
OPTUMRx

April 11 ̂  2019

Attention; Jennifer Miner

State of Connecticut Insurance Department
PO Box 816

Hartford, CT 06142-0816

RE; Report required by Docket No. MO 18-79

Dear Ms. Miner,

In accordance with the January 14, 2019 Stipulation and Consent Order, Docket MO 18-
79, OptumRx agreed to review its practices and procedures identified as concerns
during the market conduct examination of its Utilization Review practices.

The purpose of this letter is to inform you OptumRx's Utilization Review staff has
completed a review of its practices and procedures to ensure compliance with
Connecticut Statutes. In order to address Stipulation 3 a-b, the following corrective
actions were taken:

Stipulation 3{a): The examiners verified that one (1) determination not to certify
care failed to provide proper Connecticut external appeal language.

OptumRx Corrective Actions: The letter providing notification not to certify care has
been updated to ensure it contains appropriate Connecticut external appeal language
and has been placed into production. The current template is included.

Stipulation 3(b): The examiners verified that the Company did not have
sufficient documentation for regulatory review.

OptumRx Corrective Actions: A letter providing notification not to certify care has been
created for requests for medication and/or diagnosis that are not a covered benefit and
excluded from coverage In accordance with the terms and conditions of the member's
plan benefit. We anticipate that this template will be Implemented by May 23, 2019. The
approved template is included.

We trust our letter and supporting documents will satisfy your requirements in the
Department's Stipulation, If you require further detail in this matter, please do not
hesitate to contact me.



Tina Smith

Manager, Public and Regulatory Affairs
2300 Main Street, livine, CA, 92614
949.986.6185

External Audit Management OptumRx



OptumRx Prior Authprizalion IDepartment
* ̂ CAl 06-0286,
"'^optumrV  3515 Harbor Bl^

Costa Mesa, ( A

I)Aii^ RE: Coverage Review Denial

Patient: MBNAM

Physician:

File ID: PANMBR

MBNAM

MBADDRl

MBADDR2

MEMCITY, RIMEMZIP

Date of Request:
Date of Decision: DATE

Dear MBNAM:

Paia obrener asfstmcia ss.Eqjanol. Uame a! l-800-"^ll-4555

Part sa tulong sa Tagalog.- aag 1-800-^11-4555.

This letter is to infonn you that we are unable to approve the request for BRNDNAM made by your
physician. The basis for the request does not meet the plan coverage conditions for the following reason(s).

Your UnitedHealthcare prescription drug program benefits are determined by OptumRx. For certain drugs, ^ |
more information is needed to determine coverage eligibility. In these cases, your physician must supply thelil j
additional information needed to determine if the coverage conditions have been met. The information your 1 1
physician provided was reviewed and a letter was sent to your physician informing him or her of the :
decision. Your physician can discuss this denial with a pharmacist by calling 1-800-711-4555.

We encourage you to discuss this decision with your physician. If you choose to receive this drug, you may
be responsible for paying an additional cost or copayment.

You, your physician or your health care professional have the right to request the information we reviewed to i
make this coverage decision free-of-charge. This includes reasonable access to and copies of all documents, |
records, communications, and other relevant information and evidence regarding your benefit determination.
You also have the right to receive, upon written request and at no charge, the internal rule, guideline, or
clinical criteria for BRNDNAM coverage. Diagnosis and Treatment codes (if applicable) are available upon
request. Members may access a secure website by logging into myuhc.com to review a variety of
information including clinical review criteria used to make determinations. UnitedHealthcare's
Administrative and Medical Policies are available on our website at www.unitedhealthcareonline.com.

OptumRx 755 Research Parkway, Suite #300, Oklahoma City, OK 73104 1-800-711-4555

PANMBR UHCDenialNGFMB



.

Please note i^rmation in this letter is not decision. Treatment decisions are made
between youfid^ur physician. Coverage for the^ser^es is subject to the tenns and conditions of your
health b^^i plan including exclusions, limit;^ons, conditions and patient eligibility. You are responsible
for ded.^tiS^, coinsurance, copayments and^eml^ot covered by the plan. Coverage will not be provided
for sen ices above the plan's limit, unless voui plan states otherwise and where applicable and as permitted

laAvs^For example, annual dollar limits arc not permitted on Essential Health Benefits as defined and
It to the Affordable Care AcU

you w^you would like your physician or health care professional to discuss this case with a clinical reviewer, he
or she may call the UnitedHealthcare Health Care Professional Services Line at 1-800-711-4555. The
outcome of this peer-to peer review does not count as the appeal.

If you don*t agree with our decision, you or your authorized representative has the right to an appeal.

Typically, you have 180 days from your receipt of this letter to submit an appeal request. If you don't
comply with these requirements, you may forfeit your right to challenge a denial or rejection.
Inquiring about the appeals process does not change the time frame to submit an appeal. When we
receive an appeal request, we review it and notify you within 30 calendar days for services not yet
received and within 60 calendar days for services already received. We will notify you in writing of
our decision.

The following information is helpful to us when reviewing an appeal:

•  A written appeal request asking us to reconsider our decision
•  The specific coverage decision you would like us to review
•  An explanation of why the requested service should be considered for coverage
•  Any additional information that supports your position, including narratives, letters and treatment

notes from your physician or health care professional.
•  You or your representative have the right to ask your physician or health care professional for this

infonnation.

•  A copy of this letter

Mail or fax this information to:

UnitedHealthcare Appeals and Grievances Unit
P.O. Box 30573

Salt Lake City, UT 84130-0573
Fax: 1-801-938-2100

Urgent appeal fax: 1-801-994-1058

The person who reviews your appeal will not be the person, or a subordinate of that person, who
made the original decision.

UHS can provide you assistance to prepare an appeal of an adverse benefit determination. To request
assistance, please call Customer Care at the toll-free number listed on your member ID card or 1-800-
711-4555.

Urgent appeals
An urgent appeal may be available to you if the patient's medical condition is such that the time
needed to complete a standard appeal could seriously jeopardize the patient's life, health or ability to
regain maximum function, or, if in the opinion of a health care professional with knowledge of the
patient's medical condition, would subject the patient to severe pain that cannot be adequately
managed without the heath care service or treatment being requested. You have two options available
to you: an internal urgent appeal review or an external urgent appeal review. These options are not
available for health care services that have already been provided.



Internal Ur^iil Appeal Review: You have the option |o request an urgent internal appeal review by
United^^atocare. If we confirm that an urjgf^nt appeal is needed, we will complete our review within
72 hours from receipt of the appeal.

st an urgent appeal:

ent appeal fax: 1-801-994-1058

Telephone: Call Customer Care at the toll-free number listed on your member ID card.
You may request an urgent external review at the same time as requesting an urgent internal appeal
for urgent care.

External Urgent Appeal Review: You also have the option to request review by an independent
review organization. You must first exhaust UnitedHealthcare*s internal appeal process UNLESS you
meet one of the following circumstances below.

Bvpassing the Internal Appeal Process:

If any of the following circumstances apply, you may be able to bypass UnitedHealthcare's internal
appeal process and file a request for an urgent external review with the Connecticut Insurance
Department:

1. you have a medical condition for which the time period for completion of an urgent internal
appeal would seriously jeapardize your life or health or would jeopardize your ability to regain
maximum function; or

2. the adverse determination involves a denial of coverage based on a determination that the
recommended or the requested health care service or treatment is experimental or
investigational and your treating health care professional certifies in writing that such
recommended or requested health care service or treatment would be significantly less effective
if not promptly initiatied; or

3. we have failed to strictly adhere to the requirements under the law with respect to making
utilization review and benefit determinations of a benefit request or claim or with respect to
receiving and resolving appeals/grievances

The urgent appeal application must be filed with the Connecticut Insurance Department immediately
following receipt of UnitedHealthcare's initial adverse determination or at any time during the
adverse appeal determination.

