9)((( U Care Appeal Form

Based on state guidelines, you have 60 days from the date of service, coverage decision or first
provider bill to ask for an appeal. Please fill out this form as best you can and return it to
us by mail, email, fax or in person. If you have medical records, include them with the form.
Your records will help us review your appeal. If you have questions, call us at the phone
numbers below.

Mailing address Physical address Phone
UCare UCare 612-676-6841 or
Member Appeals and 500 Stinson Boulevard NE 1-877-523-1517
Grievances Minneapolis, MN 55413 TTY 612-676-6810 or
PO Box 52 1-800-688-2534
Minneapolis, MN 55440-0052 | Email
CAG@ucare.org Fax
612-884-2021 or
1-866-283-8015

If you have questions or need help with your grievance or appeal, call the Ombudsperson for
Managed Health Care Programs at 651-431-2660 or 1-800-657-3729. TTY users call 711 or 1-
800-627-3529. You may also file a complaint with the Minnesota Department of Health at 651-
201-5100 or 1-800-657-3916. TTY users call 651-201-5797.

Section 1: Good reason

Based on state guidelines, you have 60 days from the date of service, coverage decision or
first provider bill to ask for an appeal. If we get an appeal after 60 days, it's considered late.
We'll dismiss the appeal unless you have a valid reason for the delay.

If you couldn’t send us your appeal on time, please tell us why:

Section 2: Member information

Member’'s name: Date of birth:

Member’s address:

City: State: ZIP:

Daytime phone: Member ID #: Medicare Health
Insurance Claim Number
(HICN) or
PMI #:




Section 3: Appeal information

[ ] Claims denial
Date(s) of service:

Provider's name:

[ ] service denial
Have you already had the service?

[ JYes [ |No

If yes, date(s) of service:

Type of service:

[ ] other dispute
Other:

Section 4: More information about your appeal

Tell us more about your appeal. The information you give us will help with your appeal. If you
need more space, include extra pages. You may also attach a statement from your provider,
related medical records, denial notices and other papers.




Section 5: Signature

I confirm that the information on this form is true, complete and correct to the best of my
knowledge. I understand that UCare will verify the information I give on this form. I agree to
send UCare supporting documents or other information if they ask for it.

Member’s signature: Date:

Member’s printed name:

Only a member or their authorized representative can file a complaint with UCare. If
you aren’t the member, you must complete either section 6 or sections 7 and 8.

Section 6: Documentation of a valid representative

I've attached a copy of a valid:
[ ] Authorization of Representation Form (CMS-1696)
[ ] Power of Attorney (POA) Form
[ ] Healthcare Proxy
[ ] Estate Form
[ ] Other form type:
[ ] Representative information has been submitted to UCare within the last 12 months.
Information submitted:
Date of submission:

Section 7: Appointment of representative

Appointment of representative
I, let send this
(print member’s name) (print representative’s name)

complaint on my behalf, to present evidence to UCare, and receive communication and
evidence about this complaint. I understand that personal medical information about my
complaint will be shared with my representative.

Member’s signature: Date:




Section 8: Appointment documentation

Acceptance of appointment

I, (print representative’s name), accept the appointment to
act on behalf of (print member’s name).

Representative’s signature: Date:

Representative’s name: Relationship to the member:

Representative’s address:

City: State: ZIP:

Daytime phone:
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Toll free 1-800-203-7225, TTY 1-800-688-2534

Attention. If you need free help interpreting this document, call the above
number.
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Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent
document, veuillez appeler au numéro ci-dessus.
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Hubachiisa. Dokumentiin kun tola akka siif hitkamu gargaarsa hoo feete,
lakkoobsa gubbatti kenname bilbili.

