Humana.

Appeal, Complaint or Grievance Form

If you have a complaint or appeal related to your Humana plan or any aspect
of your care, we want to hear about it and see how we can help. You can use
this form to tell us what happened and how you’re feeling. Please provide complete
information, so we can get your issue to the associate who can help you best.

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

Address: Humana Grievance and Appeals Department Fax Number: 888-556-2128
P.O. Box 14165
Lexington, KY 40512-4165

Who is the member?

Member name (first and last)

Humana member ID number Member birthdate (MM/DD/YY)

Person acting on member’s behalf (if someone other than the member)

Street address City

State ZIP code Phone number (with area code)

n What was the issue?

First, help us understand what this was about:

1 A medication

[l A medical service (or medical equipment)

1 Anissue not related to a specific medical service or medication

For a specific medical service or medication, please provide the details:

Service or medication

Provider (Physician, Facility, Prescriber)

Have you already received the medical service or medication?

L] Yes L] No
Service date (MM/DD/YY) Claim number (if you have one)
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What was 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 Humana 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 receipts for medications or
services already paid for, medical records, or a letter from your provider.

What documents have you attached?:

[ Receipt(s) [ Letter from your provider
[ Medical Bill(s) 1 None
[ Medical Records 1 Other

Does your appeal need to be expedited? Expedited appeals are only appropriate

for services that haven’t been rendered yet and if you and your provider believe that
waiting for a standard decision could seriously harm your life, health or ability to regain
maximum function. To process an expedited appeal, we’ll need your provider to share
a statement indicating why your request should be expedited.

[] Please check this box if you need an expedited decision within 72 hours, and you
have a supporting statement from your provider.
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Do you need to 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 Humana

on the member’s behalf, please complete this section with the member. (Note: If you are
a provider or legal representative, you will need to complete a separate Appointment of
Representative Form that can be found at Humana.com.)

L , appoint to act
Name of Member Name of Representative

on behalf of in connection with any claim for coverage or
Name of Member (or member’s dependent)

benefits identified in this case including receipt of any approval(s) or authorization(s) that are required
before medical service(s). I authorize my representative to receive any and all information related to
this case that is provided to me, and to act for me and for my minor dependent, if named above, in
providing any information to the group health plan only in relation to the disputed claims, approvals, or
authorizations. This document is not intended to authorize access to any personal health information
unrelated to the disputed claims, approvals, or authorizations.

I hereby accept the above appointment.
Name of Representative

Member’s Medicare ID Number or HICN (on Member’s Medicare card)

Representative name (first and last) Relationship to member
Street address City
State ZIP code Phone number (with area code)

Sign and Submit

Member Signature (or prescribing physician) Date

Authorized Representative Signature (if you filled out section 3) Date

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 investigation of the issue.

Humana is a Medicare Advantage HMO, PPO and PFFS organization and a stand-alone prescription drug
plan with a Medicare contract. Enrollment in any Humana plan depends on contract renewal.
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Important

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race,
color, national origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry,
ethnicity, marital status, religion, or language. Discrimination is against the law. Humana and
its subsidiaries comply with applicable federal civil rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there are ways to get help.

+ You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

* You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html.

* California residents: You may also call the California Department of Insurance toll-free
hotline number: 1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you.
1-877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language
interpreters, video remote interpretation, and written information in other formats
to people with disabilities when such auxiliary aids and services are necessary to
ensure an equal opportunity to participate.
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Multi-Language Insert
Multi-language Interpreter Services

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 1-877-320-1235
(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 1-877-320-1235 (TTY: 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: iR R EHENIZRS, HEIEREXTRRAGYRAEMEER, MR
EEEMENFRS, BEE 1-877-320-1235 (MAFELLZ: 711). HRITHFXTEARBRREEBE,
X REHRS,

Chinese Cantonese: GHH MOV BEREYREAIEFERME » ALHMIREEENEZERT tZlJ
TEERTS > FAE 1-877-320-1235 (EREFLR : 711) BMBPXHAE B LEATIREER o
2 ERERE

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
1-877-320-1235 (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
1-877-320-1235 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chiing t6i c6 dich vu thdng dich mién phi dé tra 1&i cac cu hoi vé
chuong suc khée va chuong trinh thuéc men. Néu qui vi can thdng dich vién xin
goi 1-877-320-1235 (TTY: 711) sé c6 nhan vién noi tiéng Viét gitp d& qui vi. Pay la
dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-320-1235 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: EAt= 9|z B = oF HHo| 2ot ZE0|| ol E2(0Xt R 89 MH|AE M35t
UAFLICH. 8F MH|AE 0|88t2{H Tt 1-877-320-1235 (TTY: 711) HR = 293 FHAIL
or=0{E St= HERE 2ot £ AYLILE. o] MH|AE=E 22 2FELIC.
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Russian: Ecin y Bac BO3HUKHYT BOMPOChI OTHOCUTENIbHO CTPAaXOBOro UK
MeAMKAaMEeHTHOro NJ1aHa, Bbl MOXETe BOCMNO0/1b30BaTbCA HaLLIVMK 6ecnnaTHbIMK
yciyraMmy nepeBoAynKoB. YTo6bl BOCNO/Ib30BAaTLCA YC/1yraMu nepeBoynKa,
No3BOHUTE HaM Mo TenedoHy 1-877-320-1235 (TTY: 711). Bam okaxkeT MOMOLLb
COTPYAHWK, KOTOPbIV FOBOPUT NO-pyccku. JJaHHas ycnyra 6ecnnaTHas.

Ldasy Blos dlial ol e GlaW dlnall o508l p yrall Slans pass L] :Arabic
som elide L 16398 @32 e Jgond) L) B0 sall d9a31 das ol ool
liae luas Ayl Sasey o asais p g .1-877-320-1235 (TTY: 711) Lle Ly JLlasdl
Al dass 0ie
Hindi: 8AR WY 1 &dT <l TISTHT o IR | 31U fohd! ft Ul & STare & o folg g9R urd god
STISAT 1Y IuTeY 8. Yeh SHTNAT U e o oIy, a9 g/ 1-877-320-1235 (TTY: 711) |WR
I 3. i3 Sfeh STt fR=<Y dietdT & SITUch! Heg R Tehd 8. I8 Teh HUd T &.

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 1-877-320-1235 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretagdo gratuitos para responder

a qualquer questao que tenha acerca do nosso plano de saude ou de medicagado.
Para obter um intérprete, contacte-nos através do numero 1-877-320-1235

(TTY: 711). Ira encontrar alguém que fale o idioma Portugués para o ajudar.

Este servico é gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele
nou nan 1-877-320-1235 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac¢ z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwoni¢
pod numer 1-877-320-1235 (TTY: 711). Ta ustuga jest bezptatna.

Japanese BHOBRRFERLAWARTSVICETZCERICHERTZHIC. BRIOBRT—ER%Z
CHELTVWET, BRRZCHAMICHRBICTIE 1-877-320-1235 (TTY:711) ICEEEL LTV, BHAE
ZEITEDEZEVELEYT, ChIZEROY—EXTT,
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