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Notice of Denial of Medical Coverage


Date:									Member number:

Name:

[Insert other identifying information, as necessary (e.g., provider name, enrollee’s Medicaid number, service subject to notice, date of service)]

Coverage for your medical services/items was {Insert appropriate term: partially approved, denied}
We’ve {Insert appropriate term: denied, partially approved} the medical services/items listed below that you or your provider requested: 




Why was coverage {Insert appropriate term: denied, partially approved}?
We {Insert appropriate term: denied, partially approved} the medical services/items listed above because {Provide specific rationale for decision and include State or Federal law and/or Evidence of Coverage provisions to support decision}: 




Share a copy of this decision with your provider and discuss next steps. If your provider asked for coverage on your behalf, we already sent them a copy of this denial notice.

You have the right to appeal our decision
You have the right to ask Aspirus Health Plan to review our decision by asking us for an appeal within 65 calendar days of the date of this notice. If you ask for an appeal after 65 days, you must explain why your appeal is late. See “How to ask for an appeal with Aspirus Health Plan” on the next page. 

If you want someone else to act for you
You can name a relative, friend, attorney, provider, or someone else to act as your representative. If you want someone else to act for you, call us at 715-631-7411 or 1-855-931-4850 toll-free to learn how to name your representative. TTY users call 715-631-7413 or 1-855-931-4852 tollfree.  






Important Information About Your Appeal Rights

There are 2 kinds of appeals with Aspirus Health Plan
Standard Appeal

· Request for Service: For services you haven’t received yet, we’ll give you a written decision within 30 days Our decision might take longer if you ask for an extension, or if we need more information about your case. We’ll tell you if we’re taking extra time and will explain why more time is needed.  

· Request for Payment: For appeals related to payment of a medical service/item you already received, we’ll give you a written decision within 60 days. You can’t ask for a fast appeal if you’re asking us to pay you back for a medical service/item you already received.

Fast Appeal (only available for service requests) 

· We’ll give you a decision on a fast appeal within 72 hours after we get your appeal. You can ask for a fast appeal if you or your provider believe your health could be seriously harmed by waiting for a standard appeal. 

· We’ll automatically give you a fast appeal if a provider asks for one for you or supports your request. For a fast appeal without support from a provider, we’ll decide whether your request requires a fast appeal. If we don’t give you a fast appeal, we’ll process a standard appeal.

How to ask for an appeal with Aspirus Health Plan
Step 1: You, your representative, or your provider can ask for an appeal. Your written request must include:


Your name
Address
Plan Member number
Reasons for appealing
Whether you want a standard or fast appeal (for a fast appeal, explain why you need one).
Any evidence you want us to review, like medical records, doctor supporting statements, or other information that explains why you need the medical service/item. 

If you’re asking for an appeal and missed the deadline, you can ask for an extension and should include your reason for being late.

Keep a copy of everything you send for your records. You can ask to see the medical records and other documents we used to make our decision before or during the appeal.  You can also ask for a copy of the guidelines we used to make our decision at no cost to you.






Step 2: Submit your appeal by mail, phone, fax, or online. 

For a Standard Appeal:  	Mailing Address: 
Aspirus Health Plan
Attn: Member Appeals and Grievances
PO Box 51
Minneapolis, MN 55440-0052


Fax: 715-631-7439 or 1-855-931-4857 toll-free

Online: Email cagMA@aspirushealthplan.com
			


For a Fast Appeal:	Phone: 715-631-7440 or 1-855-931-4858 toll-free 
TTY Users Call: 715-631-7413 or 1-855-931-4852 toll-free 

Fax: 715-631-7439 or 1-855-931-4857 toll-free 

Online: Email: cagMA@aspirushealthplan.com




What happens next?
If you ask for an appeal and we continue to deny your request for a medical service/item, we’ll automatically send your case to an independent reviewer. If the independent reviewer denies your request, the written decision will explain if you have additional appeal rights.


Get help & more information	
Aspirus Health Plan: 1-855-931-4850  TTY users call: 1-855-931-4852 toll-free.                   
8 am – 8 pm, seven days a week or aspirushealthplan.com
Medicare: 1-800-MEDICARE (1-800-633-4227). TTY users call: 1-877-486-2048.
Medicare Rights Center: 1-888-HMO-9050
Elder Care Locator: 1-800-677-1116 or Eldercare.acl.gov/Public/Index.aspx to find help in your community 
State Health Insurance Program: Call your State Health Insurance Assistance Program for free, personalized health insurance counseling. Visit SHIPhelp.org or call 1-877-839-2675 to get the number for your local SHIP. 




