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Medicare Advantage

Grievances
Contact us promptly — either by phone or in writing.

Usually, calling Customer Service is the first step. If there is anything else you need
to do, Customer Service will let you know. Call 888-645-6025.
e From November 15, 2009 through March 1, 2010, Customer Service
representatives are available to answer your calls from 8 a.m. to 8 p.m.
Eastern Time, seven days a week.
e Beginning March 2, 2010, hours of operation are 8 a.m. to 8 p.m. Monday
through Friday.
TTY users may call 888-645-6023. This number requires special telephone equipment.
Calls to these numbers are free.

If you do not wish to call (or you called and were not satisfied), you can put your
complaint in writing and send it to us. If you do this, it means that we will use our
formal procedure for answering grievances. Here’s how it works. Put your complaint in
writing and mail it to:

Grievance Review

Medicare Advantage

BlueCross BlueShield of South Carolina
P.O. Box 100191

Columbia, SC 29202-3191

Or fax it to (803) 264-9581

The grievance must be submitted within 60 days of the event or incident. We must
address your grievance as quickly as your case requires based on your health status, but
no later than 30 days after receiving your complaint. We may extend the time frame by up
to 14 days if you ask for the extension, or if we justify a need for additional information
and the delay is in your best interest. If we deny your grievance in whole or in part, our
written decision will explain why we denied it, and will tell you about any dispute
resolution options you may have.

Whether you call or write, you should contact Customer Service right away. The
complaint must be made within 60 days after you had the problem you want to complain
about.

If you are making a complaint because we denied your request for a “fast
response” to a coverage decision or appeal, we will automatically give you a “fast”
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complaint. If you have a “fast” complaint, it means we will give you an answer within 24
hours.

We will look into your complaint and give you our answer. If possible, we will answer
you right away. If you call us with a complaint, we may be able to give you an answer
on the same phone call. If your health condition requires us to answer quickly, we will
do that.

Most complaints are answered in 30 days, but we may take up to 44 days. If we
need more information and the delay is in your best interest or if you ask for more time,
we can take up to 14 more days (44 days total) to answer your complaint.

If we do not agree with some or all of your complaint or don’t take responsibility for the
problem you are complaining about, we will let you know. Our response will include our
reasons for this answer.

Appeals

Appeals Regarding Health Care

If we make a coverage decision and you are not satisfied with this decision, you can
“appeal” the decision. An appeal is a formal way of asking us to review and change a
coverage decision we have made.

When you make an appeal, we review the coverage decision we have made to check to
see if we were being fair and following all of the rules properly. When we have
completed the review we give you our decision.

If we say no to all or part of your medical-service Level 1 Appeal, your case will
automatically go on to a Level 2 Appeal. If we say no to all or part of your prescription-
drug Level 1 Appeal, you may request a Level 2 Appeal. The Level 2 Appeal is
conducted by an independent organization that is not connected to our plan. If you are
not satisfied with the decision at the Level 2 Appeal, you may be able to continue
through several more levels of appeal.

Step-by-Step: How to Make a Level 1 Appeal
Step 1: You contact our plan and make your appeal. If your health requires a quick
response, you must ask for a “fast appeal.”

What To Do

e To start your appeal, you (or your doctor or your representative) must
contact our plan.

e Make your standard appeal in writing by submitting a signed request.

¢ You must make your appeal request within 60 calendar days from the
date on the written notice we sent to tell you our answer to your request for
a coverage decision. If you miss this deadline and have a good reason for
missing it, we may give you more time to make your appeal.



e You can ask for a copy of the information in your appeal and add
more information if you like.

o You have the right to ask us for a copy of the information regarding
your appeal. We are allowed to charge a fee for copying and sending
this information to you.

o If you wish, you and your doctor may give us additional information to
support your appeal.

If Your Health Requires It, Ask For A “Fast Appeal” (you can make an oral
request)

e |f you are appealing a decision our plan made about coverage for care you
have not yet received, you and/or your doctor will need to decide if you need
a “fast appeal.”

e The requirements and procedures for getting a “fast appeal” are the same as
those for getting a “fast decision.” To ask for a fast appeal, follow the
instructions for asking for a fast decision.

e If your doctor tells us that your health requires a "fast appeal," we will
automatically agree to give you a fast appeal.

Step 2: Our plan considers your appeal and we give you our answer.

e When our plan is reviewing your appeal, we take another careful look at all
of the information about your request for coverage of medical care. We
check to see if we were being fair and following all the rules when we said
no to your request.

e We will gather more information if we need it. We may contact you or your
doctor to get more information.

