<[PA LOGO>

1TEhEA
FAREREBRER

<<Date>>

<<Member Name>>
<<Address Line 1>> <<Address Line 2>>
<<City>>, <<ST>> <<Zip>>

<<Treating Provider's Name>>
<<Address>>
<<City,>> <<State>> <<Zip>>

FB5ERE | <<Member ID Number>> ; EZ#®5F : <<Insert case number>>

& : <<Service Requested>>

[Name of requesting provider] EE K <IPA> ¥t [Service requested], B IR EE %R
M{EHRTE, E2FK % [Insert a clear and concise explanation of the reasons for the
delay, indicating the specific information or whatever additional information the plan
needs what further information is needed and/or additional steps need be taken. If

further information is being requested, input the deadline for receipt of information. J£{f
15 [date] 5 NEHG RS RERTE,

RIS EIRTER Y L3R, BEMRY [ERUER]] EFEESE S NI EEM. ZEEE
TERPTAIITES R ERY. EhaEeErREE, TrUEEERAEHE
BEAEBNWEN, [TOvER ] FESe &ER] LR L EREVE L B 8,

JNEUF Medi-Cal EEARE [BEREMNE| SEHBEIETNEMLZER, TAHE
1-888-452-8609 R HEHE, MR ZBEMELESHEITECE 1-800-440-IEHP (4347)
ERFLPIREHS,

REEF S EENEAM Medi-Cal IRFEREEE,

[Medical Director's Name]

B+ [Medi-Cal & 32 = B8 & Bl T R AORER |

©2024 Inland Empire Health Plan, A3tE8, REATA#EF], MC_22_3422134_IPA_CH
#£1H, #18

~



