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<<Date>>

<<Member Name>>
<<Address Line 1>> <<Address Line 2>>
<<City>>, <<ST>> <<Zip>>
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[Insert description of service, including the amount, duration, and scope, of what the enrollee
requested (e.g., physical therapy visits 2 times per week for 1 year), and the outcome, denied,
partially denied, reduced, stopped, suspended, or changed, and include the doctor or provider’s
name if a particular doctor or provider requested the service or item. If a service or item request
is partially denied, reduced, or changed, include specifically what was requested and what is
approved (e.g., We are approving acupuncture services for 3 months instead of a full year, or
We are approving moving a toilet to the south wall instead of the east wall of the bathroom, or
We previously approved 18 acupuncture visits per year but are now reducing the visits to

only allow 10.)]

[Insert if this is a post-service case for which there is no member liability: FEVER, BAETHE
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ARET B e B & [Provide a specific denial reason and a concise explanation of
why the service was denied and include state or federal law and/or Evidence of Coverage/Member
or Enrollee Handbook provisions to support the decision in plain language. The plain language
explanation should include: (1) relevant context for the decision (e.g., if the service was approved
for the enrollee in the past, the description should include what was previously approved, when it
was approved and by whom, and what has changed or is otherwise different now; (2) coverage
information considered including Medicare and Medicaid coverage benefits; and, (3) if applicable,
information on how or why the requested service or item is not supported by the enrollee’s needs —
see instructions for more information].

[Insert if denial will result in a stoppage, suspension, or reduction of a service the individual has
already been receiving:
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VBT T A HIERT ARG BIRH L3R [/nsert specific appeal filing deadline date in month,
date, year format — 60 calendar days from date of letter. Insert deadline date in bold text]. JIRI&K
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o EiE: SHTE 1-877-273-IEHP (4347) £ IEHP DualChoice & B IS HEHH4%
(TTY {7 1-800-718-4347)

o fHE: FHIXEMHIEE 909-890-5748

o HREF. ' % IEHP DualChoice Grievance Department, P.O. Box 1800, Rancho
Cucamonga, CA 91730-5987

o ETH: IEIAZE 10801 6™ Street, Rancho Cucamonga, CA 91730-5987
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T DLEE S N 2 3 H BRI AT I ARER . I ZA R IR LR OD B, DA T 7 20 S 77
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o FUEAETH|, HiE 1-877-273-1EHP (4347) (TTY i3 1-800-718-4347), Hgfian
7583 7 i e AT RARER . B, 80T LLET4E Medicare.gov/claims-appeals/file-an-
appeal/can-someone-file-an-appeal-for-me.
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e [EHP DualChoice Grievance Department, P.O. Box 1800, Rancho Cucamonga, CA 91730
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e IEHP DualChoice & BiRFEEE: % E 1-877-273-IEHP (4347) (TTY il ¥ -
1-800-718-4347), MpisRe ) AR 7 K (BHERH), KFEFEREERH (PST)
A8 R b 8 IR R AT BARGAE www.iehp.orgs
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o IR RREIRFE AR EL(E S 5TE (Health Insurance Counseling and Advocacy
Program, HICAP): £ 1-800-434-0222 (TTY ff % : 711). HICAP EfrI &
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e Medicare: 53 & 1-800-MEDICARE (1-800-633-4227), AR#%H:fH AfE 7 K,
K 24 /NFE (TTY i EFEEUE 1-877-486-2048). B4, &b A Medicare.gov.

e Medi-Cal: 530 1-800-541-5555 (TTY fHifH#&: 711).
e Medicare BEF| Lo EERTFT 1-800-333-4114, B HT{E www.medicarerights.org.

o FREEEBHEEMBRE: HEE 1-800-677-1116, B HI{E www.eldercare.acl.gov,
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HOZ 2, SOaRERE . BRI Medicare.gov/about-us/accessibility-
nondiscrimination-notice (& 1-800-MEDICARE (1-800-633-4227) LAN15 5 £ & &l
TTY {552 FE 1-877-486-2048.

o
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	承保決定函
	[重要事項：如需本通知的相關幫助，請致電 <IPA Name>，電話  <insert IPA customer service phone #> (TTY 使用者：<TTY number>) 或   MMCD 監察員辦公室，電話   1-888-452-8609 (TTY 使用者：1-800-719-5798)。]
	本計劃已<拒絕 or 部分拒絕 or 縮減 or 終止 or 暫停>下列服務：
	您有權對我們的決定提出上訴
	上訴有兩種類型
	如何提出上訴
	如何在進行上訴期間繼續接受服務
	接下來的流程為何
	如果您需要協助處理上訴該怎麼辦
	取得協助及更多資訊


