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APPENDIX

The following Reconsideration Case Forms and Instructions are contained in the separate
Appendix to this Reconsideration Process Manual:

Instructions for Reconsideration Background Data Form (RBDF) and Case Narrative
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Instructions for Dismissal Case File Data Form (DCFDF)
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1. INTRODUCTION

The Balanced Budget Act of 1997, as amended by Title Il of the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003 (MMA), requires the federal government to contract
with an Independent Review Entity (IRE) to review and resolve coverage disputes between Medicare
Advantage Organizations, Cost Plans and HCPPs (collectively referred to as Medicare Health Plans),
and Medicare managed care enrollees. The Centersfor Medicare & Medicaid Services (CMS) has
contracted with MAXIMUS Federa to serve as this independent entity.

Thismanua contains the procedures for the coordination of Medicare Health Plans with
MAXIMUS Federal in the processing of IRE level reconsiderations, and related post- reconsideration
activities.

The IRE leve reconsderation is one step in alarger multi-level Medicare Managed Care
appeal process. For example, Medicare Health Plans are required to adhere to CM S policiesfor initia
organi zation determinations and M edicare Health Plan level reconsiderations—steps that occur well
prior to the submission of a casefileto MAXIMUS Federal. The focus of this manual ison the
processes by which Medicare Hedth Plans and MAXIMUS Federd interrelate for the IRE level
reconsideration. Thismanua is not intended to serve as areview of CM S policy governing Medicare
Health Plan obligations for the appeal process overal. This manual presumesthat the reader has a
command of relevant Medicare policies such as.

o 42CFR 8422
e Medicare Managed Care Manua
e Program Memoranda and Transmittals

Certain policies, procedures, and operational documents discussed in this manual are
mandatory, and complete compliance by the Medicare Health Plan is expected. For such
requirements, the term "must” or "mandatory” is used. In other areas we have attempted to provide
the Medicare Health Plan with flexibility, but may have offered suggestions for work methods that
we believe will enhance the working relationship between Medicare Health Plans and MAXIMUS
Federd. In these areas, the term "recommended” or "suggested" or "optiona" is used.

Our hope is that the Medicare Health Plan user finds this manual clear and helpful. If you
have suggestions or comments, please submit to:

Katy Hanson, Project Director
Medicare Managed Care Reconsideration Project MAXIMUS Federal
3750 Monroe Avenue Ste. 702
Pittsford, New Y ork 14534-1302
Phone: 585-348-3300
Fax: 585-425-5292
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2. DEFINITIONS

The following definitions are provided solely for use in this Manua. These definitions do not
address al the significant terms used in 42 CFR 8422, and in some instances paraphrase or
summarize regulatory text. In the event of any discrepancy or inconsistency, the language of 42 CFR
8422 supersedes these definitions.

21 ADJUDICATOR

An appedl professiona employed by MAXIMUS Federa to manage individua
reconsideration case files. MAXIMUS Federd Adjudicators make coverage determinations.
Adjudicators do not make medical necessity determinations. Medical necessity determinations are
made by fully credentialed board- certified physicians under contract with MAXIMUS Federal.
22  APPEAL

A procedure to review aMedicare Health Plan's adverse organization determination that is
contested by the enrollee or another authorized party. The term appeal applies to such procedures a
any level of the multi-step Medicare Managed Care appeal process (for example, Medicare Hedth
Plan reconsideration, IRE level reconsideration, ALJ hearing, and so on).
23  APPEAL PROCESS

The entire multi-level Medicare managed care complaint process for addressing enrollee
challenges to a Medicare managed care adverse organization determination. The IRE reconsideration
processisone levd in the broader M edicare managed care appea process.
24  AUTHORIZED REPRESENTATIVE

An individual appointed by an enrollee to represent him/her in filing an appeal. See Section
4.2.1 for additional information. Also known as Appointed Representative.
25 DENOVO REVIEW

A review of anindividua dispute by anew and impartia reviewer. The new and impartia

reviewer does not give preference to any previous determinations made on the individua dispute.

26 ENROLLEE

Rev. January 2020



A Medicare beneficiary who has enrolled in aMedicare Health Plan. An enrollee may also be
known as a member.
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277 EVIDENCE OF COVERAGE

This term describes the Medicare Health Plan document that sets forth the terms of coverage
for the Medicare Health Plan enrollees. This document is sometimes called a Subscriber Contract or
Subscriber Agreement.

28 EXPEDITED RECONSIDERATION

A de novo review of an adverse organization determination that must be processed quickly to
avoid endangering the life or health of the enrollee or the enrolle€'s ability to regain or maintain
maximum function. Generally, expedited recons derations must be completed as soon asis medically
indicated, but not longer than 72 hours, with a possible extension of up to 14 calendar daysif the
delay isin the enrolleg's interest (See 42 CFR §422.590). Examples of cases that should be expedited
include pre-service skilled nursing facility cases, pre-service acute inpatient care cases and casesin
which a physician indicates that applying the standard timeframe for making a determination could
serioudy affect thelife or health of the enrollee or the enrolleg's ability to regain maximum function.

The Medicare Health Plan has an obligation to determineif an appea should be expedited,
including responding to an enrollee or provider request for expedited determination. However,
MAXIMUS Federal has the authority to expedite processing of an IRE reconsideration that was not
expedited by the Medicare Health Plan.

29 INDEPENDENT REVIEW ENTITY (IRE)

The entity under contract with CM S to perform reconsideration of denials upheld at the
Medicare Health Plan level reconsideration. MAXIMUS Federd isthe Independent Review Entity.
210 LOCAL COVERAGE DECISION (LCD)

A document, identified as an LCD, published by a Medicare fee for service contractor with
jurisdiction over fee for service claimsin adefined area that specifies coverage or clinica criteriafor
feefor service clam reimbursement.

211 MEDICARE ADVANTAGE ORGANIZATION

An entity that is under contract with CMSto provide Medicare benefitsto Medicare
beneficiaries. Medicare Advantage Organizations offer Medicare Advantage Plans such as HMOs,
PSOs, PPOs, SNPs MSAs and private FFS plans and certain other programs and demonstration

projects. The determination of whether an entity is subject to the Medicare Advantage apped's
requirementsis made by CMS, not MAXIMUS Federd.
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212 MEDICARE APPEAL SYSTEM (MAS)

Data system used by MAXIMUS Federal for collecting specific data elements from
reconsideration cases and for creating specific reportsfor CMS.

213 MEDICARE HEALTH PLAN

Term used in this Manua and in MAXIMUS Federa correspondence to refer to aMedicare
Advantage Plan, Cost Plan, and/or HCPP.

214 ORGANIZATION DETERMINATION

A decision of the Medicare Hedth Plan, or a person acting on its behaf, to approve or deny a
payment for a health care service or arequest for provision of health care service made by, or on
behalf of, aMedicare Health Plan enrollee. An organization determination concerns benefits an
enrolleeis entitled to receive under the Medicare Heath Plan, including basic benefits, mandatory
and optional supplemental benefits, and cost-sharing (deductible, coinsurance, and/or copayment).
An organization determination is the Medicare Health Plan's initial coverage determination. Medicare
Health Plans must have procedures for making standard determinations and expedited
determinations. Expedited determinations apply to cases in which applying standard determination
procedures could serioudly jeopardize the enrollee'slife, health or ability to regain maximum function
(See 42 CFR 88422.566-422.572).

215 RECONSIDERATION

A review of an adverse organization determination. Thisterm gpplies both to the Medicare
Health Plan and IRE level appeal proceeding.
216 RECONSIDERATION DETERMINATION NOTICE

Letter used to communicate MAXIMUS Federal final decision in arecons deration.

217 REOPENING

A review of acompleted IRE recons deration determination undertaken at the sole discretion
of the IRE for the purpose of addressing new information received or apotential error in the
determination (See42 CFR §422.616).

Rev. January 2020
10



218 REQUEST FOR INFORMATION (RI)

A MAXIMUS Federa document submitted to the Medicare Health Plan requesting
information from the Medicare Health Plan to correct a case file deficiency.

219 STANDARD CLAIM RECONSIDERATION

Reconsiderations related solely to adenia of claim payment or reimbursement. Claim
reconsi derations must be completed within 60 days of request receipt. Claim reconsiderations may
not be expedited. May aso be referred to as a retrospective appeal.

220 STANDARD SERVICE RECONSIDERATION

Reconsiderations of denias of authorization for items or services, including continuing
services, which do not meet the criteriafor an expedited reconsideration. Standard service
reconsiderations must be completed within 30 calendar days of the request receipt, subject to a
possible 14-calendar day extension if in the enrolleg'sinterest. May also be referred to asapre-
service apped.

221 STANDARD SERVICE PART B DRUG RECONSIDERATION (Effective 1/1/2020)

Reconsideration of denias of authorization for Medicare Part B coverable drugs, including
continuation of usage of aPart B drug, which do not meet criteriafor an expedited reconsideration.
Standard Service Part B Drug Reconsiderations must be completed within 7 calendar days of the
request receipt. These requests are not subject to any extensions and may also be referred to as pre-
service Part B drug appeals.

