N\ WellCare

Beyond Healthcare. A Better You.

Medicaid Medication Appeal Request Forms
Because <WellCare> Health Plans denied your request for coverage of (or payment for) a
prescription drug, you have the right to an appeal. The means you may ask us to review our decision.
You have <All except CHP & BHP: 60 days, CHP: 45 days, BHP: 180 days> from the date of our
Notice of Adverse Benefit Determination to ask us for an appeal. To start the appeal, please fill out
this form and send it to us by mail or fax:

<WellCare of North Carolina>
<P. O. Box 31383
Tampa, FL 33631>
<Fax Number: 1-866-388-1766>
If you have question about this form, please call Customer Service at <1-866-799-5318> (TTY: 711)
Monday—Saturday, 7am to 6pm.

You may also ask us for an appeal through our website at <www.wellcare.com>.

Important Note: Expedited Decisions

O CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN <24 HOURS/48
HOURS/72 HOURS>
If you have a supporting statement from your doctor, please attach it to this request.

If you or your doctor believe(s) that waiting <15 days/30 days> for a standard decision could
seriously harm your life, health, or ability to regain maximum function, you can ask for an expedited
(fast) decision. We will automatically make a decision within <24 hours/48 hours/72 hours> if your
doctor tells us that waiting <15 days/30 days> could seriously harm your health. Without your
doctor's support for an expedited appeal, we will decide whether your case requires a faster decision.
Please note that you cannot ask for a faster appeal if you are asking us to pay you back for a
drug you already received.

Who is making this request? Provider [ ]  Member [ ] Appointed Representative [ ]
Appointed Representatives: Please include a signed Appointment of Representative form (CMS-
1696) or equivalent notice.

Complete the following section ONLY if the person making this request is not the Member or
prescriber:

Requestor’'s Name

Requestor’s Relationship to Member

Address

City State Zip Code

Requestor Phone
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Representation documentation for requests

made by someone other than Member or the

Member’s prescriber:

Attach documentation showing the authority to represent the Member (a completed
Authorization of Representation Form CMS-1696 or a written equivalent). For more
information on appointing a representative, contact your plan.

*REQUIRED FIELDS — ONE MEDICATION PER FORM.

*Member Name:

*Member ID #:

*Date of Birth:

*Member Phone:

*Duration (how long therapy lasts):

Indefinite? [ ] YES [ ] NO
If the box above is left blank, it will be assumed
that the request is indefinite.

*Drug Name/Strength/Form (i.e., tablet,
capsule):

*Quantity:

*Frequency (i.e., how often, how many):

the drug listed in the *Drug Name field.

*Generic Substitution Permitted: [ ] YES [ |NO
If this field is left blank, it is assumed that the request is for what the pharmacy is processing (if
applicable). If there is no pharmacy claims history, it is assumed that the request is the specific form of

*Associated Diagnosis: list all diagnoses and ICD-10 codes being treated with the drug.

*Submitting Provider NPI:

*Provider Name (First Name & Last Name):

*Provider Mailing Address (including city, state,

ZIP):

*Provider Phone:

*Provider Fax:

*Office Contact Name:

*Provider Signature:

Pharmacy Name:

Pharmacy Phone:

*Drug Allergies:

DRUG HISTORY: (for treatment of the condition(s) requiring the requested drug)

Drugs Tried: if quantity limit is an issue, list
unit dose/total daily dose tried

RESULTS of previous drug trials. Indicate
FAILURE vs INTOLERANCE (explain)
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What is the Member’s current drug regimen for the condition(s) requiring the requested drug?

Please explain your reasons for appealing. Use the space below and attach additional pages,
if needed. Attach any information you believe may help your case, such as a statement from your
doctor and relevant medical records. You may want to refer to the explanation we provided in the

Notice of Adverse Benefit Determination.

Signature of person requesting the appeal (the member, or the member’s doctor or
representative):

Date:
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Notice of Non-Discrimination

WellCare of North Carolina complies with applicable federal civil rights laws and does not
discriminate based on race, color, national origin, age, disability, creed, religious affiliation,
ancestry, sex, gender identity or expression, or sexual orientation. WellCare of North Carolina
does not exclude people or treat them differently because of race, color, national origin, age,
disability, creed, religious affiliation, ancestry, sex, gender, gender identity or expression, or
sexual orientation.

WellCare of North Carolina 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)

WellCare of North Carolina 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 Member Services at 1-866-799-5318 (TTY: 71). If you
believe that WellCare of North Carolina has failed to provide these services or discriminated in
another way based on race, color, national origin, age, disability, or sex, you can file a grievance with:

DHHS ADA/RA Complaints
Office of Legal Affairs

2001 Mail Service Center
Raleigh, NC 27699-2001

You can file an ADA/RA (American with Disabilities Act/Rehabilitation Act) complaint by mail.
You can ask for the form to file an ADA and/or RA complaint from the DHHS Compliance
Attorney at 1-919-855-4800. It is also available online at https://files.nc.gov/ncdhhs/DHHS%20
ADA%20Grievance%20Procedure?%20June?%202019.pdf

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

* by mail at:
U.S. Department of Health and Human Services
200 Independence Avenue SW., Room 509F, HHH Building
Washington, DC 20201; or
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« by phone at 1-800-368-1019 (TDD: 1-800-537-7697)
Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

If English is not your first language, we can help. Call 1-866-799-5318 (TTY: 7). You can ask us
for the information in this material in your language. We have access to interpreter services
and can help answer your questions in your language.

