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<Provider name, address, city, state, zip, phone>

Detailed Explanation of Non-Coverage





  Date:	<date>

					
  Patient name:<name>    			        	   Patient number: <number>



This notice gives a detailed explanation of why your Medicare provider and/or health plan has determined Medicare coverage for your current services should end. This notice is not the decision on your appeal.  The decision on your appeal will come from your Quality Improvement Organization (QIO).
 
We have reviewed your case and decided that Medicare coverage of your current <insert type> services should end.
 

• The facts used to make this decision:   

<details of decision>



 • Detailed explanation of why your current services are no longer covered, and the specific Medicare coverage rules and policy used to make this decision:

<explanation>



• Plan policy, provision, or rationale used in making the decision (health plans only):

<explanation>



If you would like a copy of the policy or coverage guidelines used to make this decision, or a copy of the documents sent to the QIO, please call us at: <insert provider/plan toll-free telephone number>
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Notice of Nondiscrimination

Aspirus Health Plan complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex. Aspirus Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability or sex.

We provide aids and services at no charge to people with disabilities to communicate effectively with us,
such as TTY line, or written information in other formats, such as large print.

If you need these services, contact us at 715-631-7411 (voice) or toll free at 1-855-931-4850 (voice),
715-631-7413 (TTY), or 1-855-931-4852 (TTY).

We provide language services at no charge to people whose primary language is not English, such as
qualified interpreters or information written in other languages.

If you need these services, contact us at the number on the back of your membership card or
715-631-7411 or toll free at 1-855-931-4850 (voice); 715-631-7413 or toll free at 1-855-931-4852 (TTY).

If you believe that Aspirus Health Plan 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 an oral or written
grievance.

Oral grievance

If you are a current Aspirus Health Plan member, please call the number on the back of your membership
card. Otherwise please call 715-631-7411 or toll free at 1-855-931-4850 (voice); 715-631-7413 or toll
free at 1-855-931-4852 (TTY). You can also use these numbers if you need assistance filing a grievance.

Written grievance
Mailing Address

Attn: Appeals and Grievances

Aspirus Health Plan

P.O.Box 51

Minneapolis, MN 55440

Email: cagMA @aspirushealthplan.com
Fax: 715-631-7439

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, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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ATENCION: si habla espatiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

CHU Y: Néu ban néi Tiéng Viét, ¢6 céc dich vu hd tro ngén ngir mién phi danh cho ban. Goi s6
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

VR WORAE T S0, ST DG PO S RN . SECE
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

BHUMAHHME: Ecnn BbI TOBOPHTE Ha PYCCKOM f3bIKE, TO BaM JOCTYIHBI O€CTIIATHEIE YCIyTH TIePeBOa.
3BomnTe 715-631-7411/1-855-931-4850 (reneraiin: 715-631-7413/1-855-931-4852).

{U0gIL: 999 WIVEDIWITY 990, MVLLSNIVFoBCTDAIVWITY, LoeLcSyen,
ccBW LTI, TNS 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

TAFDE: 091G RIR RTICE MY PFCTI° WCBF LCERTE 1R ALTHPE AHIEHPA: OL TL0tAD- ¢TC
LLm T715-631-7411/1-855-931-4850 (aphit A+AGF@-: 715-631-7413/1-855-931-4852).

5gPSa0t-5e1mnA M8 0§Hmd, sergh oBcetencn cabobeobe §ordindaygdcd.
03: 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

s iGAschyaSun Mmanigl, S guigamun iswSsss
AHNGENSIINUUITEMSY G §1000) 715-631-7411/1-855-931-4850 (TTY715-631-7413/
1-855-931-4852)1

a0 o, Glacally Al 55y gall Bae Ll oo (8 calll S hanai i€ 13): A gale
(715-631-7411/1-855-931-4850 :oS0 5 puall Ciils 3 ) 715-631-7413/1-855-931-4852.

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 715-631-7411/1-855-931-4850 (ATS : 715-631-7413/1-855-931-4852).
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715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852) W 0.5 A a}al] F41A] Q..
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PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).




