Quartz

2650 Novation Parkway, Madison, W1 53713
Request for Redetermination of Medicare Prescription Drug Denial

Because we, Quartz Medicare Advantage (HMO), 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: Fax Number:
Attn.: Appeals Specialists (608) 644-3500
Quartz Medicare Advantage

2650 Novation Parkway, Madison, WI 53713

You may also ask us for an appeal through our website at QuartzBenefits.com/MedicareAdvantage.
Expedited appeal requests can be made by phone at (800) 394-5566 (TTY: 711), Mon. - Fri., from
8 a.m. to 8 p.m. Oct. 1 - March 31, we are available seven days a week, from 8 a.m. to 8 p.m.

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 Member ID Number

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.
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Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

Have you purchased the drug pending appeal? [] Yes [JNo

If “Yes”:
Date purchased: Amount paid: S (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.

[l 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 and have your prescriber address the Plan's coverage
criteria, if available, as stated in the Plan's denial letter or other Plan documents. Input from your
prescriber will be needed to explain why you cannot meet the Plan's coverage criteria and/or why
the drugs required by the Plan are not medically appropriate for you

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

Date:




NOTICE OF NONDISCRIMINATION

Quartz Medicare Advantage (HMO) and Quartz Med Advantage Dual Eligible w/Rx are the marketing
names operating under the entities of Quartz Health Plan Corporation and Quartz Health Plan MN
Corporation. These companies are separate legal entities. In this notice, “we” refers to these
companies. We comply with applicable federal civil rights laws and do not discriminate on the basis
of race, color, naticnal origin, age, disability, gender identity, or sexual orientation.

* We provide free aids and services to people with disabilities tc communicate effectively with
us, such as:
» Qualified sign language interpreters
s Written information in other formats (Idrge print, audio, accessible electronic formats,

other formats}
* We provide free language services to people whose primary language is not English, such as:
» Qualified interpreters
» Information written in other languages

If you need these services, contact Customer Success at (800) 362-3310.

If you believe that we have failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, gender identity, or sexual crientation, you can file
a grievance with:

Kristie Breunig, Compliance Officer; 2650 Novation Parkway, Madison, Wl 53713
Phone: (800) 362-3310; TTY: 711 or toll free (800) 877-8973; Fax: (608) 644-3500
Email: AppealsSpecialists@QuartzBenefits.com

You can file a grievance in perscn or by mail, fax, or email. If you need help filing a grievance,
Kristie Breunig, Compliance Officer, 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
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

(800) 368-1019; (800) 537-7697 (TDD)

Complaint forms are available at hhs.gov/ocr/officeffile/index.html.

Quartz
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Multi-Language Insert
Multi-Language Interpreter Services

Spanish: ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica.
Llame al 1-800-394-5566 (TTY: 711).

Hmong: LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu
rau 1-800-394-5566 (TTY: 711).

Chinese: ¥ & : AR B - DI EESESIBEIRTE. 52 1-800-394-5566
(TTY : 711) .

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-394-5566 (TTY: 711).

Arabic: A0 e Jlai¥l o eellal (e dalic Aot 4 adlt ac lusal) Sledd (o oy jall Gall) doaa i€ 1) :Adaadls
{711 :TTY) 1-800-394-5566

Russian: BHUMAHWE: Ecin Bbl roBOpUTE Ha PYCCKOM S3blKe, TO BaM AOCTYMHbI becnnaTHble yCayru
nepesoa. 3soHUTe 1-800-394-5566 (Tenetain: 711).

Korean: =C2[: &= HE ME°StA=&ES, 8 K& AMEHAE RF==0|Scotal == JAsLILCH
1-800-394-5566 (711)H 2 = M35l =&AL,

Vietnamese: CHU Y: N&u ban noi Tiéng Viét, cé cac dich vu hé tro ngdn nglr mién phi danh cho ban.
Goi s8 1-800-394-5566 (TTY: 711).

Pennsylvania Dutch: Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du
mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call
1-800-394-5566 (TTY: 711).

Laotian: LUOQIV: T)909 MIVCIIMWITI 290, NIVVDINIVROBCTDOIVWITT, LOBVCH IO,
ccuVBWo LYY, LS 1-800-394-5566 (TTY: 711).

French: ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-800-394-5566 (ATS : 711).

Ambharic: 9007 299,515 L3P RTCT Py OPCTHIP AC4H SCBHR1 112 ALTHOT THOETPA: @L “1htAD-
&PC L.RM- 1-800-394-5566 (o0t ArtagH @ 711).

Hindi: & &: IT= st TE4T aierd & 7 ares (™10 o § ST FE1EaT 3970 SO+ 21 1-800-394-5566
(TTY: 711) 9% &= FX

Serbo-Croatian: OBAVIESTENJE: Ako govorite srpsko-hrvatski, usluge jezitke pomo¢i dostupne su vam
besplatno. Nazovite 1-800-394-5566 (TTY- Telefon za osobe sa oste¢enim govorom ili sluhom: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
sa wika nang walang bayad. Tumawag sa 1-800-394-5566 (TTY: 711).
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