If the expedited appeal is not accepted on an urgent basis, and you have not previously exhausted the
internal appeals process, you may resume the internal appeal process until the internal appeals
process is exhausted.

If the internal appeals process was previously exhausted, your rejected urgent appeal will
automatically be eligible for consideration for standard appeal. You are not required to submit a new
application.

If you choose to file an urgent external appeal, you must submit your appeal on the "Expedited
Request Form" and "Request for External Appeal" application form available on the Department of
Insurance website. You may also request a copy of the forms by calling Customer Care at the toll-free
number listed on your member ID card.

You may contact the Commissioner's Office or the Office of the Healthcare Advocate at any time for
assistance or when you believe you have been given erroneous information at:



state of Connecticut Jsur^ceDepartinent
Coinmissioneir's

P.O. Box 816

Hartford, C

Telephon^^^297-3801
Toll-Free: 1-800-203-3447

Ema^^Md. admin@ct. gov
'■ii?

Or

State of Connecticut
Office of the Healthcare Advocate
P.O. Box 1543
Hartford, CT 06144
Phone: I-866-HMO-4446
Fax: 1-860-297-3992
Email: Healthcare.advocate@ct.gov

The following language is required by the Connecticut Insurance Department:
i. such appeals are sometimes successful,
ii. such covered person or covered person's authorized representative may benefit from free assistance

from the Office of the Healthcare Advocate, which can assist such covered person or covered person's
authorized representative with the filing of a grievance pursuant to 42 USC 300gg-93, as amended
from time to time, or from the Division of Consumer Affairs within the Insurance Department,

iii. such covered person or covered person's authorized representative is entitled and encouraged to submit
supporting documentation for the health carrier's consideration during the review of an adverse
determination, including narratives from such covered person or covered person's authorized
representative and letters and treatment notes from such covered person's health care professional, and

iv. such covered person or covered person's authorized representative has the right to ask such covered
person's health care professional for such letters or treatment notes.

What this means to you

1. You have the right to be represented by someone else regarding this decision. To have someone else
represent you, call us at the toll-free number on your member ID card and we will send you the form
needed to designate another representative.

2. You or your representative may accept our decision as it stands.
3. You or your representative may choose to file an appeal, such appeals sometimes succeed. You or your

representative may benefit from free assistance from the State of Connecticut Insurance Department
Consumer Affairs Division or the Office of Healthcare Advocate, which can help with this request.

Availability of Consumer Assistance/Ombudsman Services
There may be other resources available to help you understand the appeals process. If your plan is governed
by ERISA, you can contact the Employee Benefits Security Administration at 1-866-444-EBSA (3272). If
your plan is not governed by ERISA, you can contact the Department of Health and Human Services Health
Insurance Assistance Team at 1-888-393-2789. Your state consumer assistance program may also be able to
assist you at:

State of Connecticut
Office of the Healthcare Advocate
P.O. Box 1543
Hartford, CT 06144
Phone: 1-866-HMO-4446



Fax: U860-297-3992^
Email: Healthcare.advoca^fectgovvoca^te(

Other member rights
falls under the standards esUiblish^^by the Employee Retirement Income Security Act (ERISA),

and y^ have exhausted appeals un^^fce^^n, you may also have the right to file a civil action under
ERISA in a court of competent jun^^pon.

If you have questions about this letter, please call Customer Care at the toll-free number listed on your
member ID card.

Sincerely,

OptumRx

Visit myuhc.com® to view your claims and Explanation of Benefits statements, look up benefits, update
account information, find a physician or facility or learn more about healthy living. Registration is easy and
gives you access to useful tools and information to help you take charge of your health and health care.



I,' UnitedHealthcare

COVER SHEET

10: United Healthcare Phan^^ Appeals Date:

Fax Number: Patient Name:

From:

Fax Number:

Phone Number:

Comments:

To submit an Appeal, please fax this cover sheet to the appropriate fax number along with:

1. Letter of Appeal
2. Original denial information
3. Applicable medical records

To submit a Standard Appeal: Fax number - (801) 994-1345

To submit an Urgent/Expedited Appeal: Fax number - (801) 994-1058

Please include description of urgency

Please Note: Generally, an urgent or expedited appeal is available when the patient's condition is such that
applying standard time frames for deciding the appeal could jeopardize the patient's life, health, or ability to
regain maximum function, or subject the patient to severe pain.

It is very important that you submit this form to one of the fax numbers above. Submission of the fonn to
another address may result in a delay in our receipt and resolution of the appeal.

CONFIDENTIALITYNOTICE: Information accompanying this facsimile is considered to be United Healthcare's confidential and/or proprietary business
nformation. Consequently, this information may be used only by the person or entity to which it is addressed. Such recipient shall be liable for using and
protecting United Healthcare's information from further disclosure or misuse, consistent with applicable contract and/or law. The information you have received
may contain protected health information (PHI) and must be handled according to applicable state and federal laws, including but not limited to HIPAA.
ndividuals who misuse such information may be subject to both civil and criminal penalties. If you believe you received this information in error, please contact
he sender immediately.



OPTUHRx

NOTICE OF DENIAL

[Letter Creation Date]

[Member Name]
[Member Address]

RE: Member Name: [Member Name]
Plan Name: [UnitedHealthcare]

Group Name: [Group Name]
Identification Number: [Member ID]
Case Number: [Case Number]
Doctor Name: [Prescriber Name]

Medication Name: [Drug Name]
Denial Code and Description: [Reason Code] see description below

Dear [Member Name],

On behalf of [UnitedHealthcare], [OptumRx®] is responsible for reviewing pharmacy services provided
to [UnitedHealthcare] members. We received a request from your prescriber for coverage of [Drug
Name, Strength, and Formulation], on [Date of Request].

We reviewed all of the information you and/or your doctor sent to us. Unfortunately, we must deny
coverage for [Drug Name].

Why was my request denied?
These are the principal reasons for the determination. We reviewed the information provided by you
and/or your doctor. We also reviewed the payment policies and the limitations, exclusions, and other
terms and conditions of your plan benefits, including any appropriate Pharmacy Schedule of Benefits
and Riders. This request was denied because you did not meet the following criteria:

For coverage denials (Medical Nec) on drugs requiring FA, ST, QL &. Tier Exception insert the
following text:

Based on the information provided, you do not meet the established medication-specific criteria or
guidelines for [Drug Name] at this time.

[Insert Decision Notes
The following clinical guideline was used to support this denial. This clinical guideline/rule is
available free upon request and also at your plan's website noted below.]

All Optum® trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.

©2016 Optum, Inc. All rights reserved. ORX9774_160721 Page 1 of 23



For off-label denials, insert the following text:

The requested medication is not a covered benefit. The U.S. Food and Drug Administration (FDA)
has not approved this medication for use in your condition, and the clinical information submitted
by your doctor does not meet the criteria established for off-label drug use, in accordance with the
terms and conditions of your plan benefit.