Rev. January 2020
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3. WORKING WITH MAXIMUS FEDERAL

This Chapter explains the basi ¢ processes for communicating with MAXIMUS Federdl,

under the following headings:

3.1  Sourcesof Information about MAXIMUS Federa IRE Reconsideration

3.2  Set-up of New Managed Care Organizations with MAXIMUS Federal

3.3 Identifying and Changing Medicare Health Plan Points of Contact with MAXIMUS
Federa

34  Seeking Information about Active Cases

35  Suggestionsand Complaints

3.6 Holidays

Please notethat MAXIMUS Federal isnot authorized by CM Sto quide or instruct

Medicare Health Planson interpretation of CM S coverage policies, or mattersrelated to

Medicare Health Plan compliance with CM S appeals process r equir ements. For example, we
are not able to offer Medicare Health Plans advice on how a hypothetical case would be decided if

presented to us. Policy inquiries of this type should be directed by the Medicare Hedlth Plan to its
designated CM S Regiona Office Account Manager.

31

SOURCES OF INFORMATION ABOUT MAXIMUS FEDERAL IRE
RECONSIDERATION

Medicare Managed Care and PACE Reconsideration Project Process Manuals

MAXIMUS Federal makes available process manuals for the Medicare Managed Care and

PACE Reconsideration Project as the primary print source for information about the IRE program.
MAXIMUS Federa makes available on its web site two manuals: one manual for Medicare
Advantage plans and one manua for PACE Organizations. Each Manual contains process
information specific to the Health Plan type. Medicare Health Plans are welcome to download the
applicable manual from the Project web site, www.medicareappeal.com.

Medicare Managed Care & PACE Reconsideration Project Web Ste

In addition to the process manuals, the Project web site, www.medicareappeal.com (See
Exhibit 3-1) contains the following information:

Linksto CMSweb sitesfor statute, regulation and manuals related to M edicare Managed
Care Reconsideration

Project newdetter, Recon Notes

Updated Project organization and contact information

Nationa, Regional and Medicare Health Plan level Reconsideration data

Case Status Information

Rev. January 2020
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Exhibit 3-1
Medicare Managed Care & PACE Reconsideration Project Web Site

[ Blckwhie =] WhitefBlack [=] YellowBlue [5] Standard ncrease [ Decrease [ Nommal ShauiEe Coract sl et

Medicare Managed Care Appeals

Home Medicare Enrollees Health Plans Laws & Regulations Researchers/Data Medicare Links Newsletters/Resources

1

MAXIMUS | Federal Services

Case gtatus information on the Project web site is purposefully limited to protect enrollee and
Medicare Health Plan confidentiality. The case can only be accessed by the "reconsideration case
number” that is assigned by the Medicare Appeal System upon receipt of a case file from the
Medicare Health Plan. A reconsideration case number has no logical relationship to Socia Security
Number, Medicare Number, or any other confidential information. The information that can be
obtained by reconsideration case number islimited to:

¢ |RE Request received date

o |RE Apped Priority (Expedited, Standard Service, Standard Service Part B Drug, Standard
Claim)

Plan Reported Recon Receipt Date (from the Reconsider ation Background Data Form)

IRE Corrected Recon Receipt Date (if different than the Plan Reported Recon Receipt Date)
Pan Extension

IRE Recon Decision (Unfavorable, Favorable, Partialy Favorable, Withdrawn, Dismissed, or
Pending)

IRE Reopen Decision (if applicable)

ALJDecision (if applicable)

e Last Decision Date

Rev. January 2020
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Project Newdletter (" Recon Notes")

When directed to do so by CMS, MAXIMUS Federa publishes anewdetter, "Recon Notes,"
which addresses commonly observed situations in the reconsideration process and updates
MAXIMUS Federal policies and procedures as needed. This newdletter is available to Medicare
Health Plans and the public through our web site: www.medicareappeal.com.

32  SET-UPOF NEW MANAGED CARE ORGANIZATIONSWITH MAXIMUS
FEDERAL

An entity that has established a new Medicare Advantage contract with CMSis encouraged to
contact MAXIMUS Federa prior to itsfirst enrollment effective date. Email or writeto MAXIMUS
Federa at medicareappeal@maximus.com. MAXIMUS Federa will arrange to provide the new
Medicare Health Plan atelephonic briefing on the IRE project.

33 IDENTIFYING AND CHANGING MEDICARE HEALTH PLAN POINT OF
CONTACT

331 MEDICAREHEALTH PLAN KEY ORGANIZATION CONTACT

As part of new Medicare Health Plan project set-up, MAXIMUS Federal requests that each
Medicare Health Plan designate and maintain one key organization contact. Medicare Health Plans
that operate under multiple CMS contract numbers must designate and maintain a Key Contact for
each CMS contract. The Medicare Health Plan may use the same, or different, personnd asthe Key
Contact for each contract. Thisindividua will be the official management contact with MAXIMUS
Federa. MAXIMUS Federal will send the Key Contact al important materials. We will also contact
thisindividua if we encounter a general issue working with the Medicare Health Plan, or an unusual
and significant case-specific problem. The Medicare Health Plan should use the Key Contact to initiate
contact with MAXIMUS Federd to resolve problems perceived by the Medicare Health Plan. To
identify or changethis individual, submit the Notice of Change in Key Organization Contact (located
in Appendix) to MAXIMUS Federd viaour project email box at medicareappeal@maximus.com.

332 MEDICAREHEALTH PLAN INDIVIDUAL RECONSIDERATION CASE
CONTACTS

The Medicare Health Plan must designate a contact person on a Reconsideration Background
Data Form submitted with each reconsideration case (See Appendix). The Medicare Health Plan may,
but is not required to, use its Key Contact as the designated case specific contact. The Medicare Health
Plan may vary the Case Contact from caseto case.

Rev. January 2020
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34  SEEKING INFORMATION ABOUT CASES

As discussed above, the Medicare Health Plan can obtain basic information concerning the
status of active and decided cases viathe Project web site, www.medicareappeal.com.

In addition, you may call us at 585-348-3300. MAXIMUS Federal maintains a staffed
switchboard Monday to Friday from 8 AM to 5:30 PM and Saturday from 9 AM to 2 PM, Eastern
Time. For calls made after normal business hours, you may choose to leave a message that will be
returned the next business day or you may contact us viaemail at medi careappeal @maximus.com.

For inquiries smply about the processing status of a specific casefile, or group of cases, please
visit our website www.medi careappeal .com.

MAXIMUS Federal employs a staff of Adjudicators who manage individual reconsideration
case files. Specific questions about a case under review may be directed to
medi careappeal @maximus.com. Information that is to be made part of the case file and used in the
final determination must be submitted in writing.

Medicare Health Plans are responsible for supporting their enrolleesin the reconsideration
process. Plans should not direct membersto MAXIMUS Federal for routine case status inquiries.

Medicare managed care enrollees may be referred to 1-800-M EDICARE for generd
information regarding the Medicare managed care appeal s process and to locate resources for
assistance in the appeal s process.

35 SUGGESTIONSAND COMPLAINTS

MAXIMUS Federa isan SO 9001:2008 certified Independent Review Entity. As such,
management requires aformal process for identification of opportunitiesfor corrective and preventive
action, or continuous improvement. Please freely provide any suggestions or complaints to any
MAXIMUS Federal staff member who is interacting with you, or to the Project Director. If you are not
completely satisfied, the MAXIMUS Federal QIC Program Manager would appreciate the opportunity
to address your concern.

Rev. January 2020
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3.6

HOLIDAYS

MAXIMUS Federd officeswill be closed in observance of the following Federal holidays:
New Year's Day

Martin Luther King, Jr. Day
Presidents' Day

Memoria Day
Independence Day

Labor Day

Columbus Day

Veterans Day
Thanksgiving Day
Christmas Day

MAXIMUS Federa will accept delivery of casefiles on those days through the QIC Appedls

Portd or securefile transfer with the following business day being used as the date of receipt. If you
intend to submit a case for receipt by MAXIMUS Federal on one of the above-listed days, you must
contact MAXIMUS Federa viatelephone (585-348-3300) at least 24 hoursin advance to arrange for
that casefile ddivery.

Rev. January 2020
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4. BACKGROUND - IMPORTANT CONSIDERATIONSPRIOR TO
DEVELOPING THE RECONS DERATION CASE FILE FOR SUBMISSION
TO MAXIMUSFEDERAL

The responsibilities of the Medicare Health Plan related to adverse organization determination
("denids") and the Medicare Health Plan level reconsideration are defined by CMSin 42 CFR 8422,
Subpart M, and Chapter 13 of the CMS Medicare Managed Care Manual. This MAXIMUS Federd
Medicare Health Plan Reconsideration Process Manual is based on the presumption that the Medicare
Health Plan understands and complies with these CM S palicies, and is not an instruction guide for
them.

The purpose of this Chapter isto highlight certain aspects of Medicare Health Plan’s
organi zation determination and reconsi deration processing that directly impact subsequent IRE
reconsideration. The topics addressed are:

41  Medicare Health Plan’ s Organization Determination Notice Requirements

4.2  Medicare Health Plan Vaidation of Party, Representative, and Eligible Appeal

4.3  Non-Medicare Plan Services

44  Recondderation Priority

45  Medicare Health Plan Responsbility to Conduct a Full Medicare Health Plan
Reconsideration

4.6 Medicare Health Plan Reconsideration with Incomplete Evidence

41 MEDICARE HEALTH PLAN'SORGANIZATION DETERMINATION NOTICE
REQUIREMENTS

The Medicare Hedlth Plan is required, in most instances, to provide awritten organization
determination ("denid") notice to the enrollee or the enrollee's representative (See Section 4.2). If a
denial is subsequently appealed to MAXIMUS Federa for reconsideration, a copy of the denial notice
and dates pertaining to Medicare Health Plan organization determination processing must be included
within the casefile.