Spanish: Si el inglés no es su lengua materna, podemos ayudarle. Llame al 1-866-799-5318
(TTY: 7M). Puede solicitarnos la informacion en este material en su idioma. Tenemos acceso a
servicios de intérpretes que pueden ayudarle a responder preguntas en su idioma. Usted puede
obtener este material y otra informacién del plan en letra de imprenta grande gratis. Para obtener
materiales en letra de imprenta grande, llame a Servicios a Miembros al 1-866-799-5318.

Chinese: MNREZBANEEMNE—ES @ BATLURKEED - 55E 1-866-799-5318
(TTY: 7)o A LI EMES ARMABEMARAFAAE - BATLIEROZR
% MAENES EOEAENRE - Sl I EeSESILAME DI N Efhst
&M - WT/LUKRFTREES/ME @ FHERE IR 1-866-799-5318 ©

Vietnamese: Néu tiéng Anh khong phai la ngdn nglr me dé clia ban, ching téi ¢ thé gidp
dd. Goi theo s61-866-799-5318 (TTY: 71).Ban co thé yéu cdu chung tdi cung cdp thong tin
trong tai liéu nay bang ngdn ngr clia ban. Ching téi cd quyén truy cap vao cac dich vu
théng dich va co thé gidp tré 161 cau hdi cdia ban bang ngdn nglr clia ban. Ban cé thé nhan
tai liéu nay va cac thong tin khac vé chuong trinh dudi dang ban in khoé 16n mién phi. Dé
nhan cac tai liéu dudi dang ban in khé 16n, vui long goi téi Ban Dich Vu Hoi Vién theo s6
1-866-799-5318.

Korean: 3017} 2=017} Otl AR ERFE2| IS LICE 1-866-799-5318(TTY : 71MiH2 =
Halot A2, slief At=0f| Z&tEl HESE ot A E BHoHE A2 X3 0| A L&l
FHAR. XEl= &Y MH|AE 0|28 & Qo0 5| A ZE HE0| HHsl =2
QUSLICL 2 X2 QI2El 2 Xtz Y CHE E2 HEE FEE YotEA £~ JUSLICL 2
X2 QUAME A2 E 0| E5tAIZH 7HURE MH| A0 1-866-799-5318H 2 2 TS| FHAL.

French: Si 'anglais n'est pas votre langue maternelle, nous pouvons vous aider. Composez

le 1-866-799-5318 (TTY : 7). Vous pouvez nous demander les informations contenues dans
ce document dans votre langue. Nous avons acces a des services d'interprétation et pouvons
vous aider a répondre a vos questions dans votre langue. Vous pouvez obtenir gratuitement ce
matériel et dautres informations sur le régime en gros caractéres. Pour obtenir les matériaux en
gros caracteres, veuillez appeler les Services aux membres en composant le 1-866-799-5318.

Arabic:  1-866-799-5318 03l Lo Suicluall 55 LiiSasd « JoVI elzsd o o5kl S5 oI 13] (TTY: 7). o eliSas
o3 Buelucall LiSayg )9l dagyil] Cilaas ] Jsogll diSa] Lipad elziely Balodl 032 (3 Byls)l Ciloglmall lis albas

07| 8,08 (B9 yom A5 guban dbasdl Clogls (o Loy Slgall 0d (e Bloxe Jgaad] eliSay izl dlilzu e &l
1-866-799-5318 (3l s slas¥l Glausy dua) o] 8,05 9,5 ds subae Slsa e Jgamll.
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Hmong: Yog tias lus As Kiv tsis yog koj thawj hom lus, peb tuaj yeem pab koj tau. Hu rau
1-866-799-5318 (TTY: 711). Koj tuaj yeem thov cov ntaub ntawv ua koj hom lus ntawm peb tau.
Peb muaj kev pab cuam txhais lus thiab tuaj yeem pab teb cov lus nug ua koj hom lus tau.

Koj tuaj yeem tau txais cov ntaub ntawv thiab lwm lub phiaj xwm li ntaub ntawv nyob rau
tus qauv ntawv luam loj pub dawb. Los txais cov ntaub ntawv luam loj, hu rau Lub Chaw Pab
Cuam Tswv Cuab ntawm 1-866-799-5318.