[Insert Decision Notes

The following clinical guideline was used to support this denial. This clinical guideline/rule is
available free upon request and also at your plan's website noted below.]
For non-formulary denials, insert the following text:

The requested medication is not covered because it is not on the listing or formulary of approved
drugs for your plan benefit. Please discuss alternative drug therapy with your doctor.

[Insert Decision Notes]
For plan exclusion denials, (Excluded Medications, UHC Plan Exclusions & UHC BenefitMax)
insert the following text:

The requested medication and/or diagnosis are not a covered benefit and excluded from coverage
in accordance with the terms and conditions of your plan benefit. Therefore, the request has been
administratively denied.

[Insert Decision Notes]

The reason(s) [OptumRx] did not approve this medication can be found above. This denial is based on
the [Drug Name] drug coverage policy, in addition to any supplementary information you or your
prescriber may have submitted.

Because the claim(s) for this medication was processed according to the above plan term(s), we
unfortunately cannot approve your request. Our decision does not reflect any view about the medical
appropriateness of this coverage. Only you and your doctor can make decisions about your care. We
notified your doctor about this denial and s/he has the option to discuss this with a physician or
pharmacist reviewer.

How can I obtain the material(s) used to review this request?
You have the right to ask for and receive (free of charge) access to, and copies of all documents, records
and other information related to your case, as well as copies of any internal rule, guideline or protocol
that we used to make this denial decision. Internal rules, guidelines and protocols are also accessible at
[www.uhcprovider.com]. You also have the right to ask for and receive (free of charge) an explanation
of the scientific or clinical judgment that we relied on in making this denial decision. Diagnosis and
Treatment codes and their corresponding meanings (if applicable) are available upon request.

To request copies, please call us at [1-800-711-4555], or write to the address below;

[OptumRx

All Optum® trademarks and logos are owned by Optum, inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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c/o Prior Authorization Guidelines

P.O. Box 25183

Santa Ana, CA 92799]

We honor your request within [thirty (30) calendar days] after we receive it. Please know that your
request will not change the time frame in which you have to file any appeal request.

{Suppress for Tier Exceptions}
{Please note that this decision only affects whether your prescription plan will pay for this medication.
Only you and your prescriber can decide what is best for you and your treatment. You may still buy this
medication (at full cost) at your local phamiacy.}

What if my prescriber wants to discuss this decision with a peer?
The provider or representative of his/her office has the right to a conference with a clinical peer upon
request to discuss the above decision. This conference will not be considered a grievance of the adverse
determination. To speak with someone concerning this matter, please call [OptumRx] at [1-800-711-
4555].

APPEAL PROCESS

What if I don't agree with this decision?
You have the right to appeal any decision that denies payment for an item or service (in whole or in
part). You may also submit written comments, documents or other information relevant to the appeal.

If you are not satisfied with this decision, you or your authorized representative may request an appeal.
Your request for appeal must be submitted within [180 calendar days] after receiving this notice.

An urgent appeal may be available if your health is considered to be in serious jeopardy or if your
doctor thinks that you may experience pain that cannot be effectively controlled while you wait for
a decision on your appeal. If you believe yotir situation is urgent, you may request an urgent appeal.
(Please see "How do I file an appeal?" further in this notiee for details on filing an urgent appeal.)

Who may file an appeal?
You or your provider, acting on your behalf with your consent, may file an appeal.

How do I file an appeal?
You have the right to appeal this medication coverage decision within [180 calendar days] from the date
of this denial notification. You or your prescriber can get appeals information, including independent
appeal rights, by calling [the toll-free member number listed on your health plan ID card]. You can also
review your plan's prescription drug benefit information or coiitact your benefits office for more
detailed information regarding the appeal process.

Your request for an appeal will not affect other benefits available imder your plan benefits. If you want
to appeal, please send a request, along with any written comments, documents, records, or information
that supports the coverage of the medication, to:

[UnitedHealthcare Appeals
All Optum® trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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[P.O. Box 30573

Salt Lake City, UT 84130-0573]

Phone: [Please call the toll-free member number listed on your health plan ID card.]
Fax: [1-801-938-2100]

In addition, [UnitedHealthcare Appeals] can provide you with assistance in filing your appeal. You may
contact the Appeals Coordinator at [the toll-free member number listed on your health plan ID card].

We will complete your appeal review no later than [15 calendar days] following your request being
received.

(Include For Non-Formulary Exception Request Denial}
(Exception Requests Appeal for Coverage of Clinicallv Appropriate Non-Formularv Drugs
If your denial is for a non-formulary exception request, the following timeframes will apply:

Standard (non-expedited) requests ~ we will notify you, your authorized representative, and the
prescriber of the determination no later than [72 hours] after receipt of the request. If the request is
granted, the excepted drug will be covered for the duration of the prescription, including refills.

Expedited requests due to exigent circumstances ~ we will notify you, your authorized representative,
and the prescriber of the determination no later than [24 hours] after receipt of the request. If the request
is granted, the excepted drug will be covered throughout the exigency. (Exigent circumstance is when
you are suffering from a health condition that may seriously jeopardize the enrollee's life, health, or
ability to regain maximum function or when an enrollee is undergoing a current course of treatment
using a non-formulary drug.)}

If you believe your situation is urgent, you may request an urgent appeal by calling [UnitedHealthcare]
at [the toll-free member number listed on your health plan ID card]. If your situation meets the definition
of urgent under the law, your review will be completed within [72 horns].

{Suppressfor Plan Excliisidn Denials}
{Bypassing [UnitedHealthcare's] Expedited External Review:

If any of the following circumstances apply, you may be able to bypass [UnitedHealthcare's] internal

appeal/grievance process and file a request for an expedited external review with the Connecticut
Insurance Department:

1. You have a medical condition for which the time period for completion of an expedited internal
appeal/grievance would seriously jeopardize your life or health or would jeopardize your ability
to regain maximum frmction; or

2. The adverse determination involves a denial of coverage based on a determination that the
recommended or the requested health care service or treatment is experimental or investigational
and your treating health care professional certifies in writing that such recommended or
requested health care service or treatment would be si^ficantly less effective if not promptly
initiated: or

All Optum trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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3. We have failed to strictly adhere to the requirements under the law with respect to making
utilization review and benefit determinations of a benefit request or claim or with respect to
receiving and resolving appeals/grievances.

You, or your provider acting on your behalf with your consent, may also simultaneously file a request
for an internal appeal/grievance and an expedited external review with the Connecticut Insurance
Department Consumer Affairs Unit. You can request an external review if you meet any of the above
three requirements, otherwise you must wait until denial of the [UnitedHealthcare] first level of internal
appeal. Please contact the State of Connecticut Insurance Department for more information. Their
address is: Connecticut Insurance Department, P.O. Box 816, Hartford, CT 06142-0816 or call
860-297-3910 or 1-800-203-3447.)

If (you) the covered person or the covered person's authorized representative chooses to file a grievance
of an adverse deteimination:

1. Such appeals are sometimes successful,
2. Such covered person or covered person's authorized representative may benefit from free

assistance from the Customer Services Division, which can assist such covered person or
covered person's authorized representative with the filing of a grievance pursuant to 42 USC
300gg-93, as amended from time to time, or from the Division of Consumer Affairs within the
Insurance Department,

3. Such covered person or covered person's authorized representative is entitled and encouraged to
submit supporting documentation for the health carrier's consideration during the review of an
adverse determination, including narratives from such covered person or covered person's
authorized representative and letters and treatment notes from such covered person's health care
professional, and

4. Such covered person or covered person's authorized representative has the right to ask such
covered person's health care professional for such letters or treatment notes, which are
encouraged to be submitted for consideration during the review of an adverse determination.

