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Request for Redetermination of Medicare Prescription Drug Denial

Because we, Santa Clara Family Health Plan Cal MediConnect Plan (Medicare-Medicaid Plan),
denied your request for coverage of (or payment for) a prescription drug, you have the right to ask us
for a redetermination (appeal) of our decision. You have 60 days from the date of our Notice of Denial
of Medicare Prescription Drug Coverage to ask us for a redetermination. This form may be sent to us
by mail or fax:

Address: Attn: Grievances and Appeals Fax: 1-408-874-1962
Santa Clara Family Health Plan
PO Box 18880
San Jose, CA 95158

You may also ask us for an appeal through our website at www.scfhp.com. Expedited appeal
requests can be made by phone at 1-877-723-4795.

Who May Make a Request: Your prescriber may ask us for an appeal on your behalf. If you want
another individual (such as a family member or friend) to request an appeal for you, that individual
must be your representative. Contact us to learn how to name a representative.

Enrollee’s Information

Enrollee’s Name: Date of Birth:

Enrollee’s Address:
City: State: Zip Code:

Phone:

Enrollee’s Plan ID #:

Complete the following section ONLY if the person making this request is not the enrollee:

Requestor's Name:

Requestor’s Relationship to Enrollee:
Address:
City: State: Zip Code:

Phone:

Representation documentation for appeal requests made by someone other than enrollee or
the enrollee’s prescriber:

Attach documentation showing the authority to represent the enrollee (a completed
Authorization of Representation Form CMS-1696 or a written equivalent) if it was not
submitted at the coverage determination level. For more information on appointing a
representative, contact your plan or 1-800-Medicare (1-800-633-4227), 24 hours a day, 7 days
aweek. TTY users should call 1-877-486-2048.
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Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

Have you purchased the drug pending appeal? [ ]Yes [ ]No

If “Yes”™

Date purchased: Amount paid: $ (attach copy of receipt)

Name and telephone number of pharmacy:

Prescriber's Information

Name:

Address:

City: State:__ Zip Code:
Office Phone: Fax:

Office Contact Person:

Important Note: Expedited Decisions

If you 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. If your
prescriber indicates that waiting 7 days could seriously harm your health, we will automatically give
you a decision within 72 hours. If you do not obtain your prescriber's support for an expedited appeal,
we will decide if your case requires a fast decision. You cannot request an expedited appeal if you
are asking us to pay you back for a drug you already received.

[ ] 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.)

Please explain your reasons for appealing. Attach additional pages, if necessary. Attach any
additional information you believe may help your case, such as a statement from your prescriber and
relevant medical records. You may want to refer to the explanation we provided in the Notice of
Denial of Medicare Prescription Drug Coverage.

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

Date:

Santa Clara Family Health Plan 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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"h’ Santa Clara Family

iy Health Plan. NONDISCRIMINATION NOTICE

Discrimination is against the law. Santa Clara Family Health Plan Cal MediConnect Plan
(Medicare-Medicaid Plan) (SCFHP Cal MediConnect Plan) follows State and Federal civil rights laws.
SCFHP Cal MediConnect Plan does not unlawfully discriminate, exclude people, or treat them
differently because of sex, race, color, religion, ancestry, national origin, ethnic group identification,
age, mental disability, physical disability, medical condition, genetic information, marital status,
gender, gender identity, or sexual orientation.

SCFHP Cal MediConnect Plan provides:

¢ Free aids and services to people with disabilities to help them communicate better, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,

other formats)

e Free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact SCFHP Cal MediConnect Plan between 8 a.m. to 8 p.m., Monday
through Friday by calling 1-877-723-4795. If you cannot hear or speak well, please call 711. Upon
request, this document can be made available to you in braille, large print, audiocassette, or
electronic form. To obtain a copy in one of these alternative formats, please call or write to:

Santa Clara Family Health Plan
PO Box 18880

San Jose, CA 95158
1-877-723-4795 (TTY: 711)

HOW TO FILE A GRIEVANCE

If you believe that SCFHP Cal MediConnect Plan has failed to provide these services or unlawfully
discriminated in another way on the basis of sex, race, color, religion, ancestry, national origin, ethnic
group identification, age, mental disability, physical disability, medical condition, genetic information,
marital status, gender, gender identity, or sexual orientation, you can file a grievance with SCFHP Cal
MediConnect Plan. You can file a grievance by phone, in writing, in person, or electronically:

e By phone: Contact SCFHP Cal MediConnect Plan between 8 a.m. to 8 p.m., Monday through
Friday by calling 1-877-723-4795. Or, if you cannot hear or speak well, please call 711.

e In writing: Fill out a complaint form or write a letter and send it to:
Attn: Grievance and Appeals Department
Santa Clara Family Health Plan

6201 San Ignacio Ave
San Jose, CA 95119

e In person: Visit your doctor’s office or SCFHP Cal MediConnect Plan and say you want to file a
grievance.
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e Electronically: Visit SCFHP Cal MediConnect Plan’s website at www.scfhp.com.