Deadlines For A “Fast” Appeal
e When we are using the fast deadlines, we must give you our answer within
72 hours after we receive your appeal. We will give you our answer sooner
if your health requires us to do so.

o If you ask for more time, or if we need to gather more information that
may benefit you, however, we can take up to 14 more days.

o If we do not give you an answer within 72 hours (or by the end of the
extended time period if we took extra days), we are required to send
your request on to Level 2 of the appeals process, where it will be
reviewed by an independent organization.

e If our answer is yes to part or all of what you requested, we must
authorize or provide the coverage we have agreed to provide within 72 hours.

e If our answer is no to part or all of what you requested, we will send you a
written denial notice informing you that we have sent your appeal to the
Independent Review Organization for a Level 2 Appeal.

Deadlines For A “Standard” Appeal
e |f we are using the standard deadlines, we must give you our answer within
30 calendar days after we receive your appeal if your appeal is about



coverage for services you have not yet received. We will give you our
decision sooner if your health condition requires us to.

o If you ask for more time, or if we need to gather more information that
may benefit you, however, we can take up to 14 more days.

o If we do not give you an answer by the deadline above (or by the end of
the extended time period if we took extra days), we are required to send
your request on to Level 2 of the appeals process, where it will be
reviewed by an independent outside organization.

If our answer is yes to part or all of what you requested, we must
authorize or provide the coverage we have agreed to provide within 30

days after we receive your appeal.

If our answer is no to part or all of what you requested, we will send you a
written denial notice informing you that we have sent your appeal to the
Independent Review Organization for a Level 2 Appeal.

Step 3: If our plan says no to your appeal, your case will automatically be sent on
to the next level of the appeals process.

To make sure we were being fair when we said no to your appeal, our plan is required
to send your appeal to the “Independent Review Organization.” When we do this, it
means that your appeal is going on to the next level of the appeals process, which is

Level 2.

Step-by-Step: How To Make A Level 2 Appeal
Step 1: The Independent Review Organization reviews your appeal.

The Independent Review Organization is an outside, independent
organization that is hired by Medicare. This organization is not connected
with our plan and it is not a government agency. This organization is a
company chosen by Medicare to handle the job of being the Independent
Review Organization. Medicare oversees its work.

We will send the information about your appeal to this organization. This
information is called your “case file.” You have the right to ask us for a
copy of your case file. We are allowed to charge you a fee for copying and
sending this information to you.

You have a right to give the Independent Review Organization additional
information to support your appeal.

Reviewers at the Independent Review Organization will take a careful look at
all of the information related to your appeal.

If You Had A “Fast” Appeal at Level 1, You Will Also Have A “Fast” Appeal at
Level 2

If you made a fast appeal at Level 1, the review organization must give you
an answer to your Level 2 Appeal within 72 hours of when it receives your
appeal.

If the Independent Review Organization needs to gather more information
that may benefit you, however, it can take up to 14 more days.



If You Had A “Standard” Appeal at Level 1, You Will Also Have A “Standard”
Appeal at Level 2

e |f you made a standard appeal to our plan at Level 1, the review organization
must give you an answer to your Level 2 Appeal within 30 calendar days of
when it receives your appeal.

e |If the Independent Review Organization needs to gather more information
that may benefit you, however, it can take up to 14 more days.

Step 2: The Independent Review Organization gives you its answer.
The Independent Review Organization will tell you its decision in writing and explain the
reasons for it.

If the review organization says yes to part or all of what you requested, we
must authorize the medical care coverage within 72 hours or provide the service
within 14 days after we receive the decision from the review organization.

If this organization says no to your appeal, it means it agrees with our plan
that your request for coverage for medical care should not be approved. (This is
called “upholding the decision.” It is also called “turning down your appeal.”)

o The notice you get from the Independent Review Organization will tell you
in writing if your case meets the requirements for continuing with the
appeals process. For example, to continue and make another appeal at
Level 3, the dollar value of the medical care coverage you are requesting
must meet a certain minimum. If the dollar value of the coverage you are
requesting is too low, you cannot make another appeal, which means that
the decision at Level 2 is final.

Step 3: If your case meets the requirements, you choose whether you want to
take your appeal further.

e There are three additional levels in the appeals process after Level 2 (for a
total of five levels of appeal).

e |If your Level 2 Appeal is turned down and you meet the requirements to
continue with the appeals process, you must decide whether you want to go
on to Level 3 and make a third appeal. The details on how to do this are in the
written notice you got after your Level 2 Appeal.

e The Level 3 Appeal is handled by an administrative law judge.

Would You Like Some Help?
Here are resources you can use if you decide to ask an appeal a decision:

You can call us at Customer Service at 888-645-6025.

To get free help from an independent organization that is not connected with
our plan, contact your State Health Insurance Assistance Program.