{IncludeJpr Pl(mM Only}
{Please not that by CT law, if the services are denied because they are not a covered benefit under your
plan, or your benefits for these services have reached their hmit, then the appeal process is concluded
after your final intemd. appeal and no further appeal or External Review is allowed under the plan.)

{Suppi-ds¥Extehidt\ Ppview Process for Plan Exclusion Denials O
EXTERNAL REVIEW PROCESS

What is an external review?

An external review is a complete re-examination of your case by an independent review organization
(IRQ).

Who may file an external review?
You or your provider, acting on your behalf with your consent, or your authorized representative may
request an external review.

How do 1 file an external review?

All Optum® trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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Once you have exhausted [UnitedHealthcare's] internal appeal process, you may file a request for
External Review. Individuals who request an urgent care appeal do not need to complete their
[UnitedHealthcare's] internal appeal process prior to requesting an external review.

You can request an external review if you meet any of the three requirements noted in "Bypassing
[UnitedHealthcare's] Internal Appeal/Grievance Review Process," otherwise you must wait until denial
of the [UnitedHealthcare's] first level of internal appeal. Please contact the State of Cormeeticut
Insurance Department for more information. Their address is: Connecticut Insurance Department,
P.O. Box 816, Hartford, CT 06142-0816 or caU 1-860-297-3910 or 1-800-203-3447.

OTHER RESOURCES TO HELP YOU (EMPLOYER GROUP PLAN)

[If member state of residence has a CAP Contact]
Availability of Consumer Assistance/Ombudsman Services
There may be other resources available to help you understand the ("appeals" or "grievance" process.

Your state consumer assistance program may also be able to assist you at:

[Insert contact information]

If you are not satisfied with this decision, you or your authorized representative may contact the State of
Connectieut Insurance Department Commissioner's Office to request its review of this decision:

Connecticut Department of Insurance
Customer Services Division

100 Market Street

Hartford, CT 06103

Consumer Services:

(800) 203-3447

http://www.ct.gov/cid

If you have any additional questions, please call us toll-free at [OptumRx Customer/Member Services
Phone Number].

Sincerely,

[OptumRx]

cc: [Prescriber Name]

This document and others if attached contain information fiom OptuniRx that is proprietary, confidential and/or may contain protected health information
(PHI). We are required to safeguard PHI by applicable law. The information in tWs document is for the sole use of the person(s) or company named above.
Proper consent to disclose PHI between these parties has been obtained. If you received this document by mistake, please know that sharing, copying,
distributing or using information in this document is against the law. If you are not the intended recipient, please notily the sender immediately and
return the document(s) by mail to OptumRx Privacy Office, 17900 Von Karman, M/S CA016-0203, Irvine, CA 92614.

All Optum® trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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Nondiscrimination Notice and Access to Communication Services

OptumRx and its family of affiliated Optum companies does not discriminate on the basis of race, color,
national origin, age, disability, or sex in its health programs or activities.

We provide assistance free of charge to people with disabilities or whose primary language is not
English. To request a document in another format such as large print or to get language assistance such
as a qualified interpreter, please call the number located on the back of your prescription ID card, TTY
711. Representatives are available 24 hours a day, seven days a week.

If you believe that we have failed to provide these services or discriniinated in another way on the basis
of race, color, national origin, age, disability, or sex, you can send a complaint to

OptumRx Civil Rights Coordinator
11000 Optum Circle
Eden Prairie, MN 55344
Phone: 1-800-562-6223, TTY 711
Fax: 855-351-5495

Email: Optum_Ciyil_Rights@Optum.com

If you need help filing a complaint, please call the number located on the back of your prescription ID
card, TTY 711. Representatives are available 24 hours a day, seven days a week. You can also file a
complaint directly with the U.S. Dept. of Health and Human services online, by phone, or by mail:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/mdex.html

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue,

SW Room 509F, HHH Building Washington, D.C. 20201

This information is available in other formats like large print. To ask
for another format, please call the telephone number listed on your
health plan ID card.

All Optum® trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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Multi-language Interpreter Services

ATTENTION: If you speak English, language assistance services, &ee of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espahol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al numero de telefono gratuito que aparece en su taijeta de identificacion.

(Chinese) .

XIN Ll/U Y^NIu quy vi noi tilng Viet (Vietnamese), quy vi se dugc cung cSp djch vu trg giiip vh
ngon ngu miln phi. Vui long goi s6 dien thoai miln phi d mat sau the hoi vien cua quy vi,

t^^O^(Korean)* A^g3^A|fe ojO-| xm AHH|^» ^

7\xm SIS go|t|-^A|o,

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang toll-free na numero ng telepono na nasa iyong identification card.

BHHMAHHE: decnjiarHBie ycjiyrn nepeno^aa aociynHbi AJia moAen, nen poanoH hsbik aBJiHcxca
pyecKOM (Russian). IIoaBOHHTe no SecnjiaxnoMy noMepy xejie^ona, yKasaHHOMy na Bamen
HaeHXH4)HKaitH0HH0H KapXC.

tjL-ajVl 4^La-ail CljLoaih (j\i '(Axabic) Ijil ;4_i^

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w
nan lang pa w. Tanpri rele nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez fran^ais (French), des services d'aide linguistique vous sont proposes
gratuitement. Veuillez appeler le numero de telephone gratuit figurant sur votre carte d'identification.

UWAGA: Jezeli mowisz po polsku (Polish), udost^pnilismy darmowe uslugi thimacza. Prosimy
zadzwonic pod bezplatny numer telefonu podany na karcie identyfikacyjnej.

ATEN^AO: Se voce fala portugues (Portuguese), contate o servi^o de assistencia de idiomas gratuito.
Ligue gratuitamente para o numero encontrado no seu cartao de identifica9ao.

ATTENZIONE: in caso la lingua parlata sia f italiano (Italian), sono disponibili servizi di assistenza
linguistica gratuiti. Per favore chiamate il numero di telefono verde indieato sulla vostra tessera
identificativa.

All Optum® trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugimg. Bitte rufen Sie die gebuhrenfreie Rufimmmer auf der Rxickseite
Hires Mitgliedsausweises an.

0^:^(Japanese)^Hg$tL§ii^. It^-T

ojLaJj U likl .Aajb Lui Jj J JJ^ djLaik (lIijjI (Farsi) S-iJ
Lau ̂^LuiLlk2

□ □□□□□□□;□□□ -SfTqaDDDD (Hindi) □□□□□ □□,□□□□□□□□□□□□□□□□□□□□,
□ □:□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□□-
□ □□□□□□□□□□TH □□□□□□□□

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
rau tus xov tooj hu deb dawb uas teev muaj nyob rau ntawm koj daim jmaj cim qhia tus kheej.

ctruiiuj-njun/i:
tij fij s un s US} tufn fim s i(Khmer)X£Jfi ̂  s usm fEn ysn ultpi h

t a [u ©1 s t si t fu H H?j rm ciin u nji J u ̂  H n 1
n  ̂ 6vn

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan
bayadna, ket sidadaan para kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

Dli BAA'AKONINIZIN: Dine (Navajo) bizaad bee yanilti'go, saad bee aka'anida'awo'fgn, t'aa jifk'eh,
bee na'ahoot'i'. T'aa sliQQdf ninaaltsoos nitl'izf bee neehozim'gu bine'd??' t'aa juk'ehgo beesh bee hane'i
bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah,
ayaad heli kartaa. Fadlan wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.

