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Request for Redetermination of Medicare Prescription Drug Denial

Because we Molina Dual Options MyCare Ohio (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: Fax Number:
7050 Union Park Center Drive, Suite 200 (866) 290-1309
Midvale, Utah 84047

You may also ask us for an appeal through our website at MolinaHealthcare.com/Duals.
Expedited appeal requests can be made by phone at (855) 665-4623, Monday- Friday, 8 a.m. to 8 p.m., local
time.

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 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
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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.

Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

Have you purchased the drug pending appeal? /7 Yes [/No

If “Yes”:
Date purchased: Amountpaid: $__ (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.

[ 7 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:

Molina Dual Options MyCare Ohio Medicare-Medicaid Plan is a health plan that contracts with both Medicare
and Ohio 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 (855) 665-4623,
TTY/TDD: 711, Monday - Friday, 8 a.m. to 8 p.m., local time. The call is free.
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Molina Healthcare (Molina) complies with all Federal civil rights laws that relate to healthcare
services. Molina offers healthcare services to all members without regard to race, color, national
origin, age, disability, or sex. Molina does not discriminate based on race, color, national origin, age,
disability, or sex. This includes gender identity, pregnancy and sex stereotyping.

To help you talk with us, Molina provides services free of charge:

* Aids and services to people with disabilities
o Skilled sign language interpreters
o Written material in other formats (large print, audio, accessible electronic
formats, Braille)
» Language services to people who speak another language or have limited English skills
o Skilled interpreters
o Written material translated in your language
o Material that is simply written in plain language
If you need these services, contact Molina Member Services at (855) 665-4623;
TTY/TDD: 711, Monday - Friday, 8 a.m. to 8 p.m., local time.

If you think that Molina failed to provide these services or discriminated based on your race,
color, national origin, age, disability, or sex, you can file a complaint. You can file a complaint
in person, by mail, fax, or email. If you need help writing your complaint, we will help you. Call
our Civil Rights Coordinator at (866) 606-3889, or TTY, 711. Mail your complaint to:

Civil Rights Coordinator
200 Oceangate
Long Beach, CA 90802

You can also email your complaint to civil.rights@molinahealthcare.com. Or, fax your
complaint to (562) 499-0610.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. You can mail it to:

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

Room 509F, HHH Building

Washington, D.C. 20201

You can also send it to a website through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

If you need help, call 1-800-368-1019; TTY 800-537-7697.


mailto:civil.rights@molinahealthcare.com
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S BAMOLINA #yCareOhio
| HEALTHCARE Connecting Medicare + Medicaid
Your Extended Family.

English
ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Call 1-855-665-4623 (TTY: 711).

Spanish
ATENCION: si habla espatfiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
1-855-665-4623 (TTY: 711).

Chinese
TR I s T, ] DU B 13 an S iR IR s, s 207E 1-855-665-4623 (TTY : 711).

German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-855-665-4623 (TTY: 711).

Arabic
2Kl 5 anall e o8 ) 1-855-665-4623 a8y el laalls cll il 55 4 galll saebuall lana () dalll Y Caaati i 13 1ida pale
(711
Pensylvannia Dutch
Wann du Deitsch Pennsylvania German schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft
mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-855-665-4623 (TTY: 711).

Russian
BHUMAHMUE: Ecnu BBl rOBOpUTE HAa PYCCKOM SI3bIKE, TO BaM JOCTYIHBI O€CIIaTHBIE YCIYTH IMePEBO/Ia.
3BonuTe 1-855-665-4623 (Teneraiimn: 711).

French
ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-665-4623 (ATS: 711).

Vietnamese ’ N N ’
CHU Y: Néu ban n6i Tiéng Viét, c6 cac dich vu ho trg ngdn nglt mién phi danh cho ban. Goi s
1-855-665-4623 (TTY: 711).

Cushite (Oromo language)
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-855-665-4623 (TTY: 711).

Korean
Fo]: So] 2 ALR A A S, o] A AH| S Fa g o] 83H 5 AL LT 1-855-665-4623
(TTY: 711) H o 2 A3la] FHA L
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Italian
ATTENZIONE: In caso la lingua parlata sia 1'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-855-665-4623 (TTY: 711).

Japanese
HEFH: HAEZE SN0, BROSE %2 ZFH w7272 £ 9, 1-855-665-4623 (TTY:
711) F T. B T I C 7273 0,

Dutch
AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel
1-855-665-4623 (TTY: 711).

Ukrainian
VYBAT'A! fIk1io BU po3MOBJIsiETe YKPaiHCHKOIO MOBOIO, B MOKETE 3BEPHYTHUCS 10 OE3KOIITOBHOI CITY>KOH
MOBHOI miaATpuUMKH. Tenedonyiite 3a HoMepom 1-855-665-4623 (Teneraiin: 711).

Romanian
ATENTIE: Daca vorbiti limba roméana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la
1-855-665-4623 (TTY: 711).

Somali
FIIRO GAAR AH: Hadii aad ku hadasho Ingiriisiga, adeega kaalmada luugada, oo bilaa lacag ah, ayaa kuu
diyaar ah. Lahadal 1-855-665-4623 (TTY: 711).

Nepali
e T mmwmm@ﬁﬁ%www JATEE fo¥: e FIAT 3TAY S |

BIeT {6 1-855-665-4623 (fefears: 711) |

Portuguese
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-855-665-4623 (TTY: 711).

French Creole
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis €d pou lang ki disponib gratis pou ou. Rele 1-855-665-4623
(TTY:711).

Polish
UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowej. Zadzwon pod numer
1-855-665-4623 (TTY: 711).

Hindi

€167 & A 379 TSy Serey § @t 31maeh forw o 3 AT WeTI T HaTd 3UeTst § | 1-855-665-4623 (TTY:
711) Rl H|

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-855-665-4623 (TTY: 711).
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