A meridian

Request for Redetermination of Medicare Prescription Drug Denial

Meridian Medicare-Medicaid Plan (MMP) denied your request for coverage of (or payment for) name of
prescription drug. You have the right to ask us for a redetermination (appeal) of our decision. Use this form to
appeal this decision.

e You may ask for an appeal within 65 days of the date of our Notice of Denial of Medicare Prescription
Drug Coverage.

e You can also learn more about filing an appeal on our website at mmp.ILmeridian.com.

o Expedited appeal requests can be made by phone at 1-855-580-1689 (TTY: 711). Hours are from 8 a.m.
to 8 p.m., Monday through Friday. After hours, on weekends and on holidays, you may be asked to
leave a message. Your call will be returned within the next business day.

Your prescriber can ask for an appeal on your behalf. If you want another person (like a family member or
friend) to file an appeal for you, that person must be your representative. Call us at 1-855-580-1689 (TTY: 711)
to learn how to name a representative.

Plan enrollee information

Enrollee name:

Member ID Number: Date of birth (MM/DD/YYYY):
Mailing address:
City, State, ZIP code:
Phone:

Prescription & prescriber information

Name of drug you asked for:

Strength/quantity/dose:

Prescriber name:
Office address:

City, State, ZIP code:
Office phone: Office fax:

Office contact person:

Did you already purchase this drug? [ ] Yes [ ]No
If YES:
Date purchased: Amount paid: (attach copy of receipt)

Pharmacy name:

Pharmacy phone number:
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Do you need an expedited (fast) decision?

[ ] Check this box if you believe you need a decision within 72 hours. If you have a supporting statement
from your prescriber, attach it to this request.

e Ifyou or your prescriber believe that waiting 7 days for a standard decision could seriously harm your
life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.

e I[fyour prescriber indicates that waiting 7 days could seriously harm your health, we’ll automatically
give you a decision within 72 hours. You can’t ask for an expedited appeal if you’re asking us to pay
you back for a drug you already got.

e I[fyoudon’t get your prescriber's support for an expedited appeal, we’ll decide if your case requires a
fast decision.

Explain why you think this drug should be covered

e Attach any additional information you think may help your case, like a statement from your prescriber
or medical records.

¢ Include a copy of the Notice of Denial of Medicare Prescription Drug Coverage

e Your prescriber will need to explain why you can’t meet our plan’s coverage rules and/or why the drugs
required by the plan aren’t medically appropriate for you.

e Other information we should consider:

Representative information

Complete this section ONLY if the person making this request is not the enrollee or the enrollee’s prescriber.
You must attach documentation showing your authority to represent the enrollee (like a completed Form CMS-
1696 or a written equivalent) if it wasn’t submitted at the coverage determination level. For more information
on appointing a representative, Call us at 1-855-580-1689 (TTY: 711).

Representative name:

Relationship to enrollee:

Street address:
City, State, ZIP code:
Phone:

Sign & submit this form

Signature of person requesting the appeal (the enrollee, prescriber or representative):

Signature: Date:

Fax or mail your completed form and any supporting information to:

Address: Fax Number:
Meridian Medicare-Medicaid Plan (MMP) 1-866-388-1766
Attn: Medicare Pharmacy Appeals

P.O. Box 31383

Tampa, FL 33631-3383




Meridian Medicare-Medicaid Plan (MMP) is a health plan that contracts with both Medicare and
Illinois Medicaid to provide benefits of both programs to enrollees.

You can get this document for free in other formats, such as large print, braille, or audio. Call 1-855-
580-1689 (TTY: 711). Representatives are available Monday-Friday, 8 a.m. to 8 p.m. to assist you.
On weekends and on state or federal holidays, you may be asked to leave a message. Your call will be
returned within the next business day. The call is free.



Multi-Language Insert
Multi-Language Interpreter Services

English: We have free interpreter services to answer any questions that you may have about
our health or drug plan. To get an interpreter, just call us at 1-855-580-1689 (TTY: 711). Hours
are from Monday through Friday, 8 a.m. to 8 p.m. On weekends and on state or federal holidays,
you may be asked to leave a message. Your call will be returned within the next business day.
Someone who speaks English/Language can help you. This is a free service.

Spanish: Contamos con los servicios gratuitos de un intérprete para responder las preguntas
que tenga sobre nuestro plan de salud o de medicamentos. Para solicitar un interprete,
simplemente llamenos al 1-855-580-1689 (TTY: 711), de lunes a viernes, de 8 a.m. a 8 p.m.
Después del horario de atencion, los fines de semana y los dias festivos, es posible que se le
pida que deje un mensaje. Se le devolvera la llamada al siguiente dia habil. Alguien que hable
espafol puede ayudarlo. Este es un servicio gratuito.
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Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible
ninyong tanong tungkol sa aming planong pangkalusugan o plano sa gamot. Upang makakuha ng
interpreter, tumawag lang sa amin sa 1-855-580-1689 (TTY: 711) mula 8 a.m. hanggang 8 p.m.,
Lunes hanggang Biyernes. Para sa mga oras pagkatapos ng trabaho, Sabado at Linggo, at pista
opisyal, maaaring magpaiwan sa inyo ng mensahe. May tatawag sa inyo sa susunod na araw na
may pasok. May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng serbisyo.