MAXIMUS Federal closaly reviews the organization determination to define the denied
service or claim subject to IRE reconsideration. In addition, we compare the type, format, and content
of the notice to CM S requirements and report "notice deficiencies’ to CMS. Findly, MAXIMUS
Federal abstracts and reports to CM S the dates of the initial request for service (or payment) versus
organization determination, for purposes of monitoring Medicare Health Plan timeliness. The
organi zation determination date is the date on which a decision was communicated to the enrollee or
appellant, whether oraly or in the form of adecision letter.

CMS has devel oped standardized denia notices, which are described in the subsections
following.

Rev. January 2020
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411 NOTICE OF DENIAL OF MEDICAL COVERAGE (NDMC)

This OMB-approved notice appliesto prior authorization deniass, adverse organization
determinations including termination of medical services (excepting Inpatient discharge denids). The
Medicare Health Plan must issue an NDMC when it receives arequest for aservice and the Medicare
Health Plan denies the request, in whole or part. However, CMS policy recognizes that some "denias’
may occur in the context of provider discussions with enrollees about patient care options, and that in
such discussions it may be difficult to ascertain whether or not the enrollee believes adenid has
occurred at that instant. For example, if an enrolleeis discussing two treatment options with a
physician, the physician might recommend the second option. Whether such arecommendationisa
"denid" of thefirst option depends upon the enrollee's response (that is, acceptance or rejection of the
physician's recommendation). Further, the enrollee might not contest the physician's recommendation
during the visit, but could contest it at alater date.

Due to these unavoidable complications, CM S policy does not obligate Medicare Hedth Plan
providersto issue an NDMC, but does obligate providersto inform enrollees of their right to obtain an
NDMC from the Medicare Health Plan. The Medicare Health Plan must issue the NDMC if so
requested by the enrollee. If the Medicare Health Plan makes the denia (for example, in response to a
provider's request for prior authorization), the Medicare Health Plan must issue the NDMC.

In summary, in many instances the circumstances of an initia organization determination will
necessitate issuance of an NDMC by the Medicare Health Plan. If so, the NDMC must be included in
acase file submitted for IRE reconsideration. If avalid exception to the NDM C issuance requirement
exists, the Medicare Health Plan should document the exception in the IRE casefile.

CMS hasissued a standard form for the NDMC. Medicare Health Plans may not deviate from
the language of the CM S form. Please note that the OMB control number must be displayed on the
notice. A copy of the completed NDMC must be included in the Medicare Health Plan reconsideration
casefile.

412 NOTICE OF DENIAL OF PAYMENT (NDP)

A Medicare Hedth Plan completes and issues this notice when it denies arequest for payment
of aservicethat was already received by the enrollee. While CM S does have an OMB- approved
notice, CM S also permits Medicare Health Plans to use the Medicare Health Plan's existing electronic
formats that generate Explanation of Benefits forms, as long as the back or a separate attachment
contains the NDP information about apped rights.

A copy of the completed NDP must be included in the Medicare Health Plan reconsideration
casefile.

Rev. January 2020
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4.1.3 NOTICE OF MEDICARE NON-COVERAGE (NOMNC)

This OM B-approved notice should be issued when the Medicare Health Plan discontinues
coverage for Skilled Nursing Facility (SNF) stays, Home Health services, or CORF services. CMS has
specific requirements with regard to time and manner of delivery of this notice (See 42 CFR 8422.624
and CMS Medicare Managed Care Manual, Chapter 13).

Telephone delivery of the noticeis permitted only in limited circumstances, and there are
specific requirements with regard to the documentation of the telephone call (See CMS Medicare
Managed Care Manua, Chapter 13 for full details). A copy of the completed NOMNC must be
included in the Medicare Health Plan reconsideration casefile.

It isimportant to note that reduction of a service within the SNF, Home Health, or CORF
setting that does not result in termination of skilled coverage does not require the use of the NOMNC.
Medicare Health Plans should use the NDMC for this purpose. Also, please note that CM S does not
require use of the NOMNC in denials based on exhaustion of benefits. For terminations based on the
exhaustion of Medicare benefits, Medicare Health Plans should use the NDMC.

42 MEDICARE HEALTH PLAN VALIDATION OF PARTY, REPRESENTATIVE AND
ELIGIBLE APPEAL

Federa regulations provide that the following parties may request areconsideration of an
organization determination:

e Anenrollee(including hisor her representative)

e Anassignee of the enrollee (that is, a non-contract physician or other non-contract provider
who has furnished a service to the enrollee and formally agrees to waive any right to payment
from the enrollee for that service)

e Thelega representative of adeceased enrollee's estate

e Any other provider or entity (other than the Medicare Health Plan) determined to have an
appealable interest in the proceeding (See 42 CFR 88422.574 and 422.578)

It isastraightforward vaidation of the appealing party when the enrolleeinitiates the
reconsideration request. It is not as straightforward to validate the appealing party when the
Reconsderation request is made by a person other than the enrollee. Specia considerations with
respect to reconsideration requests made by persons other than the enrollee are discussed under the
following sub-headings:

421 Representative Documentation

4.2.2 Provider-as-Party Documentation

4.2.3 Provider as Person "Supporting" the Enrollee Apped

4.24 Representative of a Deceased Enrolleg’ s Estate

4.25 Processng Reconsiderations with an Invalid Appeal Requestor
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Medicare Health Plans should carefully note that until an authorized representative or
provider-as-party isformally validated and documented, the appea process, including the Medicare
Health Plan reconsideration, should not begin. In other words, if the Medicare Health Plan receives an
appeal request from a representative who is not validated (See Section 4.2.1), the Medicare Health Plan
should not initiate the Medicare Health Plan reconsideration process. The procedures in Section 4.2.5
instruct the Medicare Health Plan on proper technique for addressing Medicare Health Plan
reconsi deration requests submitted by non-validated representatives or providers-as-party.

421 REPRESENTATIVE DOCUMENTATION

It isthe responsibility of the Medicare Health Plan, not MAXIMUS Federd, to correctly
identify and apply the laws and procedures rel ated to representation.

An enrollee may designate any person as his or her representative. CMSin general requires
that Medicare Health Plans document proof of the vaidity of the enrolle€'s representative. Special
rules apply to two circumstances:

1. Enrolleeswho are incapacitated
2. Providers as representatives.

General Requirements

If the party requesting the reconsideration is not the enrollee, and the specia circumstances
discussed below do not apply, it isthe responsibility of the Medicare Health Plan to determine and
document that the requesting party is an appropriate representative of the enrollee (See CMS Medicare
Managed Care Manua, Chapter 13). Appropriate documentation may include, but isnot limited to, a
durable power of attorney, a heath care proxy, an appointment of guardianship, an Appointment of
Representative form (CMS-1696), or other legally recognized forms of appointment. In the event the
Medicare Health Plan does not have access to these documents, an Appointment of Representative
form accepted by MAXIMUS Federal for this purpose isincluded in the Appendix of the Medicare
Managed Care Manual Chapter 13. Representative documentation is required even if the
representative is an attorney, family member, or medical provider (See Specia Condition 2, below).
Representative documentation must be included in the case file submitted to MAXIMUS Federal for
|RE Reconsideration.

It is also the Medicare Hedlth Plan’s obligation to attempt to obtain the needed representative
documentation. Plans must make, and document, their attempts to obtain this documentation. If a
Medicare Health Plan does not receive the representative documentation at the end of the apped
timeframe, PLUS EXTENSION, the Medicare Health Plan must dismiss the request and issue aNotice
of Dismissal of Appeal Request. Appellants have the right to request review of thisdismissal. These
dismissal reviews are discussed in more detail in Section 8 below.

Please note, this means that Medicare Health Plans must alow the full timeframe, plus any
extensions allowable, for the requestor to submit the representative documentation. Plans should not
issue aNotice of Dismissal of Appeal Request until the full timeframe, plus extension (if applicable),
has expired (See the Medicare Managed Care Manual, Chapter 13, 810.4).
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Soecial Condition 1. Enrollee Who s Incapacitated or Incompetent

If amember isincapacitated or incompetent and cannot Sign an appointment of representative
document, the Medicare Health Plan must apply state laws regarding lega representation of
incapacitated or incompetent persons. If these laws require documentation, such documentation should
be obtained by the Medicare Health Plan. The Medicare Health Plan's appeal staff should consult with
the Medicare Health Plan'slegal counsel to follow the applicable laws. MAXIMUS Federal does not
require documentation in the IRE case file to substantiate that the M edicare Health Plan has properly
applied State law. However, the Medicare Managed Care Reconsideration Background Data Form
and the QIC Appeals Portal do include a checkbox (under section 4) that must be selected in order for
MAXIMUS Federa to accept the representative as valid (See Appendix).