You can get this document for free in non-English language(s) or other formats, such as large print, Braille, or audio. Call Aspirus Health Plan at 1-855-931-4850 (TTY 1-855-931-4852), 8 am - 8 pm, seven days a week.  The call is free.





Get information in another format
You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You also have the right to file a complaint if you feel you’ve been discriminated against. Visit Medicare.gov/about-us/accessibility-nondiscrimination-notice, or call 1-800-MEDICARE (1-800-633-4227) for more information. TTY users can call 1-877-486-2048.


PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0829. This information collection is for the notice Medicare health plans must provide when a request for either a medical service or payment is denied, in whole or in part. The time required to complete this information collection is estimated to average less than 10 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, to review and complete the information collection. This information collection is mandatory under Section 1852(g)(1)(B) of the Act and the regulatory authority set forth in Subpart M of Part 422 at 42 CFR 422.568, 422.572, 417.600(b), and 417.840. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Notice of Availability

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary aids
and services to provide information in accessible formats are also available free of charge. Call
715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).
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ATTENTION : Si vous parlez Francais, des services d’assistance linguistique gratuits sont

a votre disposition. Des aides et des services auxiliaires appropriés pour fournir des informations
dans des formats accessibles sont également disponibles gratuitement. Appelez le
715.631.7411/1.855.931.4850 (ATS 715.631.7413/1.855.931.4852).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlose Sprachassistenzdienste zur
Verfiigung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie 715.631.7411/
1.855.931.4850 (TTY 715.631.7413/1.855.931.4852) an.
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TSWM SEEB: Yog tias koj hais tau lus Hmoob, ces yuav muaj kev pab cuam txhais lus pub
dawb rau koj siv. Kuj tseem muaj cov kev pab txhawb ntxiv thiab cov kev pab cuam uas tsim
nyog los mus muab cov ntaub ntawv ghia paub nyob rau cov qauv uas nkag siv tau dawb thiab.
Hu rau 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).
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HUBACHIISA: Afaan Oromo kan dubbattan yoo ta'e, tajaajila gargaarsa afaanii bilisaan ni
argattu. Odeeffannoo bifa dhaqqabamaa ta’een dhiheessuf, gargaarsii fi tajaajiloonni dabalataa
mijatoo ta’anis bilisaan ni kennamu. Bilbilaa 715.631.7411/1.855.931.4850

(TTY 715.631.7413/1.855.931.4852).

BHUMAHME: Eciu BEI TOBOPHUTE HA PYyCCKOM SI3BIKE, BaM JOCTYIIHBI OECIUIAaTHEIE YCIYTH
s36IK0BOM moMomy. COOTBETCTBYIOIIME BCIIOMOIaTeNIbHbIE CPEACTBA H YCIYTH IO
MIPEOCTABICHUIO HH(OPMAINHN B APYTUX (HOPMATaX TAKKe MOXKHO MOIYIHTH OeCIIIaTHO.
ITo3Bonute 1o HoMepy 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).

FIIRO GAAR AH: Haddii aad ku hadasho Af-Soomaali, adeegyada caawimaada luugadda ee
bilaashka ah ayaa laguu heli karaa. Kaalmooyinka iyo adeegyada dheeraadka ah ee kugu
habboon si macluumaadka laguugu siiyo qaabab la isticmaali karo ayaa sidoo kale laguu heli
karaa weliba si lacag la'aan ah. Wac 715.631.7411/1.855.931.4850 (TTY 715.631.7413/
1.855.931.4852).

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
También disponemos de ayudas y servicios auxiliares adecuados de forma gratuita para facilitar
informacion en formatos accesibles. Llame al 715.631.7411/1.855.931.4850

(TTY 715.631.7413/1.855.931.4852).

PAUNAWA: Kung nagsasalita ka ng Tagalog, may magagamit kang mga libreng serbisyo ng
tulong sa wika. Mayroon ding mga naaangkop na karagdagang pantulong at serbisyo para
makapagbigay ng impormasyon sa mga accessible na format na magagamit nang libre. Tumawag
sa 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).

CHU Y: Néu quy vi noi tiéng Viét, chiing t6i c6 sin dich vu h trg ngon ngit mién phi cho quy
vi. Ngoai ra, cling c6 sén cac hd tro va dich vy phy trg thich hop mién phi nhim cung cip thong
tin & cac dinh dang c6 thé truy cap. Goi 715.631.7411/1.855.931.4850 (TTY 715.631.7413/
1.855.931.4852).