You should consider getting your doctor or other prescriber involved if
possible, especially if you want a “fast” or “expedited” decision. In most
situations involving a coverage decision or appeal, your doctor or other
prescriber must explain the medical reasons that support your request. Your
doctor or other prescriber can’t request every appeal. He or she can request a



coverage decision and a Level 1 Appeal with the plan. To request any appeal
after Level 1, your doctor or other prescriber must be appointed as your
‘representative” (see below about “representatives”).

You can ask someone to act on your behalf. If you want to, you can name
another person to act for you as your “representative” to ask for a coverage
decision or make an appeal.

o There may be someone who is already legally authorized to act as your
representative under state law.

o If you want a friend, relative, your doctor or other prescriber, or other
person to be your representative, call Customer Service and ask for the
form to give that person permission to act on your behalf. Both you and
the person who you want to act on your behalf must sign the form. You
must give our plan a copy of the signed form.

You also have the right to hire a lawyer to act for you. You may contact
your own lawyer, or get the name of a lawyer from your local bar association
or other referral service. There are also groups that will give you free legal
services if you qualify. You are not required to hire a lawyer, however, to
ask for any kind of coverage decision or appeal a decision.

Appeals Regarding Your Prescription Drug Coverage
Here are examples of coverage decisions you ask us to make about your Part D drugs.

You ask us to make an exception, including:
o Asking us to cover a Part D drug that is not on the plan’s List of Covered
Drugs
o Asking us to waive a restriction on the plan’s coverage for a drug (such as
limits on the amount of the drug you can get)
o Asking to pay a lower cost-sharing amount for a covered non-preferred
drug
You ask us whether a drug is covered for you and whether you satisfy any
applicable coverage rules. (For example, when your drug is on the plan’s List of
Covered Drugs but we require you to get approval from us before we will cover it
for you.)
You ask us to pay for a prescription drug you already bought. This is a request
for a coverage decision about payment.

If you disagree with a coverage decision we have made, you can appeal our decision.

Step-by-Step: How to Make a Level 1 Appeal
Step 1: You contact our plan and make your Level 1 Appeal. If your health requires
a quick response, you must ask for a “fast appeal.”

What To Do

e To start your appeal, you (or your representative, your doctor or other
prescriber) must contact our plan.
e Make your appeal in writing by submitting a signed request.



¢ You must make your appeal request within 60 calendar days from the
date on the written notice we sent to tell you our answer to your request for
a coverage decision. If you miss this deadline and have a good reason for
missing it, we may give you more time to make your appeal.

e You can ask for a copy of the information in your appeal and add
more information.

o You have the right to ask us for a copy of the information regarding
your appeal. We are allowed to charge a fee for copying and sending
this information to you.

o If you wish, you and your doctor or other prescriber may give us
additional information to support your appeal.

If your health requires it, ask for a “fast appeal.”
e |f you are appealing a decision our plan made about a drug you have not yet
received, you and your doctor or other prescriber will need to decide if you
need a “fast appeal.”

Step 2: Our plan considers your appeal and we give you our answer.

e When our plan is reviewing your appeal, we take another careful look at all of
the information about your coverage request. We check to see if we were being
fair and following all the rules when we said no to your request. We may
contact you or your doctor or other prescriber to get more information.

Deadlines For A “Fast” Appeal
o If we are using the fast deadlines, we must give you our answer within 72
hours after we receive your appeal. We will give you our answer sooner if
your health requires it.

o If we do not give you an answer within 72 hours, we are required to send
your request on to Level 2 of the appeals process, where it will be
reviewed by an Independent Review Organization.

e If our answer is yes to part or all of what you requested, we must provide
the coverage we have agreed to provide within 72 hours.

e If our answer is no to part or all of what you requested, we will send you a
written statement that explains why we said no and how to appeal our
decision.

Deadlines For A “Standard” Appeal
e |f we are using the standard deadlines, we must give you our answer within
seven calendar days after we receive your appeal. We will give you our
decision sooner if you have not received the drug yet and your health
condition requires us to do so.

o If we do not give you a decision within seven calendar days, we are
required to send your request on to Level 2 of the appeals process,
where it will be reviewed by an Independent Review Organization.

e If our answer is yes to part or all of what you requested



o If we approve a request for coverage, we must provide the coverage
we have agreed to provide as quickly as your health requires, but no
later than seven calendar days after we receive your appeal.

o If we approve a request to pay you back for a drug you already bought,
we are required to send payment to you within 30 calendar days after
we receive your appeal request.

e If our answer is no to part or all of what you requested, we will send you a
written statement that explains why we said no and how to appeal our
decision.

Step 3: If we say no to your appeal, you decide if you want to continue with the
appeals process and make another appeal.
e If our plan says no to your appeal, you then choose whether to accept this
decision or continue by making another appeal.

If you decide to make another appeal, it means your appeal is going on to Level 2 of the
appeals process (see below).