The Appointment of Representative form (CM S-1696) can be found in Chapter 13 of the
Medicare Managed Care Manual.

Soecial Condition 2: A Physician May Initiate Expedited or Sandard Pre-Service Reconsiderations
without Appointment of Representation or Without Being the Provider-as- Party. To determineif a
requestor isa*“ physician” please refer to Social Security Act 81861(r).

Any physician may make areconsideration request on behaf of an enrollee to the Medicare
Health Plan to initiate an expedited reconsideration. A treating physician may, upon providing notice
to the enrollee, make arequest for a standard pre-service reconsideration on the enrollee’ s behalf.
These physicians are not required to obtain an appointment of representative document from the
enrollee, nor are these physicians required to execute awaiver of enrollee liability. Consequently, no
appointment of representative form is required in a case file submitted to MAXIMUS Federd. The
Medicare Health Plan must, however, document the physician request in the casefile. Please note,
however, that appedl s requested by non-physician providers require an Appointment of
Representation.

Federa regulations state that a physician must notify the enrollee of the standard service apped
request. For purposes of processing the appedl, it isthe Medicare Health Plan’ s responsibility to assess
whether the enrollee has received proper notice. If the Medicare Health Plan processes the appeal
request, MAXIMUS Federa accepts that the Medicare Hedth Plan has sufficient proof that the
enrollee was properly noticed.

Note that an appointment of representative requirement does apply to a provider who attempts
to represent an enrollee in astandard claim reconsideration case.

4.2.1.1 Dismissal for lack of Proper Documentation

If areconsideration case fileis submitted to MAXIMUS Federa that wasinitiated by a
representative, MAXIMUS Federa will examine the file for compliance with the appointment
requirements. MAXIMUS Federal will dismiss cases in which a required fully executed appointment of
representative form is absent (See Section 4.2.5).

Rev. January 2020
21



4.2.2 PROVIDER-AS-PARTY DOCUMENTATION

4.2.2.1 Non-Contract Providers

A non-contract provider may itself become the party to an appeal if that non-contract provider
has executed a Waiver of Liability form. The purpose of thisform isto ensure that the enrollee will not
be held financidly liable if the provider loses the appeal. The executed Waiver of Liability document
must be included in the case file submitted to MAXIMUS Federa (See Section 4.2.5).

Managed Care Manua Chapter 13, 860.1.1 states that Medicare Health Plans must make, and
document, their attemptsto obtain the Waiver of Liability. If the Medicare Health Plan does not
receive the Waiver of Liability by the conclusion of the apped timeframe, the Medicare Health Plan
must dismiss the request and issue a Notice of Dismissal of Appeal Request. Non- Contract provider
appellants have the right to request review of thisdismissal. These dismissal reviews are discussed in
more detail in Section 8 below.

Please note that this means that M edicare Health Plans should not issue aNotice of Dismissal
of Appeal Request for lack of aWaiver of Liability until the appeal timeframe has concluded.

A model Waiver of Liability form can be found in Chapter 13 of the Medicare Managed Care
Manual.

4.2.2.2 Contract Providers

Contract or "in-plan” providers of the Medicare Hedlth Plan do not have rightsto act asthe
party in an appeal. Payment disputes between a contract provider and the Medicare Health Plan, for
which the enrollee has no liability, should be resolved through aforum outside of the Medicare
managed care appeal process.

423 PROVIDER ASPERSON "SUPPORTING" THE ENROLLEE APPEAL

Any person, including a provider, may "support” the enrollee appeal by providing written or
oral testimony at the Medicare Health Plan level reconsideration or written testimony at the IRE level
reconsideration. Thereis no requirement for execution of an appointment of representative or waiver
of liability if the role of the person is ssimply providing testimony in support of an enrollee's appesl.
The distinction between representation and support includes any of the following € ements:(1) the
person supporting the appeal has no standing to request the appea proceeding, whereas the
representative does, (2) the person supporting the appeal does not receive mandatory notices otherwise
sent to the enrollee, whereas the representative does, (3) the person supporting the appea cannot make
decisions (for example, withdrawing the appeal), whereas the representative may do so, (4) the person
supporting the appeal does not otherwise "manage” the enrollee's participation in the apped, whereas
the representative may.
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A physician may aso, without being a representative, support arequest for an apped to be
classified as an expedited reconsideration. The physician may make hig’her statement of support in
either written or oral form. The effect of such a statement isto mandate expedited status for the appeal
if the physician's statement indicates that the application of a standard decision timeframeto the
reconsideration could serioudly jeopardize the life or health of the enrollee or the enrolleg's ability to
regain maximum function.

424 REPRESENTATIVE OF DECEASED ENROLLEE'SESTATE

The Medicare Hedlth Plan has the responsibility to ensure that such representatives are
legitimate. The Medicare Health Plan must indicate on the Reconsider ation Background Data Form
(by selecting the appropriate checkbox in section 4) or inthe QIC Appeals Porta if the appeal request
initiated by an estate representative is vaid. MAXIMUS Federal cannot rule on whether estate
representation documentation is legitimate. The Medicare Health Plan should consult itslegal advisor
for assistance in determining the appropriate estate representative.

425 PROCESSING RECONSIDERATIONSWITH AN INVALID APPEAL
REQUESTOR

If the Medicare Health Plan receives areconsideration request without the required executed
representative or waiver of liability document (or in which the required document isincomplete or
erroneous), the Medicare Health Plan level reconsideration review should not begin. However, the
Medicare Health Plan must make reasonabl e attempts to inform the requestor of the inadequacy and
obtain the representative or waiver of liability documents (See Chapter 13 of the Medicare Managed
Care Manual). If the Medicare Health Plan does not get the appropriate documentation, then the
Medicare Health Plan must dismiss the request per Chapter 13 of the Managed Care Manual.
Appellants may request review of this dismissal under the process described in Section 8 of this
manual .

43  NON-MEDICARE PLAN SERVICES

The Medicare Managed Care apped process applies only to basic and mandatory or optiona
supplemental benefits (42 CFR 8422.566). Some enrollees have additiona benefits, outside the scope
of the CM S approved benefit plan, provided separately by their employer or union. Denid of these
benefitsis not subject to Medicare reconsideration, and such cases should not be submitted to
MAXIMUS Federal. However, if any portion of the denial overlaps Medicare basic benefits or the
Medicare Health Plan mandatory or optional supplemental benefits, the case does qualify for Medicare
reconsideration. Likewise, if the enrollee (or non- contract provider party) argues that the denied
service should be covered under the Medicare benefits, as opposed to the employer provided benefits,
the case should be reviewed as a Medicare recons deration.

Rev. January 2020
23



44  RECONSDERATION PRIORITY

Effective January 1, 2020, there are four levels of reconsideration priority:
1. Standard service reconsideration;
2. Standard service Part B Drug request reconsideration;
3. Standard claim payment reconsideration; and
4. Expedited reconsideration.
Thesefour levels are defined in Section 2. Definitions. Refer aso to 42 CFR 8422 Subpart M
for a complete definition and explanation of the differing requirements for these reconsiderations.

The classification of areconsideration as either an expedited or standard reconsideration isthe
responsibility of the Medicare Health Plan. The Medicare Health Plan should not ask MAXIMUS
Federd to determine whether a given request for expedited reconsideration should be granted.
However, MAXIMUS Federd has the right to change a classification, if upon receipt, MAXIMUS
Federa determines the case was misclassified. For example, if aMedicare Hedlth Plan submits a
standard claim payment case as expedited, MAXIMUS Federal may change the classification from
expedited to standard clam.

45 MEDICARE HEALTH PLAN RESPONSIBILITY TO CONDUCT A FULL
RECONSIDERATION

Medicare Health Plans are required to conduct a thorough Medicare Health Plan level
reconsideration, prior to submitting a case to MAXIMUS Federa for IRE level reconsideration.
Consult 42 CFR 8422.590 and the CM S Medicare Managed Care Manual for a definition of the
Medicare Headlth Plan’ s obligations in conducting its reconsideration. In addition, the MAXIMUS
Federa requirements and suggestions for IRE level casefile preparation (See Section 5.3) will be
difficult to meet if the Medicare Health Plan has not previously undertaken and documented afull
Medicare Health Plan level reconsideration.

MAXIMUS Federal may, at itsdiscretion, utilize the "request for additiona information”
process (See Section 6.6) to direct Medicare Health Plans to remedy a case in which acomplete
Medicare Health Plan level reconsideration has not occurred or has not been documented.

