Request for Redetermination of Medicare Prescription Drug Denial

Pharmacy Benefit Dimensions 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. 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 file an appeal through our website at www.pbdrx.com.

e Expedited appeal requests can be made by phone at 716-504-4444 or 1-800-667-5936, Monday through
Sunday from 8 a.m. to 8 p.m. (October 1% — March 31%') and Monday through Friday from 8 a.m. to 8
p.m. (April 1% — September 30™). TTY users call 711.

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 716-504-4444 or 1-800-667-
5936 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 Ifyour 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 [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.

e 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 716-504-4444 or 1-800-667-5936. TTY users call 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:
Pharmacy Benefit Dimensions 716-580-5264
Benefit Administration Department
511 Farber Lakes Drive
Buffalo, NY 14221
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Form Approved
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-667-
5936. Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-667-5936. Alguien que
hable espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: H{ e 0B iRNRss, 5 BDIEME < T s 25 (R B& WAL (] 2E [A],
MR A= %R %, 58 1-800-667-5936, A 10urh L TAEA RE R E A, X
— IR 5

Chinese Cantonese: &% H M e o SEYy T fe nT 8B A- A BER, B It BUMEE it e B voslaE ik
%o WERIERYS, 5205 1-800-667-5936, Mk Sty A BG4 & A me e 0, 5 &
— I B R A%

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-667-5936. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-667-5936. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu théng dich mién phi dé tra I5i cac cau hoi vé
chugng sdc khoe va chuong trinh thuéc men. N€u qui vi can théng dich vién xin goi
1-800-667-5936 sé cd nhan vién ndi ti€ng Viét giup d& qui vi. Pay la dich vu mién
phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-667-5936. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Korean: WA= 98 HE i o w3 #3t Ao g3 =alux 35 54
A&sta PS5t B9 AU AE o] 8358 H A3} 1-800-667- 5936‘?12& o] 3
FAANL., o= 3= A7 Bof =2 AUt} o] AHjAE FEE 9y

Russian: Ecnv y Bac BO3HMKHYT BOMNpPOCbl OTHOCUTE/IbHO CTPaxoBOro nau
MeANKaMeHTHOro nfaaHa, Bbl MOXeTe BOCMN0/1Ib30BaTbCsA HawmnMmM 6ecniaTHbIMU
ycnyramm nepeBoAumkoB. YTobbl BOCMOSb30BaTbCA yYCayramMm nepesogvnka,
No3BOHUTE HaM no TenedoHy 1-800-667-5936. BaM okaxeT noMoLb COTPYAHUK,
KOTOpbIN rOBOPUT No-pycckn. [laHHasa ycnyra 6ecnniaTHas.

Loal 4 ga¥) Jsan ol daally sheti Al (5l e WU duilaall (5 5l an jiall Cllesd 2383 W) ; Arabic

L (mdd o i . 5936-667-800-1 o Ly Jiai¥ (5 s lle Gl s aa sia o Jpuanll
lae Zand o3 lieluay G jall Canay

Hindi: §HR W 1 a1 &1 A1 & IR H 3{10eh fob it Hi 0%l o wiare < o ford gHR U Hud
T T8 U §. Th GHITAT T R o folE, 99 89 1-800-667-5936 TR hIH Y. Dl
Hfad Sl fg=a! el § 3! Aag HR ol 6. I8 Udh Jud 4dl 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-667-5936. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

SkIE==

F-{U of

O

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicagao. Para
obter um intérprete, contacte-nos através do numero 1-800-667-5936. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sévis entépréet gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis
rele nou nan 1-800-667-5936. Yon moun ki pale Kreyol kapab ede w. Sa a se yon
sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwonié
pod numer 1-800-667-5936. Ta ustuga jest bezptatna.

Japanese: 4jit DK (SO & S AL IR T 7 2T 5 ZHRBICBEZ T 5726 (12

CEROSEERY —E 22BN FT 8 WET, Gl E SHMIC e BT T,

1-800-667-59361C BHEai { 723 v, HAGEZET A B 2 Lirwie L 2§, Zidmploy

— EATT,
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Discrimination is Against the Law

Pharmacy Benefit Dimensions is a subsidiary of Independent Health and complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Pharmacy Benefit Dimensions does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

Pharmacy Benefit Dimensions:
* Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible
electronic formats, other formats)
* Provides 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 Pharmacy Benefit Dimensions’ Member
Services Department.

If you believe that Pharmacy Benefit Dimensions 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: Pharmacy Benefit Dimensions’ Member Services Department,
P.O. Box 1642, Buffalo, NY 14231, 1-800-667-5936, TTY users call 711, fax (716) 250-7163,
PBDMedicareservicing@pbdrx.com. You can file a grievance in person or by mail, fax, or email.
If you need help filing a grievance, Pharmacy Benefit Dimensions’ Member Services Department
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
1-800-368-1019, 800-537-7697 (TDD)

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