If our plan says no to your appeal, you then choose whether to accept this decision or
continue by making another appeal. If you decide to go on to a Level 2 Appeal, the
Independent Review Organization reviews the decision our plan made when we said
no to your first appeal. This organization decides whether the decision we made should
be changed.

Step-by-Step: How to Make a Level 2 Appeal
Step 1: To make a Level 2 Appeal, you must contact the Independent Review
Organization and ask for a review of your case.

e If our plan says no to your Level 1 Appeal, the written notice we send you will
include instructions on how to make a Level 2 Appeal with the
Independent Review Organization. These instructions will tell who can make
this Level 2 Appeal, what deadlines you must follow, and how to reach the
review organization.

e When you make an appeal to the Independent Review Organization, we will
send the information we have about your appeal to this organization. This
information is called your “case file.” You have the right to ask us for a
copy of your case file. We are allowed to charge you a fee for copying and
sending this information to you.

e You have a right to give the Independent Review Organization additional
information to support your appeal.

Step 2: The Independent Review Organization does a review of your appeal and
gives you an answer.
e The Independent Review Organization is an outside, independent
organization that is hired by Medicare. This organization is not connected
with our plan and it is not a government agency. This organization is a



company chosen by Medicare to review our decisions about your Part D
benefits with our plan.

e Reviewers at the Independent Review Organization will take a careful look at
all of the information related to your appeal. The organization will tell you its
decision in writing and explain the reasons for it.

Deadlines For “Fast” Appeal at Level 2

e If your health requires it, ask the Independent Review Organization for a “fast
appeal.”

o If the review organization agrees to give you a “fast appeal,” the review
organization must give you an answer to your Level 2 Appeal within 72
hours after it receives your appeal request.

o If the Independent Review Organization says yes to part or all of what
you requested, we must provide the drug coverage that was approved by the
review organization within 24 hours after we receive the decision from the
review organization.

Deadlines For “Standard” Appeal at Level 2
e [f you have a standard appeal at Level 2, the review organization must give
you an answer to your Level 2 Appeal within 7 calendar days after it
receives your appeal.
o If the Independent Review Organization says yes to part or all of what
you requested

o If the Independent Review Organization approves a request for
coverage, we must provide the drug coverage that was approved by
the review organization within 72 hours after we receive the decision
from the review organization.

o If the Independent Review Organization approves a request to pay you
back for a drug you already bought, we are required to send payment to
you within 30 calendar days after we receive the decision from the
review organization.

If the review organization says no to your appeal, it means the organization agrees
with our decision not to approve your request. (This is called “upholding the
decision.” It is also called “turning down your appeal.”)

To continue and make another appeal at Level 3, the dollar value of the drug
coverage you are requesting must meet a minimum amount. If the dollar value of the
coverage you are requesting is too low, you cannot make another appeal and the
decision at Level 2 is final. The notice you get from the Independent Review
Organization will tell you if the dollar value of the coverage you are requesting is
high enough to continue with the appeals process.

Step 3: If the dollar value of the coverage you are requesting meets the
requirement, you choose whether you want to take your appeal further.



e There are three additional levels in the appeals process after Level 2 (for a
total of five levels of appeal).

e |If your Level 2 Appeal is turned down and you meet the requirements to
continue with the appeals process, you must decide whether you want to go
on to Level 3 and make a third appeal. If you decide to make a third appeal,
the details on how to do this are in the written notice you got after your
second appeal.

Level 3 Appeal
A judge who works for the federal government will review your appeal and give you
an answer. This judge is called an “Administrative Law Judge.”
o If the answer is yes, the appeals process is over. What you asked for in the
appeal has been approved.
o If the answer is no, the appeals process may or may not be over.

o If you decide to accept this decision that turns down your appeal, the
appeals process is over.

o If you do not want to accept the decision, you can continue to the next level
of the review process. If the administrative judge says no to your appeal, the
notice you get will tell you what to do next if you choose to continue with
your appeal.

Level 4 Appeal
The Medicare Appeals Council will review your appeal and give you an answer. The
Medicare Appeals Council works for the federal government.
o If the answer is yes, the appeals process is over. What you asked for in the
appeal has been approved.
e If the answer is no, the appeals process may or may not be over.
o If you decide to accept this decision that turns down your appeal, the
appeals process is over.
o If you do not want to accept the decision, you might be able to continue to
the next level of the review process. It depends on your situation. If the
Medicare Appeals Council says no to your appeal or denies your request to
review the appeal, the notice you get will tell you whether the rules allow
you to go on to a Level 5 Appeal. If the rules allow you to go on, the written
notice will also tell you who to contact and what to do next if you choose to
continue with your appeal.

Level 5 Appeal
A judge at the federal district court will review your appeal. This is the last stage of the
appeals process.

e This is the last step of the administrative appeals process.
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