All Optum trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered
marks of their respective owners.
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mmammn

This guide is designed to assist consumers who
teve beeh denied obverse or relmbursernertt for
service tnc^r ttteir heetth insurance ̂^ari. This
overview provides information on the appeal process
througbVour Ir^urance. OTmpany, as well as:
inforrnatbri on filing for an irideperident review
through tf® State of Cohr^cficut External Review

Rrogram.

WhywasinymciuBstdmmii?

When you ref^iVe: a denial rxitice, your insurance
company is required to disclc^e to you the reason
for the denial. These reasons might Include:

•  Services are deemed not "medically

rtec^sary*

•  Servlcesare no brger needed inthat health
care setting or level of care

•  The effectiveness of ffie health care services

has rpt beenpfpyen

•  Services are ccmsidered

;e>perlrfffiiital/lnve^lgational for treatment of
this condition

It is important to understand the reason why your
requestfor services has been denied by yqur
insurance corrpany. This will enat^e you to work

with your doctor to ob^in medical documentation to
support your need tor these services.

Whatammy Mghis as a consumer if lam

If you receive a denial based on the reasons above,
you have tie right to appeal this decision to your
insurance comr^y for another review{s).:

If you are unsuccessful, you have the additional right
to have this deofsioh reviewed tsy ah Iridepefiderit
Review Organization which Is not connected to your
insurance ;compahy applying for the State of
Connectjcut Extern^ Review Program.

HOW miappoatthis timialwm my
imumms company (Internal Appeal)?

When your insurance company ̂nds you
notifioation that they f^ve denied your pre-
authorization or claims request, , they must also
inform you of your right to appal this decision:

if you disagree with the decision of the jr«urance

company, ;,you have ISO days to file a grievance
(appeal) of this declslon. Each denial letter from an
insurance cpmpany will give you very specific
information on how to file an appeal and where this
■requestshould.be Sent,

If you choose to file an app^l, it is important that
you fioiow the appeals hstrixtlons fxlrted in the
denial letter and act within the designated
timeframes. If you don't file your appeal within ffiese
tlmeframes, you lose your rights to further review of
the decision.

What mforma^on is mymsmame
company require to provitfe upon
mqmst?

To assist you Inyour appeal, you are entitled to
request from your insurarxje comj::eny "free of
charge" reasonable access to,, and copies of all
documents, records and other Information relevant
to your Truest for services. Information on how to
request this information is printed in your denial
letter.

my insumnc^ company whm Mng an
appeal?

it Is important that you send supportir^
documentation to your insurance company with your
-appeai." Ydd Sfxiuld be aware that'you have the
right to ask your ireating phi^fcian to provide.
Information that would be helpful to your appeal.
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Important Informa^on to sMbmit with your appeal
might include:

•  A letter of support from your treatlr^ physician
Indicatir^ the medical reasons that the
requited service should be apixoyed

•  Treatmerit notes from your treating pdiysjGlan
that provide Infoifr^tiori on the medical care
prc^ld^toyou

•  The results of any relevant tests or procedures

related to the requested service
•  Your own personal narrative or the narrative of

an aumortzed representative describing the

need for the requested service
•  For experimental or Investigatlor^l treatments,

any current tr^icai literature or studies
ctecumentir^ the medical efficacy of the
requested services

m

pmparmg myappaal?

You have the right to assistance in filing your appeal
from the following State a^ncies;

Connecticut insurance Dei^rtment
RO, Box 816

Hartford GT 06142

Cfohsumer Affairs Unit - SQO-203-3447

www,ct.aov/cid

cid.ca@ol.gov

Office of the Healthcare Advocate

RO. B0C1543

Hartford CT 06144

866-466-4446

:www.et.gov/oha

Healthcare.advocate@ct.gov

What should I do if my appeal for
sotvteos is of an nrgmt mhire'>

All insurance companies are required to have a.
procress In place for expedited hrandling of urgent
care appeal requ^ts.

Urgent c^re appeal requests are conducted when
you or your provider believes tfat:

«  Sfondard tlrneframes for p^ocesslrg of a
standard appeal would seriously jeopardize
your life or health or your ability to regain
maximum function; or

experience severe pain that cannot be
adequately managed without tiese services;

or

•  Your request Is for a behayioral health service
described below tn Table 1.

Table 1

Urger^t Care Review of Spcified

to a " ^
substance use dtsorder or co-ocx^urring

fnentel disorder, your r^uest vdll

automatical^ be hartofeJ as m urgent care

appe^. For services related to a mental

dlsofdsf. your request will be oonskJered

u^m for ihe following services:
1^ inpathin Semces

m PdrimHosmiirnthn

m HeaidantiafTr&etmnt

m fntensm pi^pMml necessary

to avicMd

R/ease Note: iJrgent cam appeals are fK>taymlai>i0
when sentiaes have alr^dy been rendered.

company?

Your Insurance company is reqiJred to select a
clinical reviewer who is a physician or health care

professional In the same or similar specialty

or^eatment. For appeals of certain t^havlora!
. health services as shown in Table 1, insurance

compahles are required to have a reviewer with a
specified board certifi<^tiari in a relevant spsoialty to
the reqt^ted services.
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ymm Wmy appea/ to th^lmummo
comfmny fOrorecQmi^emtion ofthot
JnMaf cfe/j/a/ is artsuccassfuf?

Check the appeal determination letter from your
insurance company to see !f there are any additional
appeals rernaining with the insurance company.
Sorne insurants companies haye one level of
internal appeaj. While others have a second level
ihternal appeal, whiohlsoiten voluntary.

Once you have exhausted your insurance
corrtpany's internal aj^eal process, you may file a
request for Bdemal Review, individuals who

requestan urgent care appeal dp not need to

complete their insurance comj;»ny's IntermI app^l
process prior to requestir^ an external revi^.

if my roquest is stiil dmied and i have
exhausted alt my appeals with the
imdmnce company, what are my rights

Bxtemat Review?

Once you have exhausted all the mandatory internal
appeals with your insurance company, you may file
for an ©(ternal review. For urgent care requests,
you iTtay subnit for External Review immediately
after any insutenoe oompsny dertiai.

The External Review process is a protection for
consumers who di^gree With the determirstion of

theirJr^urance.oompany. The Ojnner^icut
insurance Depamnent rxinfracls with independent
review organizations to conduct an independertt and
impartial review of the recfuest for services to
cteteimine if the cxinect, claims determination was
tTBde by the insurance company.

The dedslon of the Independent review organl^tion
is binding on all partis This m^ns teat if the
independent revrew mganizatbn finds in favor of the
applicant, then the insurance company is required to
approve the services mi were previously denied.

Review?

To be eligible for Connecticut's External Review you
must imet the followirg criterta:

1. You must have exhausted the Intemat
appeal requirements of your pfan*.

Your letter from the comjismy will state that this Is
the "flnai determination".

* Urgent care requests are exempt from this
requirem&it

2. The denial reason must qtiaM^ you for an
exteriliai review.

If the denial reason listed in your final
determination letter Is "not medioally necessary",
experimentei/investigatbnal, eiigibillW era
remission of your policy, then your denial qualifies
for consideration under tee external review program.