Russian: ECiM aHrUIACKIIA He Ball POAHOM A3bIK, Mbl MOXEM BaM MOMOUYb. 3BOHUTE MO HOMEPY
1-866-799-5318 (TTY: 711).Bbl MOXeTe 3anNpocUTb Y HaC MHGOPMaLMIO 06 STOM MaTepurane Ha
BaLLEM A3bIKe. Y HAaC eCTb JOCTYN K YCIyram NepeBOAYMKa, M Mbl MOMXEM BaM MOMOUb OTBETUTD
Ha BaLLM BOMPOCHI Ha Ballem A3blke. Bbl MoxeTe 6ecnnaTHo NoayUMTb STOT MaTepUan v Apyryro
MHGOPMaLMIO O NaHe KPYMHBIM WpMOTOM. YTobbl MOMYUNTE MaTepuansl KPYMHbLIM LUPUGTOM,
MO3BOHMWTE B OTAEN OOCNYKMBAHWA YUaCTHUKOB Mo TenedoHy 1-866-799-5318.

Tagalog: Kung ang Ingles ay hindi mo unang wika, makakatulong kami. Tumawag sa 1-866-799-5318
(TTY: 71). Maaari mong hilingin sa amin ang impormasyon sa materyal na ito sa iyong wika.
Mayroon kaming akseso sa mga serbisyo ng tagasalin at makakatulong upang masagot ang
iyong mga katanungan sa iyong wika. Maaari mong makuha ang materyales na ito at iba pang
impormasyon sa malalaking titik na anyo nang libre. Upang makuha ang mga materyales sa
malalaking titik na anyo, tumawag sa Mga Serbisyo sa Miyembro sa 1-866-799-5318.

Gujarati: 671 21202654] d#1Zl ugel cuulL <2l dl »iH Hee 54l usli, 5-a 1-866-799-5318 (TTY: 711).
AH e AHIZL SUIHE 2AL AL Hus ] Hi2 ygdl st el 21l Wi geuullL Al HI2 56
£9 i, AHLL] UL AHIRL ULl SrlotHi Hes 53| US|l 9lol, dH 2UL QULBL el 24 Aoyl
Hi[dl HizL 15 alaumed Hodl wst sl Hi2L DU QHIRL HNAAL HIZ, 1-866-799-5318 UR
UG AW 519 53

Khmer (Cambodian); UIﬁJS‘UmﬁﬂHhﬁmtﬁjHSHiSmmﬁHGHmwﬁjHSﬁGimﬁ
HGHWns Giﬁjngg'lnﬁal 866-799-5318 (TTY: 71)] HSﬁmﬁﬁjimﬁﬁjHﬂUnﬁ
EﬂSS‘IﬁSﬁ{]ﬁﬁmSi mmﬁmﬁﬁjHSﬁ“l mh}ﬂﬁggmmSﬁJmﬁHHHSﬁUﬁUﬁm
ﬁnmmmﬁﬁmmmmmmsmmﬁmmmﬁmﬁﬁmsm HSﬁmﬁgjmﬁjﬁ‘II Ste
Sﬁnﬁmsﬁﬁﬁﬁé]ﬁmﬁﬂﬂ mﬁﬁﬁim’tmﬁ‘:] ﬁwﬁﬁﬁﬁﬁmiﬂ HYuggaIMmI:
NHAAINYTNG Qiﬁjnss“lﬁ SR ARG MEU121-866-799-53187

German: Wenn Englisch nicht lhre Muttersprache ist, kénnen wir lhnen helfen. Rufen Sie
1-866-799-5318 (TTY: 711) an. Sie kdbnnen die Informationen in diesem Material in lhrer Sprache
anfordern. Wir haben Zugang zu Dolmetscherdiensten und kénnen lhnen helfen, Ihre Fragen
in lhrer Sprache zu. Sie erhalten kostenlos dieses Material und andere Informationen Uber
das Werk in Grofd3druck. Um die Informationen in Grofddruck zu erhalten, rufen Sie Member
Services unter der Nummer 1-866-799-5318 an.

Hindi: T&f ST ATT%T 9gelT TOT Al g, 97 39 "ag F¥ 9%d 311-866-799-5318 TL FHI
T4 (TTY: 711) AT SAAT ATAT H TH TR $1 TR & AT g7 T T gl gH1 T
FETITAT JATA T T g A AT ATHT F AT FATAT o FTATd o H HEE FL Tl g
AT ] AT ST AT TISAT FT SATAHRILT T 98 AR T R F [T F T gl a8
TR F AT FT T FIE F AT, 1-866-799-5318 T HIHT AT FT FA FL
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Sato. ummusqurm1u2qﬁmrmuuanquaﬂuuUmqaq Ko anuqoaaamsuaqnﬂuzsj
uvunﬂuwﬂaﬂaagmﬂuia NIVFIWI0EBNERWY Lo 2uwmmunﬂuawmuumﬂnm
aulnetows. edaensgauiniuduraulne, Tm?muwmuoauanquaauqanvuu
1-866-799-5318.

Japanese: REEN B EETRVBEEHFEVEZL T T 1-866-799-5318 (TTY: 71) &F
THREICHEREL 72TV e HEVDFETEAENDBERZ LB EHELVELS
F9 - BRUY—EXZFERL ~ BFELDOFETCCEHBICHEAWUET - £&F
BAOCZF DO EIBERIIRERFEOEDEFERTAFOLLETET - KEBFMHE
TOERZ CHFLEDHEE(S 1-866-799-5318DEEH —EAF THEBEHFEL 2o
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