Building, Washington, D.C. 20201
Tel. 1-800-368-1019, (TDD: 800-537-7697). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Rev. 9/2017


mailto:CivilRights@iehp.org
http://www.hhs.gov/ocr/office/file/index.html

EQJ{]? DISCRIMINATION IS AGAINST THE LAW
Prntlloive LA DISCRIMINACION ES UN ACTO CONTRA LA LEY

Inland Empire Health Plan (IEHP) cumple con las leyes Federales
de derechos civiles aplicables y no discrimina por motivos de raza,
color, nacionalidad, edad, discapacidad o sexo. IEHP no excluye a
las personas ni las trata de forma diferente debido a su raza, color,
nacionalidad, edad, discapacidad o sexo.

IEHP:

e Proporciona asistencia y servicios gratuitos a personas con
discapacidad para que se comuniqguen de manera eficaz con
nosotros, como los siguientes:

e Intérpretes de lenguaje de sefias calificados

e Informacion escrita en otros formatos (letra grande, audio,
formatos electronicos accesibles, otros formatos)

e Proporciona servicios linguisticos gratuitos a personas que
prefieren comunicarse en un idioma diferente al inglés, como
los siguientes servicios:

e Intérpretes calificados
¢ Informacioén escrita en otros idiomas

Si necesita recibir estos servicios, comuniquese con Servicios para
Miembros de IEHP al 1-877-273-4347 (TTY: 1-800-718-4347).

Si considera que IEHP no le proporciond estos servicios o lo discriminé de otra manera por motivos
de raza, color, nacionalidad, edad, discapacidad o sexo, puede presentar una queja formal ante el
Coordinador de Derechos Civiles:

Inland Empire Health Plan, Attn: Civil Rights Coordinator,

10801 Sixth Street, Suite 120, Rancho Cucamonga, CA 91730

Tel. 1-877-273-4347, (TTY: 1-800-718-4347), Fax: 1-909-890-5748,
Email:CivilRights@iehp.org

Puede presentar una queja formal en persona o por correo postal, fax o correo electronico. Si
necesita ayuda para hacerlo, el Coordinador de Derechos Civiles esta a su disposicion para
ayudarle.
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EQJ{J? DISCRIMINATION IS AGAINST THE LAW
Prntlloive LA DISCRIMINACION ES UN ACTO CONTRA LA LEY

También puede presentar una queja de derechos civiles ante la Oficina de Derechos Civiles del
Departamento de Salud y Servicios Humanos de los Estados Unidos de manera electronica a traves
del Portal de Quejas de la Oficina de Derechos Civiles, disponible en
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o bien, por correo postal a la siguiente direccidén o por
teléfono a los numeros que figuran a continuacion:

U.S. Department of Health and Human Services,

200 Independence Avenue, SW Room 509F, HHH Building, Washington, D.C. 20201

Tel. 1-800-368-1019, (TDD: 800-537-7697). Puede obtener los formularios de queja en el sitio
web: http://www.hhs.gov/ocr/office/file/index.html

LANGUAGE ASSISTANCE

English
ATTENTION: If you speak another language, language assistance services, free of charge, are

available to you. Call 1-877-273-4347(TTY: 1-800-718-4347).

Espafiol (Spanish)
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica.
Llame al 1-877-273-4347(TTY: 1-800-718-4347).
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Pycckuun (RUSSIAN)
BHUMAHWE: Ecnu Bbl roBOpUTEe Ha pyCCKOM 5i3blke, TO BaM JOCTYNHbI 6ecnnaTHble ycnyru
nepesofa. 3BoHuUTe 1-877-273-4347(enetann: 1-800-718-4347).

TAGALOG (TAGALOG — FILIPINO)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-877-273-4347(TTY: 1-800-718-4347).
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1-877-273-4347(TTY: 1-800-718-4347).
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	<IEHP DualChoice/Medical Group/IPA Representative>