OFFICE OF CIVIL RIGHTS — CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES

You can also file a civil rights complaint with the California Department of Health Care Services,
Office of Civil Rights by phone, in writing, or electronically:

e By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711
(Telecommunications Relay Service).

e In writing: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at http://www.dhcs.ca.gov/Pages/Language Access.aspx.

e Electronically: Send an email to CivilRights@dhcs.ca.gov.

OFFICE OF CIVIL RIGHTS — U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

If you believe you have been discriminated against on the basis of race, color, national origin, age,
disability or sex, you can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights by phone, in writing, or electronically:

e By phone: Call 1-800-368-1019. If you cannot speak or hear well, please call TTY/TDD
1-800-537-7697.

e In writing: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

e Electronically: Visit the Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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.‘.h’. Santa Clara Family

7;,,,5 Health Plan.

Language Assistance Services

English: ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call Customer Service at 1-877-723-4795 (TTY: 711), Monday through Friday, 8
a.m. to 8 p.m. The call is free.

Espafiol (Spanish): ATENCION: Si habla esparfiol, hay servicios de ayuda de idiomas gratis
disponibles para usted. Llame a Servicio al Cliente al 1-877-723-4795 (TTY: 711) de lunes a viernes,
de 8 a.m. a 8 p.m. La llamada es gratis.

Tiéng Viét (Vietnamese): CHU Y: Néu quy vi noi tiéng Viét, c6 dich vu hd tre’ ngdén ngl, mién phi
danh cho quy vi. Hay goi dén Dich Vy Khéch Hang theo sb 1-877-723-4795 (TTY: 711), ttr Thir Hai
dén Tht Sau, 8 gid sang dén 8 gi¢ toi. Cudc goi la mién phi.

i3 (Chinese) : ;& : IR EHPX, EAHIERFESEIRS., ETEH—ZEHFE LS AE
Be t 8 mERER 1-877-723-4795 (TTY AFIEEEE 711) SEFPIRFHEKR, KBIEHEREE,

Tagalog (Tagalog): PAUNAWA: Kung nagsasalita ka ng Tagalog, may magagamit kang mga
serbisyong tulong sa wika na walang bayad. Tumawag sa Serbisyo para sa Mamimili sa
1-877-723-4795 (TTY: 711), Lunes hanggang Biyernes, 8 a.m. hanggang 8 p.m. Ang pagtawag ay
libre.

2= 0{(Korean): F2|: et=0{ & ALESHAlE 87, 0 A& MH|AE FRE 0|80t &= ASLILL
2R ULH Y T gAREH XY 8A|HK| 1-877-723-4795 (TTY: 711)HO 2 17 MH| A K0
At FHAR. §3t= FERYLICH

Swjbtptu (Armenian). NFCUYYNFE3NFL. Grb fununwd Gp hw)bpblu, www |Gquywl ogunLjwu
SwnwjnLejnllutpp 269 Yurnpwdwnpytu wuysdwn: 2wluqwhwnbp hwdwhunpnutnph uywuwpydwl
yEuwnpnUu hGunlyw hGnwpunuwhwdwnny® 1-877-723-4795 (TTY. 711), Gpynwwprhhg NnLppwR' d.

8:00 - 20:00: Qwugu wuydwp E:

Pycckun (Russian): BHUMAHWE: Ecnu Bl roBopuTe no-pyccku, Bel MmoxeTe 6ecnnaTtHo
BOCMONb30BaTbCA ycryramu nepesoaymka. NMos3soHute B Cnyx6y noaaepkm KNMEHTOB MO HOMEpPY
1-877-723-4795 (Tenetann: 711), ¢ noHegenbHMKa no natHuuy, ¢ 8:00 go 20:00. 3BoHOK
OecnnaTtHbIN.