3. The services you request must be
covered under your plan.

Requeste for External Review must be for services
that are proyidai under your insurance plan.

Please note: if the services are denied because they
are not a c<wored benefit under your plan, or your
benefits for these services have reached their limit,
thenthe grievarace process is cpnpluded after your
final internal appeal and no further appeal or
Bdernal Revlew is allowed under tee plaa

4. You must^ie your complete request
widJin 120 days of the final determi nation
letter.

It is important to file within the tlmeframes so teat
you retain your right to further review of this denial.

5. Your coverage must be provided by a
fuiiy insured plan issued In the State of
Connecticut or you must be covered
thfou§:h theState of Gonnecdcut employes
plan.

Self-insured plans are rxjt included in the
Cdnrtectjcut External Review Program. Yotr
employer can tellyou If your plan is "self-insurecf
and direct ybu to any grievance and external review
options available under that plan.
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extemaf revim'^

The Bcternat Review Program provictesibr
Review

fequeste.

E)^eclltecf external review requests are conducted
when your pmvider certifies that:

•  Starkiard timeframes for: processing of a
stancfejrd ̂ ernai Review would seriously
Jeopardtee your ilfe or health or your ahiltty to
regain maxirniim function; or

•  Yourtreating ph^iolan feels that you would
:eKpehenee sev^e pain that oamot be.

adequately managed without tfiese seivices;
or

•  ir you are seekir^ services related to a
subStahpe use disorder or a cO-occurrIng
mental disorder, your request wiltautoiTtatically
be handled as ah expedited EXtemaJ Review,
For services related to a mental disofder. your
request will be expedited hr ̂he follov/ing
services: Ihpatient Service, Partial
HosF^talizationi Residential Treatn^nt or
Intensive Outpatient Service net^ssary to
.avpid an Ihpatient setting. See Table 1.

Pies^ Nc^&: Expedited Bxterhai Revimis are not
available when services have alre^y been
mnnered.

What do i need to submit to request an
EMerhMmview?

The External Review application has an "Bdernal
Review Checklist" :td ensure that you ̂ bmit all
information that is necessary for acceptance of your
request The mqured Items to initiate an External
Review are:

•  E)dernal Review Af:k>l!6atlon
•  Copyofyourrnedlcal lnsurance IDcard*
•  Copy of the Final C^iaJ IMer from your

insurance company. For expedited reviews,

attach the last dehiaf letter received.*

•  S25 Filir^ Fee or a Request for Waiver of the:
Filing Fee based on Federal Poverty Level
Table 2 below.

* Y^ insi^nce company is required to provide you
w0i a free copy if you do not have fitese items.

For expedited reque^s, your nnedipa! povlder must
complete a Phy^clan Certification Form attestir^ to
the need for an expedited process. However,
certain behayioral health seivices as shown in

Table 1 afe sutohBtir^lly reviewed on an expedited
tesis and do not require a physician srgnatt^.

For external reviews involving a denral rtf services as
Ej^erimentel/lhvestigationai service, yourm^ical
provider must compete a Physij^an Certificatio
Form attestif^ to the recommended experirnenta!
treatment.

What Iff can't afh>rd the Filing Fee?

The filing fee will be waived by the Insurance
Department for any indigent individual or mose
individi^ts who are uhable.to.F^y. the $25 fee. An
indigent individual m^ns an Individual whose
adjusted gross income Is less than 200% of

the federal pover^ level as shown In Table 2 below.

In addition, the filing fee is waivedfor any covered
person who has alrearfy {raid themaxlmum fee of
$75 per calendar year.

Tafele2

Gwidelines for Waiyer of Filing Fee

Nun^tof m%gmnF^m}
/smiiymi.rr&ers Pov^ffyl^vd

$31,020

$47,100

$63,130

$71
• A£ki$4M^^
sddifm^fmSymmbsf
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Wh&t mformmion siioM i
My mvim?

Along with yoiff request for an External Review, you
feve !l« opportunity to subrhit additiorel medirsat
cfopurrentetlbn that has not been submitted

previously; Providing complete nredlcal
doouTTientation gives you the best t^portunlty to
haye a thorough and comprehensive review of your
request for services.

Please Nde: M pfmi<xfsly submiiisdmedicaf

informal siJ^mtn^ by you or treating
physhtan to the insurance oanpany, as waff as a//
dbo/menfs or mldrmatidn that yourJn^urance
(x^pany consider^ h making th&r d^ermination;
Wiil adomattaHy be sent to the Indeperideht Review
Organization fcrcdns/de/af/on in ffje extoirna/rev/ew.

You #iouid bs aware that you have the fight to: ask

your treating physician to provide new iriforrnation
tfat would be hetpftil to your external review. This
might ihclucfe:

•  A letter of Support frorfiyour treatir^ physician
indicatir^ the rnedical reasons that the
requested service should be app'oved

•  Treatment rubles from your treatir^ physiclari
that provide tnfoirnatibn on the medical care
provided to you to date

•  The results of any relevant tests or procedures
relsrted to the requested service

• Your own personal narrative or the narrative of
an auteorized representative describing the
need for the requited service

» For experirrient^ or Irwestigatiohaltfeatrhents,

any current nr^dicai iiterature or studies
docurrrenlihgthe medical effic^CYOfthe-

: requested slices

Who wM mviow my Bxtemaf Boview?

The Insurance Department contracts with
independent Review Organizations (IRQ) to perform
all E)ttemal Re\4ews. Your External Review will be

assigned to one of these contracted IROs.

IRps are independent organizations with no
affiliatlori wlth-.ybir insurance company. This
ensures that you receive an impartial review.

IROs are required to assign an ihdiyidua! olinical
reviewer to your External Review who hdds a
license, in the of similar specialty .as^plcatly
rnanages the medical; condition under review. For
appeals of certain behavioral health services as
slfown in Table 1, IROs are required to have a
reviewer with a sp^lfi^ Ixjard certtficatton In a

relevant sp^lalty to the r^uested services.

The clinical reviewer will review the following
informatfon:

•  Any documents or information that your health
carrier used in making their determination

•  Submitted medical records

♦ Consulting reporte submitted by appropriate
health .care professionals

«  Current practice guidelines and evictence
based standards for treatment of your
condition

♦ dlinfcal review criterta used by your health plan
*  Any other materta! submitted in support of your

appeal

The IRQ will conduct an imprtlai r^lew and make a
determination on whefoer the medical iservi.ces are
medically, necessary and should be approved, or if
the r^iaw involves an eiigibifity or rescission
determination by the health plan, whether the
insufance-oompany cteoision should be reversed.

The decision of the IRQ is independertt of the
insurance company and foe State of Connecticut
Insurance Department, and foe declsicm is bindlr^,

Mow soon can / expect a decishn on my
Review?

When your Brternal Review request Is assigned to
the independent:Review Organization (iRO). your
health plan will autorrmticaily ttansfer your appals
file to the IRO for inclusion In their review. The IRO's

clinrcai reviewer will then condiK^ an independent
review:
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eased on the type of ̂ emal Reyi^ the
IRO willnotify you of their decision wfthin the
timeframes as shewn in Table 3 below.