BHuMaHue: ecnm Bam Hy’)kHa OecruiaTHas MoMoIllb B YCTHOM NEPEBOJIE JAHHOTO
JIOKYMEHTA, MO3BOHUTE M0 YKa3aHHOMY BbILLIE TeJIeOHY.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda
(afcelinta) qoraalkan, lambarka kore wac.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento,
Ilame al numero indicado arriba.
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CB5 (MCOs) (10-2021)

Civil Rights Notice
Discrimination is against the law. UCare does not discriminate on the basis of any of the following:
® race e age e political beliefs
e color e disability (including ¢ medical condition
e national origin physical or mental e health status
e creed impairment) e receipt of health care
e religion  sex(including sex services
e sexual orientation stereotypesand e claims experience
e public assistance genderidentity) e medical history
status e marital status e geneticinformation

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by UCare. You can file a complaint and ask for help filing a complaint in person or by mail, phone,
fax, or email at:

UCare

Attn: Appeals and Grievances

PO Box 52

Minneapolis, MN 55440-0052

Toll Free: 1-800-203-7225

TTY: 1-800-688-2534

Fax: 612-884-2021

Email: cag@ucare.org

Auxiliary Aids and Services: UCare provides auxiliary aids and services, like
qualified interpreters or information in accessible formats, free of chargeand in a
timely manner to ensure an equal opportunity to participate in our health care
programs. Contact UCare at 612-676-3200 (voice) or 1-800-203-7225 (voice),
612-676-6810(TTY), or 1-800-688-2534(TTY).

Language Assistance Services: UCare provides translated documents and
spoken language interpreting, free of charge and in a timely manner, when
language assistance services are necessary to ensure limited English speakers
have meaningful access to our information and services. Contact UCare at 612-
676-3200 (voice) or 1-800-203-7225 (voice), 612-676-6810 (TTY), or 1-800-688-
2534 (TTY).

Civil Rights Complaints

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by UCare. You may also contact any of the following agencies directly to file a discrimination
complaint.

U.S. Department of Health and Human Services Office for Civil Rights (OCR)
You have the right to file a complaint with the OCR, a federalagency, if you believe you have been
discriminated against because of any of the following:
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CB5 (MCOs) (10-2021)

* race e age e religion (in some
e color o disability cases)
e national origin e sex

Contact the OCR directly to file a complaint:
Office for Civil Rights
U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240
Chicago, IL 60601
Customer Response Center: Toll-free: 800-368-1019
TDD Toll-free: 800-537-7697
Email: ocrmail@hhs.gov

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated

against because of any of the following:

® race e creed e public assistance
e color *  sex status

e national origin e sexual orientation e disability

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201
St. Paul, MN 55104
651-539-1100 (voice)
800-657-3704 (toll-free)
711 or 800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in
our health care programs because of any of the following:
® race
color
national origin
religion (in some cases)
age
disability (including physical or mental impairment)
sex (including sex stereotypes and gender identity)
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CBS (MCOs) (10-2021)

Complaints must be in writing and filed within 180 days of the date you discovered the alleged
discrimination. The complaint must contain your name and address and describe the discrimination
you are complaining about. We will review it and notify you in writing about whether we have
authority to investigate. If we do, we will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you
disagree with the decision. To appeal, you must send a written request to have DHS review the
investigation outcome. Be brief and state why you disagree with the decision. Include additional
information you think is important.

If you file a complaint in this way, the people who work for the agency named in the complaint cannot
retaliate against you. This means they cannot punish you in any way for filing a complaint. Filing a
complaint in this way does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice)or use your preferred relay service
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NO ENGLISH ’“’ 1-800-203-7225 612-676-3200
TRS: 711

ATTENTION: If you speak English, free language assistance services are available to you free of charge and
without unnecessary delay. Additionally, appropriate auxiliary aids and services to provide information in
accessible formats are available free of charge and in a timely manner. Please call the number above or speak to
your provider. English
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ATTENTION : Si vous parlez frangais, des services d'assistance linguistique gratuits sont a votre
disposition, sans frais et sans délai. En outre, des aides et services auxiliaires appropriés pouvant fournir
des informations dans des formats accessibles sont disponibles gratuitement et rapidement. Veuillez
appeler le numéro ci-dessus ou contacter votre fournisseur. French

CEEB TOOM: Yog koj hais lus Hmoob, muaj kev pab txhais lus dawb rau koj siv. Koj tsis tas them
nqi thiab yuav tsis qeeb. Kuj muaj cuab yeej thiab kev pab los pab koj nyeem cov ntaub ntawv kom
yooj yim nkag siab. Koj hu tau rau tus xov tooj saum toj no lossis nrog koj tus kws kho mob tham.

