CarePlus

Grievance or Appeal Form HEALTH PLANS

If you have a grievance or appeal related to your CarePlus plan or any aspect of your care, we
want to hear about it. You can use this form to tell us what happened and let us know how we
can help. Please provide complete information, so we can address your issue.

This form, along with any supporting documents (such as medical records, medical bills, a copy
of your Explanation of Benefits, or a letter from your doctor), may be sent to us by mail or fax:

Address: CarePlus Health Plans, Inc. Fax Number: 1-800-956-4288

PO Box 277810
Miramar, Florida 33027
Attn: Grievance/Appeals Department

If you need assistance with this form, please call Member Services at 1-800-794-5907; TTY: 711.
From October 1 - March 31, we are open 7 days a week, 8 a.m. to 8 p.m. From April 1 - September
30, we are open Monday - Friday, 8 a.m. to 8 p.m. You may always leave a voicemail after hours,
Saturdays, Sundays, and holidays and we will return your call within one business day.

1 Who is the member?

Member name (first and last)

CarePlus member ID number Member birthdate (MM/DD/YY)
Street address City
State Zip code Phone number (with area code)

2 What is the issue?

For a specific medical service or medication, please provide the details below:
Medical service/medical equipment or medication

Provider (Physician, Facility, Prescriber)

Provider phone number (with area code) Provider fax number

Is this a request for reimbursement? [ Yes [J No

*If yes, please include a copy of the bill, receipt or proof of payment (receipts).
Service date(s) (MM/DD/YY) Claim number (if you have one)
*N/A if care has not been received
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2 What is the issue? (Continued)

What should we know about this issue? Please be as specific as possible about what
happened and who was involved. Include any dates of service or contact with CarePlus
employees, healthcare providers or pharmacies. If you run out of room, feel free to write on the
back or add an extra page.

What additional information can you share? Please attach copies of any supporting
information or documents that we should review, such as medical records, medical bills, a copy
of your Explanation of Benefits, or a letter from your provider.

What documents have you attached?

[l Explanation of Benefits [1 Receipts (Proof of Payment)
Ll Medical bill(s) [ Letter from your provider
0 Medical records O Other

Does your appeal need to be expedited? If you or your physician/prescriber believe that waiting
for a standard decision (7 calendar days for a Part B/Part D prescription drug appeal or 30
calendar days for a medical pre-service/equipment appeal) could seriously harm your life, health
or ability to regain maximum function, you can ask for an expedited (fast) decision. If your
physician or prescriber indicates that waiting for a standard decision could seriously harm your
health, we will automatically give you a fast decision. If you do not obtain your physician or
prescriber’s support for an expedited appeal, we will decide if your case requires a fast decision.
You cannot request an expedited appeal if you are asking us to review a service or drug you
already received.

O Please check this box if you believe you need an expedited decision within 72 hours. If you
have a supporting statement from your physician or prescriber, attach it to this request.
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3 Do you needto appoint a representative?

Skip this section if you are the member acting on behalf of yourself.

If you are not the member and aren’t sure if you’re authorized to work with CarePlus on the member’s
behalf, please complete the Appointment of Representative (AOR) Form CMS-1696, which can be
found on the CarePlus’ website at www.careplushealthplans.com/members/forms-
tools-resources requested by contacting Member Services at 1-800-794-5907; TTY: 711. Both
you and the member must sign and complete the AOR Form. If you are already legally
authorized to act as the member's representative under state law, please attach

the appropriate documentation so we can review (for example: court appointed guardian,
Durable Power of Attorney, health care proxy, etc.).