MAXIMUS Federal will notify CMS if aMedicare Hedlth Plan displays a pattern of failure to
complete and document a thorough Medicare Health Plan level reconsideration.
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46 MEDICARE HEALTH PLAN RECONSIDERATION WITH INCOMPLETE
EVIDENCE

The Medicare Health Plan should gather al pertinent evidence or information before rendering
its organization determination and completing the Medicare Health Plan level reconsderation. CMS
policy dictatesthat a Medicare Health Plan should not automatically deny the enrolle€'s organization
determination request due to alack of documentation. Therefore, if the only available informationis
the enrollee's description, the M edicare Health Plan's decision must be based on that description.t

! Thebasis of the Medicare Appeals Process is the Constitutional protection of the enrolleg'sright to federal benefitsto which  that
enrolleeis entitled. The burden istherefore generally on the MA Organization to demonstratethat the enrolleeis not entitled  to the
denied serviceor claim. Absence of evidence, and most notably relevant medica records, would generally underminethe MA
Organization’s argumentsthat it had demonstrated alegitimate process and basis for itsdenid. Possible exceptionswould  include non-
emergent or -urgent enrollee " sdlf-referred” out-of-plan services, without prior related health care accessrequest to  the MA
Organization, where the enrollee and non-contracted provider will not cooperate in the provision of records.
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5. SUBMITTING RECONSIDERATION CASE FILESTO MAXIMUS
FEDERAL

This Chapter defines the requirements for Medicare Health Plan preparation and submission of
casefilesto MAXIMUS Federal for IRE level reconsideration under the following headings:

51 Cases That Must Be Submitted to MAXIMUS Federd for Reconsideration
52 Time Standards for Submission of Casesto MAXIMUS Federal
53  Preparation and Submission of the New Case Fileto MAXIMUS Federd

51 CASESTHAT MUST BE SUBMITTED TO MAXIMUSFEDERAL FOR
RECONSIDERATION

Federal Regulation 42 CFR §8422.590-422.592 and the CMS Medicare Managed Care
Manual, Chapter 13 define cases that must be submitted for IRE reconsideration. The Medicare Health
Plan must submit any case for whichit is responsible for a Medicare Health Plan level reconsideration,
unless the Medicare Health Plan has wholly reversed itsinitia adverse organization determination or
dismissed the request for reconsideration. Federal regulations define a case in which the Medicare
Health Plan has failed to make a recons deration determination by the applicable due date, as an
affirmation of the adverse organization determination. Therefore, cases in which the Medicare Health
Plan has not made adecision as of the expiration of the decision timeframe aso must be submitted to
MAXIMUS Federd. If the Medicare Health Plan subsequently obtains or devel ops additiona
information on any case (including an incomplete case), it must submit that information to
MAXIMUS Federd. However, MAXIMUS Federa will not delay its review and makes no guarantee
that such late, additional information can be taken into account prior to the MAXIMUS Federal
determination.

52 TIME STANDARDSFOR SUBMISSION OF CASESTO MAXIMUS FEDERAL

The following sub-sections define time standards for case submission for each reconsideration
priority (expedited, standard service, standard service Part B drug, and standard claim). Please note
that al referencesto the "enrollee's request” for areconsideration should be interpreted asavalid
reconsideration request from any permissible gppeaing party, including representatives and
noncontract providers. However, such arequest does not become valid until and unlessthe
documentation standards for parties and representatives are met (See Section 4.2).

521 TIMELINESSOF SUBMISSION OF EXPEDITED RECONSIDERATIONS

Federd regulations (42 CFR 8422.590(d) and (€)) require the Medicare Hedlth Plan to
complete expedited cases within 72 hours of receipt of the request, or sooner if the enrolleg's health
condition requires. The Medicare Health Plan may take an extension of up to 14 calendar days, if such
extension isin the enrollee's interest.
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For expedited cases only, the regulations (42 CFR 8422.590(d)(4)) aso define an additional
interva for "submission” of the casefileto MAXIMUS Federal. Submission isto occur within 24
hours of the Medicare Health Plan's completion of its reconsidered determination. The 24-hour period
permitted for submission isthusin addition to the time permitted for the Medicare Health Plan
reconsideration.

The Medicare Hedth Plan must submit expedited reconsideration case filesto MAXIMUS
Federal via overnight/next day ddlivery rather than by standard mail. Expedited reconsideration case
files may aso be submitted to MAXIMUS Federal through the QIC Appeals Portal.

Asapractical matter, MAXIMUS Federa assumes that Medicare Health Plan reconsideration
decisions occur as of the close of the business day on which the decision is rendered. Therefore, the
Medicare Health Plan meets the 24-hour standard if it submits the case to acommercia ddivery
service by that delivery vendor's close of business on the day after the Medicare Health Plan makesits
reconsideration determination.? The case would then be delivered to MAXIMUS Federal on the next
day that falls within the vendor's customary schedule. Exhibit 5-1: Expedited Case Submission
Timetable, contains atable illustrating how these rules apply to submission of expedited cases.

522 MAXIMUSBUSINESSHOURSAND QIC APPEALSPORTAL
AVAILABILITY

MAXIMUS Federal offices are open to receive case file submissions Monday through
Saturday. The QIC Apped s Portal is open 24 hours a day, seven days a week. Please note, however,
that MAXIMUS Federal will use the system receipt date as the date the documentation was received
when thefileis received during normal business hours. Normal business hours are Monday through
Friday until 7p.m. and Saturday until 2:00p.m. If the system receipt date is outside of the MAXIMUS
Federal normal business hours, the following business day shall be used as the receipt date.
MAXIMUS Federal will pull files at least every four hours during business hours daily; the fina pull
of each business day will occur between the hours of 6:00 pm and 7:00 pm (Eastern Time) daily.

2Asnoted in Section 5.1, the failure of the MA Plan to make itsreconsideration determination by the deadline is regarded
asan adverse determination that triggersthe requirement for case submission to MAXIMUS Federal.
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Exhibit 5-1
EXPEDITED CASE SUBMISSION TIMETABLE

Day of MedicareHealth Day of MedicareHealth Day of MAXIMUS Federal
Plan Deter mination Plan Case Submission to Receipt
Overnight Ddivery Vendor
Monday Tuesday Wednesday
Tuesday Wednesday Thursday
Wednesday Thursday Friday
Thursday Friday Saturday*
Friday Saturday* Monday
Saturday Monday Tuesday

*Some delivery vendors require senders to specify "Saturday Delivery” on theenvel ope/package to be
delivered. MAXIMUS Federa is open to receive cases on Saturday from 9:00 am to 2:00 pm (Eastern
Time).

522 TIME STANDARD FOR SUBMISSION OF STANDARD SERVICE
RECONSIDERATIONS

Regulations at 42 CFR 8422.590(a)(2) require the Medicare Health Plan to submit astandard
service reconsideration to MAXIMUS Federd:

e Asexpeditioudy asthe enrollee's health condition requires, or

e Not later than 30 calendar days after the receipt of avalid reconsideration request, subject to an
additional 14-calendar day extension, if taken in the enrollee'sinterest, as per 42 CFR
§422.590(e).

The regulations do not provide any additional time period for submission. Also, MAXIMUS
Federa does not require the Medicare Hedlth Plan to use overnight delivery for these cases.
Consequently, for purposes of defining and ca culating timeliness, MAXIMUS Federa addsfive
caendar daysto theintervas listed above. For example, MAXIMUS Federa would consider a
standard service case, without an extension, to be submitted timely if it is received within 35 calendar
days of the enrolleg's vaid request for reconsideration.

523 TIME STANDARD FOR SUBMISSION OF STANDARD SERVICE PART B
DRUG RECONSIDERATIONS

Effective January 1, 2020, Medicare rules require Medicare Health Plans to compl ete standard
service Part B Drug reconsiderations no later than 7 calendar days after the receipt of avalid
reconsideration request. Standard service Part B Drug reconsiderations are not entitled to the 5-
calendar day interva for mailing noted above for regular standard service reconsiderations.
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For standard service Part B drug appeals, submission isto occur within 24 hours of the
Medicare Health Plan's completion of its reconsidered determination. The 24-hour period permitted for
submission is thusin addition to the time permitted for the Medicare Health Plan reconsideration.

The Medicare Health Plan must submit standard per-service Part B drug appea
reconsideration case filesto MAXIMUS Federa viaovernight/next day delivery rather than by
standard mail. These reconsideration case files may also be submitted to MAXIMUS Federa through
the QIC Appedls Portdl.

Asapractical matter, MAXIMUS Federa assumes that Medicare Health Plan reconsideration
decisions occur as of the close of the business day on which the decision isrendered. Therefore, the
Medicare Health Plan meets the 24-hour standard if it submits the case to a commercia delivery
service by that delivery vendor's close of business on the day after the Medicare Health Plan makesits
reconsideration determination.® The case would then be delivered to MAXIMUS Federal on the next
day that falls within the vendor's customary schedule.

3Asnoted in Section 5.1, the failure of the MA Plan to make its reconsideration determination by the deadline is regarded
asan adverse determination that triggersthe requirement for case submission to MAXIMUS Federal.
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524 TIME STANDARD FOR SUBMISSION OF STANDARD CLAIM
RECONSIDERATIONS

Regulations at 42 CFR 8422.590(b)(2) require the Medicare Health Plan to submit a standard
clam reconsideration to MAXIMUS Federa within 60 calendar days from the date of the enrolle€'s
request for reconsideration. The Medicare Health Plan may submit cases by standard mail. For
calculations of timeliness, MAXIMUS Federal adds 5 calendar daysto the 60 days. For example,
MAXIMUS Federal would consider a standard claim case to be submitted timely if it isreceived
within 65 calendar days of the enrollee's valid request for reconsideration.

