Provider Name, Address and Telephone Number Delivering Notice:

Notice of Medicare Non-Coverage

Patient Name: Patient number:
The Effective Date Coverage of Your Current (insert type - SNF,
HH, CORF) Services Will End: (insert effective date)

< Your Medicare provider and/or health plan have determined that Medicare probably will not pay
for your current (insert type) services after the effective date indicated above.

« You may have to pay for any services you receive after the above date.

Your Right to Appeal This Decision

= You have the right to an immediate, independent medical review (appeal) of the decision to end
Medicare coverage of these services. Your services will continue during the appeal.

< If you choose to appeal, the independent reviewer will ask for your opinion. The reviewer also
will look at your medical records and/or other relevant information. You do not have to prepare
anything in writing, but you have the right to do so if you wish.

< If you choose to appeal, you and the independent reviewer will each receive a copy of the
detailed explanation about why your coverage for services should not continue. You will receive
this detailed notice only after you request an appeal.

< If you choose to appeal, and the independent reviewer agrees services should no longer be
covered after the effective date indicated above; Neither Medicare nor your plan will pay for these
services after that date.

« If you stop services no later than the effective date indicated above, you will avoid financial
liability.

How to Ask For an Immediate Appeal

* You must make your request to your Quality Improvement Organization (also known as a QIO).
A QIO is the independent reviewer authorized by Medicare to review the decision to end these
services.

< Your request for an immediate appeal should be made as soon as possible, but no later than
noon of the day before the effective date indicated above.

« The QIO will notify you of its decision as soon as possible, generally no later than two days after
the effective date of this notice if you are in Original Medicare. If you are in a Medicare health
plan, the QIO generally will notify you of its decision by the effective date of this notice.

Call your QIO at: 1-888-396-4646 or TTY 1-888-985-2660

See page 2 of this notice for more information.
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e If you miss the deadline to ask for an immediate appeal, you may still have appeal
rights.

e Call your QIO at 1-888-396-4646 or TTY 1-888-985-2660 to appeal, or if you have
questions.

Additional Information (Optional):

*The following information is to be completed by the provider.*

Details of conversation to Member/ Representative:

* The QIO name is The QIO phone number is

* The QIO must be called by noon on to file an appeal.

* Conducted by (Name/ Title at Facility)
* Date of Conversation Time of Conversation

* Method (Verbal/Telephone/other)

* Written confirmation sent on

If Representative notified:

* Member’'s Representative Name Relationship

* Member’'s Representative Phone Number

Please sign below to indicate you received and understood this notice.

| have been notified that coverage of my services will end on the effective date indicated on this
notice and that | may appeal this decision by contacting my QIO.

Signature of Patient or Representative Date
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Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex
assigned at birth, gender identity or recorded gender. Furthermore, the Plan will not deny or limit
coverage to any health service based on the fact that an individual’s sex assigned at birth, gender identity,
or recorded gender is different from the one to which such health service is ordinarily available. The Plan
will not deny or limit coverage for a specific health service related to gender transition if such denial or

limitation results in discriminating against a transgender individual. The Plan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)
 Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, including sex stereotypes and gender identity,
you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone: 1-
866-286-8295,

TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmarkhealth.org. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, the Civil Rights
Coordinator is available to help you. 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, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
the number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita, estan disponibles
para usted. Llame al niimero en la parte posterior de su tarjeta de identificacién (TTY: 711).
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HEE: MREEPX, ARERFERKRES DEIRS.
HRITENFHIETENSEE (TTY: 711) .

CHU Y: Néu quy vi néi tiéng Viét, ching téi cung cap dich vu hé trg ngdn nglr mién phi cho quy vi. Xin goi s6
dién thoai & mat sau thé ID cha quy vi (TTY: 711).

BHWUMAHWE: Ecnun Bbl rOBOPUTE NO-PYCCKM, Bbl MOXETE BOCNONb30BaTLCA HECNNaTHLIMU YCNyraMmu A3bIKOBOIA
nopaepxku. No3BoHWUTe No HOMepPY, yka3zaHHOMY Ha obopoTe Bawen MAeHTUPNKALUMOHHON KapTsbl (HoMmep
AnAa TekcT-tenedoHHbix yctponcTs (TTY): 711).

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege, un iss die Hilf Koschdefrei.
Kannscht du die Nummer an deinre ID Kard dahinner uffrufe (TTY:711).

UL I HE AISSIAIE 22 flel 78 90| ASEHUCLIDZIE Mo s HER
HESHAIAI 2 (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Contatti il numero riportato sul retro della sua carta d'identita (TTY: 711).

e ol s Ay Cali 5 ga gall A8 L ol ol Aalie Aol dalll 8 A5 leall Cilend Slligh gy jell AR CaaT € 1Y) rag
.{711 :L:'I-L‘-“Jll}tﬂum &b}a.m,_;}_‘.l‘_ﬁ..d.:“x’i

ATTENTION: Si vous parlez francais, les services d'assistance linguistique, gratuitement, sont a votre
disposition. Appelez le numéro au dos de votre carte d'identité (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche Unterstitzung kostenlos
zur Verfligung. Rufen Sie dazu die auf der Riickseite Ihres Versicherungsausweises (TTY: 711) aufgefiihrte
Nummer an.

tlallol UL B AR Al el oAl 8l, l GUNL USLAAL A, HEAHL dMal GUEGLH B,
A HIRL BNOHUAR L WEINell LI WUACL oA UR Hlot 52 (TTY: 711).

UWAGA: Dla os6b mowiacych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon pod numer
podany na odwrocie karty ubezpieczenia zdrowotnego (TTY: 711).

ATTENTION: Si c’est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le numéro qui est au dos de votre carte d'identité. (TTY: 711).

wmicho & iTAgAuW manigi wgdmihngR swignmanit umnoEUESINALER
WRaAnIg 9 /Y eI nIFl iR U SISTIUHMAMEN (UIU STV RIIANAEA (TTY: 711) 4

ATENCAQ: Se a sua lingua € o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para o
numero no verso da sua identidade (TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tawagan ang numero sa likod ng iyong ID card (TTY: 711).

¥ BEREHABEEOSIEIEE T VAIVA S — A EEE CTHBWEEITE T ID D— KOE|CEB
TN TWAEBSICEBEEZEIFIIEEIL(TTY: 711),
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o2 B0 LS (TTY: 711 ) 2 ollil o s

BAA AKONINIZIN: Diné k'ehgo ydnitti'go, language assistance services, & t'ad nikk'eh, bee
nikd a'doowot, éi bee Nna'ahddt'i'. ID bee nééhdzingo nanitinigii bine'déé’ (TTY: 711) jj'
hodiilinih.
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