Tabte3

Timeframes for

External Review Decisions

S^ndara Bitemal Review 4S Days
E>|)^eiiteiaiwestig8tional Reviews 20 Days

Expmm External Re\^ms

SpedHed Behavioral Health Rev^ws 24 Hours
a E>p^Mnv^%atrpnal 5 Da^

SAIiah^ 72 Hour

fio^ wiff / beno^mdloftite mo's
tfecfs/on?

The IRO will mate one of the following decisions:

•  Ubhddthecbniai of sdrvioes

the! of se,rvices (overturn the
denial)

•  Revise the denial of services (partially werturn
thedenlal)

You will be notified directly by the IRO of their
excision and a copy of their decision wiil also be
shared with the Insurance Department, the
insurarrce company and your treatlr^ physician, if
yout detaminatEDn results in a "reverse® or "revise"

decision, your insurance company will be

responsible for reprocessing your claim In
accondance with the terms and conditions of your
plan. In addition, your application fee will be

refunded to you when the determination is:"revers©"
■■or®revise1:

AU decisipns of the IRO are final suid the decision is
blndir^ on all parties. There is m {ixoVlsion under
Eidernal Review for further appeal of diis decision.

How o mn m BMomat Rmms
succetsnil in mertuming m imumncB
carnpmfs MtBrnma^on?

The Exteniai ReyiewPrograrn has.be^ successful
in helpng consumers receive an independent and
impartial review of their health ir^urance denlals., It
Is Importent to note that over the past 3 years,
between ̂ % arid 40% of all denials are overturned
throi^h the pit^ram.

reqmsi?

Ptease mail your External Review to:

Connecticut Insurance Deoartm^t

Atth;^ B<temal Revievv
P.O. Box 816
Hartford CT 06l42-;08i6

For Qverniaht delivefv onlv:
ODnriectiGiit Insurance Department
Attn: ^emaj Review
163 Market Street. 7'" Floor
Hartford CT 06103

What ill hav^ ntrthBrquestiom on tbe

For informaton on the External Review program:

Connecticut Insuiance Departm^t
Consumer Affairs Unit-1-860-^7-3910
www.ct.ddv/cid
cid.^@otgov

For free assistance with preparing vour ^oeal:

Office of the Heafthcare Advocate

1-866-^6-4448
WWW.Gt:CKW/oha

Healthcare, advocate@ot.gov
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STATE OF CONNECTICUT - INSURANCE DEPARTMENT

REQUEST FOR EXTERNAL REVIEW

Return Request to;
CONNECTICUT INSURANCE DEPT
Attn: External Review
P.O. 816 • Hartforxl. CT 06142^816

T^ephoiie: 1-860-297-3910 Email;

APPLICANT (Person requesting the exferna! revfew) rAppiicant must &e is v^is or oidan

Applicant Name:..

Applicarit Address:

For Overaiaht Mail Onlvr
CONNECTICUT INSURANCE DEFT
Attn: Vernal Review
153 Markt Street ♦ Hartford, CT (^103

Applicant Daytime Rione: E-imil:

Cliegk-Qn^: QEnroHee/Patient npareritof Minor Chiki under IS ^Authorized Reprssenlative (See

ENROLLSEfPATISNT fP&rsdn for whom r&auested service w&re denied)

Enroliee Name:

Enroilee Address:

Enroliee Phone:

INSURANCE INFORMATION

Insurants Company/Health Plan Narre:

Subscriber Narr©;

Sub^riber Insurance ID: Dependent Insurance ID:

Coverage Is: □ individual Plan
CU Group Plan - Employer Name:

PROVIDER INFORMATION

Treating Medical Provider;

Address:

Contect Person:

Email: Telephone: Extension;

PLEASE EXPLAIN THE REASON FOR THE APPEAL

ctenled. Attach additioral pag^ ifindicate clearly the type of service(s) and ttie specific date(s) of service
necessary,

Reused 10/1/13 Page 1 of 4
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STATE OF CONOTCTICUT - INSURANGl DEPARTMENT

REQUEST FOR EXTERNAL REVIEV;

APPOINTMENT OF AUTOOWZED REPRESENTATOS: (Comj^ie if applicant is c^h&r than patient tx parent of a
minor chiki.}

! ac^Qlnt to act as my authorizecl represerrtative for ths purposes of
section 38a-591 g of the Connecticut General statutes, dealing with e>ctemal review of final adverse deterriiinatlons for
medical nece^ity.

I aUHorize ■ tp make any request; to presenter to eibit .evidence; to obtain
review inforrhstion; and to receive any notice in conn^ion with my review, wholly in my stead, i understand that
personal medical inrFormation related to n^ review may be disclosed to the iepnesentatiVe indicated.

$ignatMreofPatlerit(pareritifpatieiitisund6r18y^rsoid) Relationship C^e
Or Legal R^r^errtative* (Guardian, COrjseNator or Other - Flease specify) (if other tfan fBfierrt)

* Legal Representatives must attadi legal authorization to represent

rWs wilff is^pAis one (1) from fte cfate fr was sigi^d. upon revocathn or upon a Mnaf dMem^natim beh^ rendered i^ion ffie action,
whi<^ei/&6dcm sower. Upon0>(pkafioi% aimtdesignaSonmdbewittentriOfdertobe'i&lfd. YoumayeaiX^ilhisdesidfiaiionkiwrH^ateny
time. . . . . . . . .

CONSENT FOR EXTERNAL REVIEW and RELEASE of MEDICAL R^QRDS

L  hereby authorize the release of medical records necessary for the exterraf
revl^. I understand that these recorcfe may be obtainedfrom the Insurance Gompany/Heaith plan, the Utilization
Review Cornpany, and/or ary .relevant medical provldef(s) and v^ll be utized Wlely forthe purpose of conduding this
external review and may be viewed by an auditor of the insurance l^partment for quality review and examination of
record puiposes.

I understar^ that by proyiding my e-irtai! address I consentto receiving communications oh an electronic basis in
relation to fiis request frorn the Connecticx^ Insurance Department and the designated review entity. Any
communications containlr^ psreonally Identifiade information, inclixiing medical InforrrBtion, are protects! by state
and federal privacy laws.

I understaixl that the decision of the Independent review or^nizatlon is binding and that neither the Commissioner nor
the Independent revi^ organization rmy authorize services in excess of those covered by my health t^nefit dan-

Signature of Patient (parent if patient is under 18 ̂ rs old) Relationship Date
Or Legal R^r^eittativ^ (Guardiar>, Con^rvator or Other - Piea&e spedfy) (If other than patient)

* Legal Representatives must attach legal aLfttrarization to represent

Page 2 of 4
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STATE OF CONNECTICUT -INSmANCE DEPARTMENT

REQUEST FOR EXTERNAL REVIEW

EXTERNAL REVIEW CHECKLIST

Your request will not bfe if do hot mceive all required

RSQUIREQ ITEMS

(M ) Check all /terns endosed

□
□

EvMmatRevim Applfcs^oti - Completecl, signe<i and d^ed.

ID Card - Copy of the patient's insurance identification card

Final b^iai Letter - WHtten notice from your heaitb plan telling you that you have exhai^ted ttie
internal appeals/gnevance process. For expedited External Reviews please attach the lest denial
letter received.

ORFiling Fee
Check Of money order for $25
payable to "Treasurer, State d Connecticut

Request for Waiver of Rling Fee
BycNecldng thB box, l att^ that the awered
person is Indigent or unable to p^y the filing
fee, or the covered person has already paid
the maximum fee of $75 per calendar year

EXPEPiTED REQUEST; Yes
fV ) Check appropriate box

No Not available if services have already been delivered.

