
 
  

  
   

    
   

 
 

 

 

 

  

  

 

 

 

  

 

 

 

 

 
 

            

Request for Redetermination of Medicare Prescription Drug Denial 

Because we, Medica Health 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: 
   Express Scripts 877-852-4070 

Attn Clinical Appeals 
   PO Box 66588 

St. Louis, MO 63166-6588 

You may also ask us for an appeal through our website at www.medica.com.  Expedited appeal 
requests can be made by phone at 1-800-952-3455, (TTY users can call 711), 7 a.m. to 8 p.m., 
Monday – Friday (closed 8 a.m. to 9 p.m., Thursday) and 9 a.m. to 3 p.m., Saturday. 

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 ☐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 believes 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 and have your prescriber address the Plan’s 
coverage criteria, if available, as stated in the Plan’s denial letter or in 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 representative):  

Date: 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
Llame al 1-800-952-3455 (TTY: 711). 
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Discrimination is Against the Law 

Medica complies with applicable Federal civil rights laws and will not discriminate against any person 
based on his or her race , color, creed, religion , national origin , sex, gender , gender identity , health status 
including mental and physical medical conditions , marital status , familial status , status with regard to 
public assistance , disability , sexual orientation , age, political beliefs , membership or activity in a local 
commission , or any other classification protected by law. Medica : 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

TTY communication 
• Written information in other formats (large print , audio, other formats) 
• Provides free language services to people whose primary language is not English , such as: 

Qualified interpreters and information written in other languages 
If you need these services , contact the number on the back of your identification card. If you believe that 
Medica has failed to provide these services or discriminated in another way on the basis of your race , color, 
creed , religion , national origin , sex, gender, gender identity , health status including mental and physical 
medical conditions , marital status , familial status , status with regard to public assistance , disability , sexual 
orientation , age, political beliefs , membership or activity in a local commission , or any other classification 
protected by law, you can file a grievance with: Civil Rights Coordinator , Mail Route CP250, PO Box 
9310, Minneapolis , MN 55443-9310 , 952-992-3422 , TTY: 711, civilrightscoordinator @medica.com. 
You can file a grievance in person or by mail , fax, or email. You may also contact the Civil Rights 
Coordinator if you need assistance with filing a complaint. 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 800-368-1019 , 800-537-7697 (TDD). Complaint forms are 
available at http ://www.hhs.gov /ocr/office/file/index.html. 

If you want free help translating this information, call the number included in 
this document or on the back of your Medica ID card. 

Si desea asistencia gratuita para traducir esta 
informaci6n, llame af numero que figura en este 
documento o en la parte posterior cfe su tarjeta de 
identificaci6n de Medica. 

Yog koj xav tau kev pab dawb kom txhais daim 
ntawv no, hu rau tus xov tooj nyob hauv daim ntawv 
no las yog nyob nraum qab ntawm koj daim npav 
Medica ID. 

~□! 1i~~§'c•m~~~fill:t~nt, ~!~~*x:mq:i~~ 
tt1~~B'9Medica ID"""F ~rnj~ge-g5mP,l0 

Neu quy vj muon trq giup djch thong tin nay mien phf, 
hay g9i vao s6 c6 trong tai li$u nay ho~c a m~t sau the ID 
Medica cua quyvj. 

Odeeffannoo kana gargaarsa tolaan akka isinii 
hiikamu yoo barbaaddan, lakkoobsa barruu kana 
keessatt1 argamu ykn ka dugda kaardii Waraqaa 
Eenyummaa Medica irra jiruun bilbila'a. 

. ..:,Lo~I o~ , ~;,.:i ~ ~4,.-o 0.1 .. d.1.1.1..0 .1..J_,.:i .:...i.S' f_j/ 
~ ~ 91.:; .;!~~i o~ ~ .);f~I ~_,JI~ J..a.:iu 

. ~ ~L;.J I ~~ 1-4.J ~ ii~ 

Ecm1 861 xornTe_ nonr11t1Tb 6ecnnarny10 noM0W.b 
B nepeBO,l],e 3TOl'1 1t1HcpopMaU.1t11'1, n03BOHl'1Te 
no HOMepy Teneq>OHa, yKa3aHHOMY B ,l],aHHOM 
A0KYMeHTe 1,1 Ha o6parno~ CTopoHe Bawe~ 
1'1H,l],eHrnq>1t1KaU.1t10HHO~ KapTbl Medica. 

il im ,mi 8j m1Jfnl~.,JJ~ ~UC1J]8 L~:n,du,cc,,1J~.y_unrusJm 
tmm}c;;;i:nmJi~uwQLurn:n~muu 1JJ QmU!JJj~Bjt.JCl 
Med1ca ~8jmiu. 

Si vous voulez une assistance gratuite pour traduire 
ces informations, appelez le numero indique dans 
ce document ou au dos de votre carte d'identification 
Medica. 
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Kung nais mo ng libreng tulong sa pagsasalin ng 
impormasyong ito, tawagan ang numero na kasama 
sa dokumentong ito o sa likod ng iyong Kard ng 
Medica. 

.em (TIJl,_p; {\(TIJTC:'}90 ~9, hC~,r 'i'CPl..6-.t\'r hm (11-f u M~ m.{lrp 
J't\OF} cµrrc m,e<JD Medica (TIJ,r<Do/5' li~$P OM·lc<l ft\GJ-'} 
,eJ'.GJ-tr:: 

Ako zelite besplatnu pomoc za prijevod ovih 
informacija, nazovite broj naveden u ovom 
dokumentu iii na poledirn svoje ID kartice Medica. 

Dii t' aa jiik' e sha ata' hodoonih ninizingo ei ninaaltsoos 
Medica bee neiho' dilzinigi bine' dee' namboo biki' agiiji' 
beesh bee hodiilnih. 

Wenn Sie bei der Ubersetzung dieser lnformationen 
kostenlose Hilfe in Anspruch nehmen mochten, 
rufen Sie bitte die in diesem Dokument oder auf 
der Ruckseite lhrer Medica-lD-Karte angegebene 
Nummeran. 
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