53 PREPARATION AND SUBMISSION OF THE NEW CASE FILE TO MAXIMUS
FEDERAL

Addressed below are instructions for the Medicare Health Plan on the required methods for
physical construction of a case file submitted to MAXIMUS Federa for IRE reconsideration. The
topics are addressed under the following subheadings:

5.3.1 Initiation of Expedited Cases

5.3.2 Organization of the New Case File Package

5.3.3 Organization of Individual New Case Files

5.3.4 Guidance on Sdlection and Inclusion of Medical Records
535 Confirmation of MAXIMUS Federa Case Receipt

As explained below, the Medicare Health Plan must include with each case a Medicare
Managed Care Reconsideration Background Data Form and a structured Case Narrative report. The
ingtructions for this form and report are presented in Appendix, and should be thoroughly reviewed
since the instructions are integral to an understanding of case preparation and submission
requirements.

Please note that the data entry required for submission of a case file through QIC Appeas
Portd is equivaent to the Medicare Managed Care Recons deration Background Data Form; no
separate form needs to be submitted for case files sent viathe QIC Appedl s Portal. For dl cases,
including those submitted viathe QIC Appeals Portal, a structured Case Narrative report is required.

53.1 INITIATION OF EXPEDITED CASES

To protect enrollee confidentiality, Medicare Heath Plans must not fax or email expedited
case files. MAXIMUS Federa will not initiate any case that is sent viafacsimile until ahard copy of
the casefileisreceved. Follow the instructions for case ddlivery in Section 5.3.2.
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532 ORGANIZATION OF THE NEW CASE FILE PACKAGE

The "New Case File Package' isthe envelope or container in which the Medicare Health Plan
ships MAXIMUS Federal one or more new casefiles. MAXIMUS Federa offices are open to accept
case file delivery Monday through Saturday. Address packagesto:

MAXIMUS Federa
Medicare Managed Care Reconsideration Project
3750 Monroe Ave. Ste. 702
Pittsford, New Y ork 14534-1302

When submitting paper casefiles, the Medicare Health Plan may include more than one new
case in the package submitted to MAXIMUS Federdl, but it isimperative to clearly separate individual
case files from one another to prevent issues with intermingling enrollee information.

The MAXIMUS Federal offices are open to receive case file submissions Monday through
Saturday. The QIC Apped s Portal is open 24 hours a day, seven days aweek. Please note, however,
that MAXIMUS Federd will use the system receipt date as the date the documentation was received
when thefileis received during normal business hours. Normal business hours are Monday through
Friday until 7:00 pm and Saturday until 2:00 pm. If the system receipt date is outside of the
MAXIMUS Federa normal business hours, the following business day shall be used as the receipt
date. MAXIMUS Federa will pull filesat |east every four hours during business hours daily; the final
pull of each business day will occur between the hours of 6:00 pm and 7:00 pm (Eastern Time) daily.

When submitting eectronic case files using the QIC Appeals Portal, the Medicare Health Plan
may include only one new case in each package submitted to MAXIMUS Federal.

For dl casefile submissions;

e Complete and place the New Reconsideration Case File Transmittal Cover Sheet form (See
Appendix) on top of the case file package.

e Bind each casein the package separately; using clips or other method that can be removed
without specid equipment is permissible.

e Do not staple or permanently bind case file material.

533 ORGANIZATION OF INDIVIDUAL NEW CASE FILES
The organization of the case will bein the following order, "top" of fileto "bottom."

e Medicare Managed Care Reconsideration Background Data Form (See Appendix)
e Case Narrative (See Appendix)
o Case Material (See Exhibit 5-2)
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Exhibit 5-2
EXPLANATION OF "CASE MATERIAL"

"Case materid” refersto al supporting notices, documentation, medical records, call logs, and
so forth. Case materia should be placed in astandard order, "top" of file to "bottom," as shown below.

e Notices
0 Appointment of Representative (if applicable)
Non-Contract Provider Waiver of Liability (if applicable)
Notice of Medicare Heath Plan Adverse Organization Determination
Notice of Medicare Health Plan Reconsideration Determination
Notice of Denia of Expedited Appea Request (if applicable)
Notice of Extension to timeframe taken in enrollee interest (if applicable)

o|Oo|o|Oo|Oo

e Record of Adverse Determination and Medicare Health Plan Reconsideration
0 Prior authorization or claim denial documents
0 Medical Director or consultant determinations
0 Documentation of arguments of enrollee, enrollee's provider or representative
0 Any provider letters of support or consultations supporting the enrolleg's
position
Any relevant call logs or system reports
Any other records kept by the Medicare Health Plan of itsinitial determination
or reconsideration proceeding

@]

@]

e Maedicare Health Plan Decision Making Criteria
0 Complete copy of subscriber agreement, preferably on CD-ROM
0 Full citation for any CM S policy references, or copy of text*
0 Other Information
0 Complete copy of any referenced internal medical policy, utilization review
criteria, technology assessment, or other cited medical criteria

e Medica Records (See Section 5.3.4)

4 "Full citation" refers to the designation of section and paragraph of the Social Security Act or CFR, CMS Manual
Section/Page; a copy is not required for these citations. For Local Coverage Decisions, a copy must be included unless
an active and complete citation is provided via direction to a web address. Do not cite to secondary sources (for
example, MCG/Milliman, InterQual, or proprietary internal policies) unless complete text is provided.
Rev. January 2020
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534 GUIDANCE ON SELECTION AND INCLUSION OF MEDICAL RECORDS

For deniasthat are based, in whole or part, on medica necessity, the Medicare Health Plan is
burdened with the requirement to provide a"peer defensibl€” rationale for the denial. Medical records
that relate to the case issues must be included. Medica records that do not relate to the case should not
be included.

If the Medicare Health Plan has made one or more unsuccessful attempts to obtain records,
such attempts should be documented. For example, the Medicare Heath Plan may include a statement
within the Case Narrative (Section |V (B) Justification) detailing the attempts made to obtain the
records and the basis of why the Medicare Health Plan arrived at its decision without these records.

Medicare dlows MA plansto use step therapy for Medicare Part B drugs to manage its
formulary. Thisisthe process of beginning drug therapy for amedical condition with "preferred” (or
more cost-effective) on-formulary drug aternative(s) and progressing to other drug therapies only as
necessary. A plan must grant an exception to its step therapy coverage rules for Medicare Part B drugs
if it determines that the requested drug is medically necessary, consistent with the prescriber's
statement and the medical records. The physician statement and the medical records must show that
the step therapy drugs:

1. havebeenineffectivein treating the enrollee; or
2. arelikely to beineffective or adversely affect the drug's effectiveness or patient compliance; or
3. arelikely to cause an adverse reaction or other harm to the enrollee.

The documentation required in the case file from the planis asfollows:

o Plan specific plan Step Therapy rules

0 Enrollee physician statement regarding trial and failure of specific medications Enrollee
medical records regarding previous treatments

0 Entire Evidence of Coverage /Plan Formulary and any addendums regarding Medicare Part B
Drugs.

Exhibit 5-3: Suggested Medical Records for Inpatient and Long-term Care Denials and Exhibit 5-4:
Suggested Medical Records for Other Common Types of Denials are offered by MAXIMUS Federal to
reduce the need for requests for additiona information to the Medicare Health Plan. The Medicare
Health Plan should regard Exhibits 5-3 and 5-4 as agenera guide. Requirements for a given case may
vary. MAXIMUS Federal reservesthe right to request records in addition to those listed in Exhibit 5-3
and/or 5-4 should the Situation warrant the request.
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Exhibit 5-3

SUGGESTED MEDICAL RECORDS FOR INPATIENT AND LONG-TERM CARE DENIAL

Acute Hospital Acute Hospital Continued SNF Admission SNF Continued Care Inpatient Rehabilitation Inpatient Rehabilitation
Medical Records Admission Denial Care Denial Denial Denial Admission Denial Continued Care Denial
PCP Records X
Specialist Records X
Treating Physician Support For X X X X X X
Denial
Alternate Ca_re X X X X X X
Recommendations
Pre-Admission Screening X X
Admission Orders* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Doctor's Orders* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Admission History and . .
Physical* X X (hospital) X X (hospital or SNF) X (rehab)
Discharge Note* X X (hospital) X (hospital) X (hospital or SNF) X (hospital, SNF, rehab)
Physician Progress Notes* X X (hospital) X (hospital and SNF) X (hospital or SNF) X (rehab)
Nurses Notes* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Nursing Care Plan* X X (SNF) X (hospital or SNF) X (rehab)
Medication Record* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Treatment Records (e.g., . .
wound care) * X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Diagnostic Studies* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Laboratory Studies* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Physical Therapy Admission .
and Discharge Notes* X (SNF) X (hospital or SNF) X (rehab)
Physical E;ifrggfrogress X X (hospital) X (hospital and SNF) X (hospital or SNF) X (rehab)
Occupational Therapy
Admission and Discharge X (SNF) X (hospital or SNF) X (rehab)
Notes*
Occupational Therapy . . .
Progress Records* X X (hospital) X (hospital and SNF) X (hospital or SNF) X (rehab)
Speech Therapy Admission .
and Discharge Notes* X (SNF) X (hospital or SNF) X (rehab)
Speech T';\le(;f‘eps{ Progress X X (hospital) X (hospital and SNF) X (hospital or SNF) X (rehab)
Nutrition Therapy Notes* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Discharge Planning Notes* X X (hospital) X (SNF) X (hospital or SNF) X (rehab)
Records on prior level of X X X X

functioning

* Records may be from an acute care hospital, a SNF, or an inpatient rehabilitation facility depending on the case types and basis for denial.