Behaviorsd Health Denial
(AutomaticaHy eXp^ited - No Ffiysiciah Certificdhn Needed)
The dental of seFvlces is related to (A) a substance use disorder; or (B) co-occurrirg mental disorden
or (C) a mental disorder fequirlng 1) Ihpatient Service, 2) Parfial Hdspitalization. 3) Residential
Treatment, or 4) Intensive Outpatient Services necessary to keep a rxjvered iferson from requiring an
inpatient setting.

Physician C^iftcation Form Suppl^nent A
Required for Expedited Requests - Completed and signed by your fXiysiclan

EXPERiH/EHTAL^NVESTiGAHONAt DENIAL: | [Yes | [No
Services hme been ctenfed as e?ip&fmer!tai and/or mves^gatlonaTBy voictenfed as esiip&fmentai arid/or mves^gatfonalby your insurance company

Physician Oertiffcatioit Form - Suppl^iietit B
Required for Experimehtal/iiwestlgatjdnai Denials -- Complete and signed fcy your physician

OPTIONAL:

New Medical infoimation Biclosed
Medcai docmenMion nd previousiy submitted including, &ddtional supporting documentation from
your fr^ting physician.

Please note: All previously submitt^ medical information will automatically be forwarded to the
Indepenctent r^iew organization by the health plan for consideration in this external review.

Ne«d assistance? Piease call our Consumer Affairs Unit at 1-860^T-$$f0.
F^ge3of4
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STATE OF CONNECTICUT - INSURANCE DEPARTMENT

REQUEST FOR EXTERNAL REV\EVJ

IMPORTANT INPORMATiON

•  Filing D^dline
You have 120 days to file your external review after receipt of thefiral denial letter indicatlrg that the Irternsl
appeals t©ve been exhausted.

«  Expedited external review for urgent care or iife-threatenlng situations
. Ejqsedlted external review requests should be filed immedjately following recei|S ofany adverse ctetermlnation,
YOiir doctor must sign tfie Physician Certlficatioh Form to aiAhorize this feque^ unless your requ^t is for a
behavioral health service that is autbrratlcally considered urgent.

•  Additional new medical informadoii

It Is impoi^nt when fllirg an External Review to submit complete documen^tlon to support your request for
approval of the denied services cx treatment You may ask your treating physician to provide Infonmation ta
support your External Review.

Important suEaaortino documentation mav include:

> Letters of support from treating proviclers
> Detailed provider treatrmnt notes
> Enrollee/f^rent narratives describing the health issue, when it arose and accompanying symptoms

Please note: All previously sutxnitted medical Information will automatloally be forwarded to the independent
review or^nizatlon by the health plan for consideration in this e>^ernal review:

«  External Review Consumer Cuide
The Connecticut Insurance Department has published an importont guide to assist you in understarxJIng the
External Review process. If you have not yet received your Gonsurrier Guide frofin your h^lth plan, you may
download s copy of A Consumer's Guide toiAppealing Health Insurance Denials" from the "Fomr^ and
Applicatiorf section of our website at www.ct.aov/Gld.

MAiLINO INSTRUCTIONS

Please mail vour application for External Review to;

Connecticut Insuraixe Department
Atfei: External Review

P.O. Boxaie
HaitfordCT 06142-0816

For overnight d^lvetv onlv;

Connecticut Insurance Department
Atin: Extenral Review

153 Ma rket Street, 7 Fl cxjf
Hartford CT 06103

Ne^ assistance? Please call our Consumer Affairs Unit at 1-8$0»297-SS1(^
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STATE OF CONNECTICUT - INSURANCE DEPARTMENT

REQUEST FOR EXTERNAL REVIEW

SUPPLEMENT A - Expedited Requests

PHYSICIAN CERTIFICATION FORM

NAME OF ENROaBE«>A-n»IT;

Notice to file Treating Health Care Provider

The enrollee/patient listed above has requested ah external review because his/her health carrier has deried a health
care service or course of treatment on the ̂ sis .that the service ctoes not meet the health carrier's requirements for
medical necessity, appropriateness, health care setting, level of care. Or effectiveness of the health care service.

in order for the covered person to obtain an expedited external review, the patient's treating health care provider must
certify that the startdard external review process of 45 days would seriously jeopardize the life or health of the covered
person or wrauld Jeopanilze the covered peraon's ability to regain maximum function.

Please Note: > Expedited reviews are only available if services have not yet been rendered.

> E)dernal Reviews for a denial of services related to (A) a substance use disorder; or
(B) co-occufrlng mental dsorder; or (C) a mental disorder requiring 1) Inpatient Services.
2) i='artial Hospitalization, 3) Residential Treatment, or 4) Intensive Outpatient Services
necessary to keep a covered person from requiring an inpatient .settirg will automatically be
expedited and do riot require this Form.

I certify that I am the treating physician; that adherence to the time frame for cdnductir^a ̂ andard external revlev/ for
the above named i^tfent Would, in my professlohal jui^ment, seriotsly jeopardize the life or health of the patient or
would jebpafdlze the patient's at^liW to r^ain maximum function; and for this reason, the patient's appeal of the denial
by the health cafrlef of me requested health care service or course of treatment should be prooe^ed on an expedited
basis.

Physician Signature State Medical License # Date

Name of Tilting Physician:

Physician Address:

Siippkment-A
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STATE OF CONNECTICUT - INSURANCE DEPARTMENT

REQUEST FOR EXl ERNAL REVIEW

gyppLgy g _ Bcperimental/lrtvestigational Denials

PHYSICIAN CERTIFiCATiON FORM

KAMEOF ENROtLEE/PATI^T:

Notl<% to the Treating Health Care Provider

The enrcllee/patient listed abwe has requested an external review because his/her health carrier has denied a health
care service or course of treatment tased on their c^rmination tfiat this drug, procedure or therapy is experimentai
and/or investigational.

In order for the coyemd person to obtain ah eJdemai review of an experimental/lrrvestlgational denial, the treating
F^iysician must certify that the covered person's medical condftion meets certain nequirerr^nts,

I certify that ,! am the treating physician for the patient named above in this external review and that I have requested
the authorization for a drug, device, procedure or frierapy which has been denied for coverage due to the insurance
comp»ny's'determination that fte proposed therapy is experimental and/or Inve^lgatbnal. I underhand that in order
for toe t»verBd person to obtain the rightfo an external review of this denla}, as treating physician t must certify toat
the covered person's maiicaj condition meets certain requlrermnts as shown teiow.

in my medical opinion as the insured's treating physician, 1 herein certify that one or more of the followirg situations
is applicable:

•  Starxtard heaRh care services or treatmente have not been effective in improving the mKiical KDndition
of the covered person.

•  Standard health care services: or treatments are not medically appropriate for toe covered person.
•  There is no available stancbrd heaifth care service or treatment covered by the health carrier that is

more ter^tiofal than the recomitisncied or requested health care service ortreatrmnt.

It is rr^ medical opinion based on scierTtlfically valid studies using accepted protocols ttrat the health care service or
treatrmntrequested bythe awered person,:;and which has been ctenied, is likely to be more beneficial to the covered
person than any available standard health care services or treatmente.

physician Signattire sta^ Medical License # Date

Narr^ of Treahng Physician: ,

Physician Address: ^ '

Supjplemeiit» B
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