French: Nous proposons des services d’interpretes gratuits pour répondre a toutes vos
questions sur notre régime de santé ou de medicaments. Pour obtenir les services d’un
interprete, appelez-nous au 1-855-580-1689 (TTY : 711) du lundi au vendredi, de 8 h a 20 h. Si
vous appelez pendant les week-ends et jours fériés, vous devrez peut-étre laisser un message.
Nous vous rappellerons le jour ouvrable suivant. Un interlocuteur francophone pourra vous
aider. Ce service est gratuit.
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Vietnamese: Chuing t6i c6 dich vu théng dich mién phi dé tra 1&i bat ky cau hdi nao
cla quy vi vé chwong trinh stre khde hodc chwong trinh thube clia ching toi. Bé
nhan théng dich vién, chi can goi cho ching t6i theo sb 1-855-580-1689 (TTY: 711).
Gi®r lam viéc 1a t Thir Hai dén Thir Sau, tlr 8 a.m. dén 8 p.m. Vao cac ngay cudi
tuan va ngay |& cua tiéu bang ho&c lién bang, quy vi c6 thé dwoc yéu cau dé lai tin
nhan. S& cé ngwdi phan hdi cudc goi clia quy vi vao ngay lam viéc tiép theo. Mot
nhan vién noi tiéng Viét cé thé giup quy vi. Dich vu nay dwoc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren
Gesundheits- oder Medikamentenplanen haben.Umeinen Dolmetscherin Anspruchzunehmen,
rufen Sie uns von Montag bis Freitag zwischen 8und 20 Uhr unter folgender Telefonnummer an:
1-855-580-1689 (TTY: 711). An Wochenenden und an Feiertagen werden Sie moglicherweise
aufgefordert, eine Nachricht zu hinterlassen. Wir rufen Sie am nachsten Werktag zurtick. Ein
deutschsprachiger Mitarbeiter wird Ihnen behilflich sein. Dieser Service ist kostenlos.
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Russian: ECnu y Bac BO3HMKNM Kakne-nmbo BONpockl O HaLLeM niiaHe MeamLUnHCKOro
CTpaxoBaHUsi WK MNfiaHe C MNOKPbITUEM FEeKapCTBEHHbIX nNpenapaToB, Bam
AocTynHbl 6ecnnatHble ycnyru nepesoguvnka. Ecnn Bam Hy)XeH nepeBoauuK,
NPOCTO MO3BOHMUTE HaMm MO HOMepy 1-855-580-1689 (TTY: 711). Yackl paboThl: C
8a.m. 4O 8 p.m. C NOHeAesbHMKa Mo NATHUUY. B BbIXOAHbLIE N NPa3gHUYHbLIE OHU
doegepanbHOro YpoBHS UM Ha YPOBHE LUTATa Bac MOryT MOMPOCUTb OCTaBUTb
coobuieHne. Bam nepe3BoHAT Ha cnegyowmi paboumi AeHb. Bam okaxkeT nomMoLLb
COTPYOHMK, FOBOPSILLMI HA PycCKOM s3blke. [laHHas ycnyra becnnaTHa.
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Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda
possa avere in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete,
e sufficiente contattare il numero 1-855-580-1689 (TTY: 711) dal lunedi al venerdi, dalle 8:00
alle 20:00. Nei fine settimana e nei giorni festivi statali o federali potrebbe essere necessario
lasciare un messaggio. La ricontatteremo entro il giorno lavorativo successivo. Qualcuno la
assistera in lingua italiana. E un servizio gratuito.



Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que
possa ter sobre 0 nosso plano de saude ou medicagdo. Para obter um intérprete, contacte-nos
através do numero 1-855-580-1689 (TTY: 711). O servico esta disponivel de segunda-feira a
sexta-feira, das 8:00 as 20:00. Se ligar ao fim de semana ou num feriado, podera ter de deixar
mensagem. A sua chamada sera devolvida no proximo dia util. Um falante de portugués podera
ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou
plan sante oswa plan medikaman nou an. Pou jwenn yon entepret, senpleman rele nou nan
1-855-580-1689 (TTY: 711) soti 8e a.m. rive 8¢ p.m., Lendi pou Vandredi. Apre l& biwo yo femen,
nan wikenn ak pandan jou ferye, yo gendwa mande w pou ou kite yon mesaj. Y ap tounen rele w
pwochen jou biwo yo louvria. Yon moun ki pale Kreyol Ayisyen kapab ede w. Se yon sevis gratis.

Polish: Oferujemy bezptatnag ustuge ttumaczenia ustnego, ktéra pomoze Panstwu uzyskac
odpowiedzi na ewentualne pytania dotyczace naszego planu leczenia lub planu refundaciji
lekow. Aby skorzystaCc z ustugi ttumaczenia ustnego, wystarczy zadzwoni¢ pod numer
1-855-580-1689 (TTY: 711) w godzinach od 8:00 do 20:00, od poniedziatku do pigtku. W
weekendy i Swieta konieczne moze byc¢ pozostawienie wiadomosci. Oddzwonimy w nastepnym
dniuroboczym. Zapewnito Panstwu pomoc osoby méwiacej po polsku. Ustuga ta jest bezptatna.
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Greek: AlaBETOUNE dWPEAV UTTNPETIEC DIEPUNVEWYV YIA VA ATTAVTI)OOUUE OE TUXOV
EPWTNOEIC TTOU UTTOPEI va EXETE OXETIKA PE TO TTPOYPAMMA UYEIQC 1) TO TTPOypa
Mua @apudkwy. Ma va Bpeite diepunveéad, aTTAd KOAEOTE YOG OTO 1-855-580-1689
(TTY: 711) 1O TIG 8 .M. €WG TIG 8 M.M., a1mo Acutépa €wg MNapaokeur). MeTa 10
TTEPAC TOU £PYACIUOU WPOpPIoU, Ta ZaBBatokupiaka Kal TIC apyieg, EVOEXETAl va
oag {nTnBei va apnoete prvupa. H kKAjon oag Ba atravinBei evidg TG €TTOUEVNG
epyaoiung nuépag. KAatrolog trou pIAGEN EAANVIKA PTTopEi va oag Bonbnocl. MNpdkertal
yia dwpPEQV UTTNPETIa.
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