Exhibit 5-4

SUGGESTED MEDICAL RECORDS FOR OTHER COMMON TYPES OF DENIALS

Issue at Appeal

Records needed

Mobility Aids (PMDs, power wheelchairs, manual
wheelchairs, walkers, canes)

PCP records, Physical Therapy records, Orthopedic records, Neurology records (if applicable), face-to-
face, in-home DME evaluations

MRIs PCP records, Orthopedic Records, Neurology Records, Physical Therapy Records

CT Scans PCP records, neurology records, other specialties as needed

Cataractsurgery PCP records, ophthalmology records

Blepharoplasty PCP records, ophthalmology records including visual fields (taped and untaped) and photographs
PET scans PCP records, oncology records

RehabilitationTherapy

PCP records, physical therapy records, initial assessment and treatment plan

Oxygen Equipment

PCP records, pulmonology records, O2 saturation test results

Chiropractic care

PCP records, orthopedic records (if applicable), neurology records (if applicable), x-rays/x-ray reports

Colonoscopies (including cost sharing cases)

Colonoscopy report, PCP records, gastroenterology records

Foot Care

PCP records, Podiatry records , Endocrinology records (if applicable)

Radiation Therapy/Chemotherapy

PCP records, Oncology records, lab results, surgery records (if applicable)

Bone Growth Stimulators

PCP records, orthopedic records, x-rays/x-ray reports

Specialistservices (general)

PCP records, records from specialist type at issue

Emergency Room and Ambulance Transport

ER records, ambulance trip reports, nurse’s notes, ER triage/intake notes

Mental Health Services

PCP records, Psychiatry records, Psychology/Social Worker notes, Behavioral Health notes

Bariatric Surgery

PCP notes, Bariatric Surgery notes, Nutritionist notes, Endocrinology notes (if applicable)

Dental Services

Dental Records, Oral Surgery Records, Dental x-rays (preferably photo-quality digital prints)

Part B covered drugs

PCP records, requesting physician records

Part B covered drugs/Part B Step Therapy Drug

Plan requirements involving step therapy analysis, enrollee physician statement, complete medical records
regarding previous treatments, full Evidence of Coverage with Plan Formulary




535 CONFIRMATION OF MAXIMUSFEDERAL CASE RECEIPT

MAXIMUS Federal does not accept responsibility for loss or delay of casefiles caused by
the US Mail or other delivery services. We do attempt to notify Medicare Health Plans and the other
party to the appeal of receipt of casefiles, asfollows:

Sandard Service and Claim Cases

MAXIMUS Federal sendsthe Medicare Health Plan and appealing party an
acknowledgement | etter by regular first class mail within two (2) business days of our receipt of the
casefile. Allowing for timefor delivery of the Medicare Health Plan caseto MAXIMUS Federdl,
the Medicare Health Plan should contact MAXIMUS Federd if it has not received the
acknowledgement letter within 10 business days of its case submission.

Dismissal Review Cases

MAXIMUS Federal does not send an acknowledgement | etter for these types of cases.
When the request for areview of the Medicare Hedth Plan’ s dismissal isreceived, MAXIMUS
Federa will request the case file from the Medicare Health Plan. Our receipt of the fileis confirmed
by the appedling party’ s and Medicare Health Plan’ s receipt of our recons deration determination
notice (See Section 8).

Cases submitted via the QIC Appeals Portal (all priorities and case types)
When acasefileis submitted to MAXIMUS Federa viathe QIC Appeals Portal, the Medicare
Health Plan will receive immediate on-screen acknowledgement that the documents have been

received by MAXIMUS Federal, aswell as afollow-up e-mail confirmation of receipt.
Confirmation will include atracking number.
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6. MAXIMUSFEDERAL RECONS DERATION PROCESS

The purpose of this Chapter isto provide the Medicare Heath Plan with an overview of the
procedures and approach that MAXIMUS Federal follows in rendering the IRE level
reconsideration. Although the focusis on MAXIMUS Federal procedures, implications for the
Medicare Health Plan are highlighted in text contained in shaded boxes. The topics addressed are:

6.1 MAXIMUS Federal Case Processing Time Standards

6.2  Administrative Case Intake

6.3  Policieson Communication with Medicare Health Plan and Appellant during Case
Processing

6.4  Adjudicator Case Review

6.5  Physician Review

6.6  Requeststo Medicare Hedth Plan for Additional Information

6.7  Reconsderation Determination Notices

6.8  Enrollee Requestsfor Case Files

6.1 MAXIMUSFEDERAL CASE PROCESSING TIME STANDARDS

MAXIMUS Federal isresponsible for completing the |RE reconsideration within the same
timeframes and standards that apply to Medicare Hedlth Plans.

CASE CLASS TIME STANDARD
Expedited 72 hours, plus 14 calendar day extension if in enrollee’ sinterest, or

P sooner if warranted by enrollee’ s medical condition

, 30 calendar days, plus 14 caendar day extension if in enrollee’s

Standard Service interest, or sooner if warranted by enrollee’ s medical condition
Standard Service 7 calendar days- no extensions are permitted for these case types
Part B Drug (effective January 1, 2020)
Standard Claim 60 calendar days

In expedited and standard service appeas, MAXIMUS Federa may extend the decision
timeframe by up to 14 calendar daysif it isin the enrolleg'sinterest. This 14-day extension is not
permitted for standard service Part B drug appeals. MAXIMUS Federal will notify the enrollee and
Medicare Health Plan of the extension in writing.

The start of the time period for IRE reconsideration is the date on which the casefileis
received at MAXIMUS Federal. The end of the time period isthe date on which MAXIMUS
Federal mailsits reconsideration determination notice. Determinations are sent to appel lants by
standard first class mail and faxed to Medicare Hedlth Plans.
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6.2 ADMINISTRATIVE CASE INTAKE
The stepsin MAXIMUS Federal administrative case intake are:

Mail Opening and sorting of new case files

Inquiry on CM S systemsto verify beneficiary enrollment in Medicare Health Plan
Medicare Appeal System assignment of arandom "reconsi deration case number"
Generation of acknowledgement |l etters (standard service and claim only)
Assignment of the caseto aMAXIMUS Federal Adjudicator

See Section 5.3.5 for the discussion of acknowledgement | etters and response the Medicare
Health Plan should take if aletter isnot recelved.

Note that our ability to accomplish case intake is compromised if the Medicare Health Plan
doesnot providethe enrollee's Medicare number and all other required fields on the
Reconsideration Background Data Form (See Appendix). Errors or omissions on the
Reconsideration Background Data Formwill lead to delaysin MAXIMUS Federa intake of
the case.

6.3 POLICIESON COMMUNICATIONWITH MEDICARE HEALTH PLAN AND
APPELLANT DURING CASE PROCESSING

6.31 ALL EVIDENCE MUST BE IN WRITING

Federd regulations define the IRE level reconsideration as a de novo determination based
upon the documented case file. The IRE level reconsideration does not provide for in-person or
telephonic hearings. This means that MAXIMUS Federal may consider only such evidence asis
submitted and available in the hard copy record.

If any party calls MAXIMUS Federa, they are advised that the information they relay will
not be considered unlessit is submitted in writing. The party is advised that he/she should
follow up any "telephonetestimony” immediately with written documentation.

6.3.2 COMMUNICATIONSREGARDING THE POTENTIAL IRE
DETERMINATION ARE NOT PERMITTED

MAXIMUS Federa personnd are not permitted to engage in written or phone
communication with parties, where the subject of such communication is any discussion or
projection of the IRE determination that MAXIMUS Federal may make. Discussions are limited to
review of the IRE process, including instructions on the procedures for submission of written
information to MAXIMUS Federal.

6.3.3 ENROLLEE SUBMISSION OF ADDITIONAL INFORMATION TO THE

IRE CASE FILE
36
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The MAXIMUS Federal acknowledgement letter that is sent to the enrollee or valid
representative, advises the enrollee of their ability to submit information or arguments directly to
MAXIMUS Federal. The acknowledgement letter is not used for expedited cases or standard
service Part B Drug cases. For standard service and standard claim reconsiderations (not standard
service Part B drug cases), the enrollee is given 10 days to submit information to MAXIMUS
Federal.

MAXIMUS Federal may provide a Medicare Health Plan information that the Medicare
Health Plan has submitted, but MAXIMUS Federal may not provide information submitted by the
enrollee. If information submitted by the enrolleeis not already contained in the case file, and if the
information callsinto question material submitted by the Medicare Health Plan, MAXIMUS
Federa may request clarification viaa Request for Information (See Section 6.6).

Enrollees may be lesslikely to submit information directly to MAXIMUS Federd if the
enrollee believes that: (1) the Medicare Health Plan has provided the enrollee the chance to submit
evidence to the Medicare Hedth Plan and (2) the Medicare Health Plan has advised the enrollee that
the entire case file has been submitted to MAXIMUS Federal.

6.4 ADJUDICATOR CASE REVIEW

An Adjudicator is a professiona trained by MAXIMUS Federa to: (1) manage the IRE case
reconsideration and (2) make coverage determinations. Adjudicators are not permitted to make
medical necessity determinations, which require physician review (See Section 6.5).