Hmong
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NO ENGLISH 5“5 1-800-203-7225 612-676-3200
TRS: 711

0399505z~ $61IMABINRBH3e8, §e151 afponiaddogeron cormconoRHOBO F00BHE:
orle103561§120:0058 5081 Flgizagd, 0013356103:3: odle1onosisind: odlelenosie10d
ISR C01013l015101133100 C01003358:3000:3200 Biq)zs013) 0B 1P 8L Sovzn

03:853100100¢ 90061 030003:0513: YreoTUPFLOTBIEN 0O PSS Karen

Oty et= 0| & A8 oAl = EHl= A0 X[ A ME| A8 22, XM 80| HSd) =8LICh =eh &
HEdE et HES X 7|7 QL MH| 27t 222, AIQXZESHA MSELICH 910 A= M2
HEISHA| L SR A Z B0 A AL Korean

gIBCMO: TINILCDIWITIDIO, VIIAHLOSLLINIVFOBCPRIIVWIFNOBVCTVET DX LHNIVIN

HLACUD. PENINVY, cBRyDgoBDRCT LIMUVCSLUTVITLe lv2yvIvsLICLLIECTNO
. U & ) “ ca ~ & < o~ o e € 3

l0e0cz06919990 €Y YOI, NALNNMICDINETLEI1HY B SLVVINLG LOVINIV2LIUI.

Lao

HUBADHAA: Yoo Afaan Oromoo dubbattu ta’e, tajaajila gargaarsa turjumaana afaanii biliisaan akkasumas turtii
barbaachisaa hin taane hambisu danda’u isiniif dhihaatee jira. Dabalataanis, odeeffannoo haala salphaan argamuu
danda’an dhiyeessuuf gargaarsa fi tajaajiloota deeggarsaa qgama midhamtootaaf mijatoo ta’an, kaffaltii tokko malee
fi yeroo isaa eeggatee kennamu dhihaatee jira. Odeeffanno dabalataaf lakkoofsa armaan oliitti fayyadamuun
namoota gargaarsa kana isiniif kennan qunnamaa. Oromo

BHUMAHWME: Ecnu BbI pasroBapuBaeTe Ha PyCCKOM fA3bIKE, BOCMONb3YHTECH YCIyraMHu A3bIKOBOMH
noAAepKku OecnaaTHo u 0e3 MMIIHKX npoBoouek. Takke OecnnaTHO U HE3aAMEUTHTENbHO
NPe0CTABAAIOTCA COOTBETCTBYIOLIHE BCIIOMOTaTeIbHbIE CPEACTBA M YCIYTH N0 00ECNEYEHHIO
uHpopmauueii B 1octynHeix Gopmarax. [103BoHMTE MO yKa3aHHOMY BbILIE HOMEPY HIH 00paTHTECH K
CBOEMY MOCTABILMKY YCIYT. Russian

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, waxaa si bilaash ah kuugu diyaar ah adeegyada caawinada
luugadeed 00 aan lahayn daahitaan aan munaasib ahayn. Intaas waxaa dheer, waxaa la heli karaa adeegyada iyo
kaabitaanka naafada ee haboon si macluumaadka loogu bixiyo qaabab la adeegsan karo oo bilaash ah laguna
bixinayo waqqigeeda. Fadlan wac lambarka kore ama la hadal adeegbixiyahaaga. Somali

ATENCION: si habla espaiiol, tiene a su disposicion los servicios gratuitos de traduccion sin costo alguno y sin
demoras innecesarias. Ademas, se encuentran disponibles de forma gratuita y oportuna ayuda y servicios auxiliares
adecuados con el fin de brindarle informacion en formatos accesibles. Llame al nimero indicado anteriormente o

hable con su proveedor. Spanish

LUU Y: Néu ban noi tiéng Viét, ban co thé dwgc hd trg ngén ngir mién phi ma khéng phai cho doi 1au. Ngoai
ra, cac thiét bi hé tro va dich vu phi hop dé cung cép thong tin ¢ dinh dang dé tiép can ciing ¢6 sin mién phi va
kip thoi. Vui long goi so dién thoai phia trén hodc trao d6i voi nhan vién y té cua ban. Vietmamese
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