:(FarSi) u‘“{)lé
8 ) cdzman Baaidigd sl g ) JJ\JJ\‘)éww‘)md‘)du@u\)u‘)}aﬁ‘fh‘)&s&uh ‘J.\.\Ssnk_u;...a@a‘)uuu‘)é.’)g\ RENgY]
ol 8 o jlads ol b el 0 8 il (T11:TTY) 1-877-723-4795 o e 43 s yidie iladd 2al 5 b cad 8 N e

HAFE (Japanese) : T3FE : HAEZHEINDBE. BEHOSEXXEY—EXRZZFRAWNET
9, hRAT—H—ERX 1-877-723-4795 (TTY : 711) FTHEEFET L\, H—EXBER®EILA
EANSEEADFRISHENSFERSFEETTY, BEFERTY,

Ntawv Hmoob (Hmong): LUS CEEV: Yog hais tias koj hais lus Hmoob, peb muaj kev pab txhais lus
pub dawb rau koj. Hu rau Lub Chaw Pab Cuam Neeg Qhua rau ntawm tus xov tooj 1-877-723-4795
(TTY: 711), hnub Monday txog Friday, 8 teev sawv ntxov txog 8 teev tsaus ntuj. Qhov hu no yog hu
dawb xwb.
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UATE! (Punjabi): fodTs oG 7 3 Uardt 95% J, 31 303 B¢ 3t AufesT Aeel g qs He3 Guseay
IS 1-877-723-4795 (TTY: 711) 3 IS AT § AHSJ 3 HAILTd, Hed 8 <n 3 9731 8 <1 39 1% J|
S IS T UAT & BT

:(Arabic) 4z sl
1-877-723-4795 &8 1) e eJaall Gy Jlad¥) el dalic doilaal) 4 gall) sac Lusall iledd (8 cd jal) Aalll aaati i€ 1) o4
e Jlai¥) 2lus 8 ) Alua 8 (e cdiraadl ) ) (g (TTY: 711) ganall Cilaaal aill Calgll)

&Y (Hindi): &M T 3R 3y &<, T Sierd 8, ot 31U fTg TS TeradT Hand e Suas g
Wﬁ@mﬁg-sw-n&w% (TTY: 711) R, NHIR IV YhdR, a8 8:00 T M 8:00 §oi dh DHid Dx g
BId D B

A lne (Thai): Tusensu: mm/huvgmmm"lm azfiusmsanuahomdavesnunen e kifian Tdxe
fnstorususmaandleivi 1-877-723-4795 (TTY: 711) leTutusunstissns nan 08.00 w. fis 20.00 w.
lLigan s Tunslus

t21 (Khmer): §SGiM:: [UANSIOIMNAEA SUNWM AN

NS SWIRAMAUEISEUNSUINAHMINWHNSASIYY SINDURIRAINNIAYHASNSMUIUS
1-877-723-4795 (TTY: 711) AigG SRUIGMIENH 8 (HMY RUIEH § WU
MIUTISIIN S NS AR I%Y

WI9290 (Lao): 1Wax9u: 1auancdiw 9o, SNind3ningoeciiscinwIgntosvsostlgs9e
930U, ImIgLOS3NIVNeNGHNCS 1-877-723-4795 (TTY: 711), Sud 119 SVIN 029 8 Ly 19 8
099, INWS.

Mien (Mien): JANGX LONGX: Beiv taux meih benx gorngv ang gitv waac nyei mienh nor, dugv
mbenc maaih nzie weih gong tengx wang-henh faan waac bun muangx maiv zuqgc cuotv nyaanh,
mbenc nzoih liouh bun meih longc. Douc waac daaih lorx taux nzie weih zipv kaeqv gorn zangc yiem
njiec naaiv 1-877-723-4795 (TTY: 711), yiem naailv liv baaiz yietv mingh taux liv baaiz hmz bouc
dauh, yiem 8 diemv lungh ndorm ziagh hoc mingh 8 diemv lungh muonz. Naaiv norm douc waac gorn
se wang-henh longc maiv zuqc cuotv nyaanh oc.

YkpaiHcbka (Ukrainian): YBAIA: AKwo B1 po3MOBNSAETE aHIMIiMCbKOK MOBOIO, BU MOXETe
6e3KOLTOBHO cKopucTaTUCca OCTYMHMMW Nocnyramu nepeknagada. TenedoHynTe 4o cnyxéu
NIATPUMKW KITIEHTIB 32 HOMepoM 1-877-723-4795 (TeneOHHUI NPUCTPIN i3 TEKCTOBUM BBOLOM
[Teletype TTY]: 711), noHeainok-n’atHmus, 3 8:00 go 20:00. [13BiHOK 6€3KOLLTOBHUMN.
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