4 Sign and Submit

Member Signature (or physician/prescriber) (optional) Date

Member Printed Name (or physician/prescriber)

OR

Authorized Representative Signature Date
(Only if you filled out the AOR form or attached other legal documentation)

Authorized Representative Printed Name

Thanks for taking the time to inform us of this issue. We'll be in touch with you if we have any
questions, and we’ll get back to you as soon as we complete our review of the issue.
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Multi-Language Insert Form Approved
Multi-language Interpreter Services OMB# 0938-1421

English: We have free interpreter services to answer any questions you may have about our health or drug plan.
To get an interpreter, just call us at 1-800-794-5907 (TTY: 711). Someone who speaks English can help you. This
is a free service.
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-800-794-5907
(TTY: 711). Alguien que hable espafol le podra ayudar. Este es un servicio gratuito.
Chinese Mandarin: Fk {25 RAVEREARSS, FEBNIEARE X T2 REZYMRILAVE(IREID . NRITFEUEIEARSS,
IBENEE 1-800-794-5907 (TTY: 711)e Tl IR TIEARBRREREENE XTI ZEARSS-
Chinese Cantonese: &K PIFERZENRIGAIREF B RN, ALK PIRERENEERTE WHERE, 58E 1-800-
794-5907 (TTY: 711) HFIFEH KA SRR ETRHED), ER—TBRERT-
Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-800-794-5907 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.
French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions relatives a
notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de
nous appeler au 1-800-794-5907 (TTY: 711). Un interlocuteur parlant Frangais pourra vous aider. Ce service est
gratuit.
Vietnamese: Ching t6i c6 dich vu théng dich mién phi dé tra I6i cac cau hdi vé chuang stic khde va chuang trinh thudc men. Néu qui vi
can thong dich vién xin goi 1-800-794-5907 (TTY: 711) sé c6 nhan vién ndi tiéng Viét gitip d& qui vi. Day la dich vu mién phi.
German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-794-5907 (TTY: 711). Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.
Korean: SAt= 2|z 2l = ofF 20 2ot 2=0| Bl E2|0A 2 89 MH[AS MSOtRJUSHCE .
=9 ME|AE 0| 8st2H H2t 1-800-794-5907 (TTY: 711) He = 2|3 "“AIE . 2=O0{E St EEAVE Eof EE
AYLICEH. O] MH|2E FEZ2 2FEULCH.
Russian: Ecny Bac BO3HWKHYT BOMPOCHI OTHOCUTENBHO CTPAaX0BOTO MW MeAMKAMEHTHOTO MaHa, Bbl MOXETe BOCMONb30BaThCA
HaLMMK becrnaTHbIMI YCNyrami NepeBoAuMKOoB. YTobbl BOCMONb30BATLCA YCyramMi NepeBodULKa, NO3BOHNTE Ham No TenedoHy 1-800-
794-5907 (TTY:711). Bam okaxeT MOMOLLb COTPYAHVK, KOTOprVI rOBOPMT MO-PYCCKM. [laHHaAa ycnyra 6ecnnaTHas.
Joeanll Lgad &390l Jgun o doally glas dliwl o oe AW ddbrall gysall @ yiall Olaas pads L :Arabic
d..u)sz)' Sasey be eSS podew 1-800-794-5907 (711 L&_}J Q.Lc Lu JL&Ji' S J.,J.c.u.ul;é_)ss Q= 4a Q.l.c
Ao dass o 0l Leliac luay
Hindi: R YA YT IT &aT bl JSTT &b d1R H 31TUch hiit Ht YR h STaTe 34 & ofY gHR UTH Jhd HTYRIT Wa1q
JUCTE §. Yeh GHTNAT URTUL el eh oIlQ, a9 §H 1-800-794-5907 (TTY: 711) UR ThiH <. i Ghehd! Sit gial sterdl &
mmmm% ungﬁgq»—cr@m%
Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro
piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-794-5907 (TTY: 711). Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.
Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questao que tenha
acerca do nosso plano de satide ou de medicacao. Para obter um intérprete, contacte-nos através do nimero
1-800-794-5907
(TTY:711). Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.
French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta genyen konsenan plan medikal
oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-794-5907 (TTY: 711). Yon moun ki pale Kreyol

kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory pomoze w uzyskaniu odpowiedzi na temat planu
zdrowotnego lub dawkowania lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer
1-800-794-5907 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: 3t OREBERBFRIREBRUAFETSVICEATICEMICEERTBRHIC B OERT—EXN
HDEFTTIVET 0 BRECHMBICHDICIF 1-800-794-5907 (TTY: 711) ICHBEESE TV e HAEZFETAE
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