6.5 PHYSICIAN REVIEW

Pursuant to 42 CFR 8422.590(h)(2), determinations of medica necessity must be made by a
physician, where physician is defined to include doctors of chiropractic and osteopathy. MAXIMUS
Federa maintains a pand of over 800 medical consultants who are fully credentialed to the
standards of our accrediting body, URAC. These medica consultants are located throughout the
United States and include amix of physicianswho predominately practice in community rather than
academic settings.

The MAXIMUS Federal medica consultants cover all speciatiesand al relevant sub-
specidties recognized by the American Board of Medical Specidties (ABMS). Physicians are
matched to cases based upon the case clinica issue. For most cases, this means that the specidty of
the MAXIMUS Federd reviewer isthe same as the specidty of the physician who would render the
contested service. In casesin which the issueisthe appropriateness of areferral from one specialist
to another (for example, internal medicine to dermatology), MAXIMUS Federa may choose to use
the specialty of the referring physician.
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The Adjudicator referral to the physician includes a copy of and, where necessary,
guidance regarding any applicable Medicare National Coverage Decision (NCD), loca
coverage decision (LCD) or clinical guidelines. Where the Medicare Health Plan medical
necessity determination is based upon aPlan guideline, such guideline and any relevant
background from the Medicare Health Plan (including literature from recognized medical
publications) will be emphasized to the MAXIMUS Federal reviewer. Medicare Health
Plans must include Plan guidelinesfor this reason.

The physician consultant's report is reviewed by the Adjudicator and, if need be, the
MAXIMUS Federad Medica Director. Specid emphasisis placed on ensuring that the consultant's
determination is consistent with any relevant Medicare policies or permissible and medicaly
appropriate Medicare Health Plan policies.

6.6 REQUESTSTO MEDICAREHEALTH PLAN FOR ADDITIONAL
INFORMATION

"Reqguest for Additional Information” (RI) isthe formal process by which MAXIMUS
Federa permitsthe Medicare Health Plan to supply written information to remedy a question or
deficiency in the reconsideration casefile.

6.6.1 REQUEST FOR ADDITIONAL INFORMATION ISAT MAXIMUS
FEDERAL DISCRETION

The MAXIMUS Federal reconsideration is designed as an "on the record” review rather
than an "in person” proceeding. Therefore, the Medicare Health Plan reconsideration case file must
include al materias submitted and used in making the Medicare Health Plan reconsideration
determination and all such materia asis specified in Section 5.3.

The IRE isunder no obligation to seek additiond information. The Medicare Health Plan
bears the burden to show why the denid is appropriate. Therefore, missing information is
reasonably construed to the enrollee’ sfavor. MAXIMUS Federa may decide a case a any time
based upon the information available. MAXIMUS Federal does not overturn the Medicare Health
Plan’sdenial for case file deficiencies, per se, or on an administrative basis. However, a casefile
deficiency typically underminesthe validity of denia argument of the Medicare Health Plan, hence
missing information may result in a determination that is favorable to the appellant.
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6.6.2 REQUEST FOR INFORMATION PROCESS
The process used by MAXIMUS Federa for Request for Information is as follows:

e The Adjudicator determines the deficiency and double checks the casefile to verify the
information is, in fact, absent

e The Adjudicator sends a completed Request for Information Form to the fax number or

email address provided for the Case Contact on the Reconsideration Background Data

Form

The Medicare Health Plan Case Contact calls MAXIMUS Federd if:

Questions exist about the RI

The RI deadline (See Section 6.6.3) cannot be met

The Medicare Health Plan devel ops and submits the Rl Response

The Adjudicator reviews the RI response to determineif it is sufficient. If not:

Minor omissions are resolved by phone

Major omissions may lead to arepeat of the Rl process or may lead to MAXIMUS Federa

determination based on avail able documents.

6.6.3 MEDICARE HEALTH PLAN SUBMISSION OF THE RESPONSE TO A
REQUEST FOR INFORMATION

To protect patient confidentidity in accordance with federal standards, the Medicare Health
Plan must not transmit confidential information to MAXIMUS Federd by email or fax. All
confidentia information must be submitted to MAXIMUS Federa by hard copy mail or ddlivery.
For purposes of this discussion, the MAXIMUS Federa assigned reconsideration number is not
considered confidential information.

e |f hard copy delivery is used for an RI response, the Medicare Health Plan must place the
Request for Information Response Cover Sheet (see Appendix) on top of the response
documents.

e |f the Medicare Health Plan places more than one RI response in a package, separate each
RI response with the Request for Information Response Cover Sheet.

The Medicare Health Plan may respond to a Request for Information by fax if the Medicare
Health Plan can fully address the RI requirements without use of confidential identifiers, or by
redacting such identifiers.

The following maximum timeframes apply for Medicare Health Plan response to
MAXIMUS Federal Requests for Information:

Expedited reconsiderations within 3 caendar days from date of request
Standard Service reconsiderations within 5 calendar days from date of request
Standard Service Part B Drug reconsiderations within 24 hours from date of request
Standard Claim reconsiderations within 10 calendar days from date of request
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The above timeframe deadline is for the date of Medicare Health Plan submission (mailing
or fax) of the materia to MAXIMUS Federal. Expedited RI responses and Standard Service Part B
Drug Reconsideration RI responses must be submitted by fax (if materia does not contain
confidential information), portal, or by overnight delivery.

MAXIMUS Federal may expedite an RI request if such action is necessary dueto the
enrollee's hedlth.

6.7 RECONSIDERATION DETERMINATION NOTICES
6.7.1 ISSUING A RECONSIDERATION DETERMINATION

Upon compl etion of its reconsideration, MAXIMUS Federal issues a"reconsideration
determination” notice to the appealing party, with a copy to the Medicare Health Plan and the CMS
Regional Office.

6.7.2 GENERAL CHARACTERISTICS OF MAXIMUSFEDERAL
DETERMINATION NOTICES

All MAXIMUS Federal reconsideration determination notices that are not fully in the
enrolleg's favor contain an explanation of the enrolleg's right to request further appeal by the Office
of Medicare Hearings & Appeals (OMHA). Thisreview can include aHearing with an
Administrative Law Judge (ALJ) or an on-the-record review by an Attorney Adjudicator. A Hearing
isameeting with you and the AL J so that you can talk about your appeal. An on-the- record review
isareview based on the administrative record. Enrollees can ask for the kind of review that they
prefer.

A MAXIMUS Federa reconsideration determination notice that overturns aMedicare
Health Plan determination, in whole or in part, contains an explanation of how the enrollee can
obtain the disputed payment or covered service. The enrolleeis directed to the Medicare Health
Plan to obtain the service or claim payment.

Although aMAXIMUS Federal reconsideration determination may address or discuss
medical care and treatments, the MAXIMUS Federal reconsideration determination is not an
assessment of quality of care, nor isit medical advice or ingruction. A MAXIMUS Federal
determination is aruling on the Medicare Health Plan's obligation for coverage (payment or
arrangement for a specific benefit, service, or treatment).

For any full or partia overturn determination, MAXIMUS Federal aso issuesto the
Medicare Health Plan aNotice to Comply with IRE Part C Reconsideration Determination. This
document references the overturn determination notice and advises the Medicare Health Plan of its
obligation to effectuate the overturn decision.
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6.7.3 TRANSLATION OF CORRESPONDENCE

Upon request of the enrollee or Medicare Health Plan, MAXIMUS Federal isrequired by
CMSto trandateitsfina reconsideration determination notice into the native language of the
enrollee. The Medicare Health Plan notifies MAXIMUS Federal of the need for trandation on the
Reconsideration Background Data Form (See Appendix).

6.7.4 PROVISION OF COMMUNICATION IN ALTERNATE FORMATS

MAXIMUS Federal isrequired by CM S to arrange to provide communication in dternate
formats, if needed. The Medicare Health Plan notifies MAXIMUS Federal of the need for aternate
formats on the Reconsideration Background Data Form (See Appendix).

6.8 ENROLLEE REQUESTSFOR CASE FILES

The MAXIMUS Federal acknowledgement letter and brochure advise enrollees of the right
to obtain a copy of the reconsideration case file from the Medicare Heath Plan and/or MAXIMUS
Federal. Under instruction from CMS, and subject to the provisions of the Privacy Act and Freedom
of Information Act, MAXIMUS Federa will release a copy of areconsderation casefileto an
enrollee or other authorized individual.

MAXIMUS Federal may release to a Medicare Health Plan only copies of documentation
the Medicare Health Plan has submitted in the casefile.
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7. POST RECONSIDERATION DETERMINATION PROCESSING

A number of processes may be invoked after MAXIMUS Federal issuesits reconsideration
determination notice. This Chapter provides useful information on these various post determination
processes. The topics addressed are;

7.1  MAXIMUS Federal Monitoring of Medicare Health Plan Compliance with
Overturned Determinations

7.2 IRE Reopening Process

7.3  Adminigtrative Law Judge (ALJ) Process

7.4  Medicare Appeals Council (MAC) Process

7.1 MAXIMUSFEDERAL MONITORING OF MEDICARE HEALTH PLAN
COMPLIANCE WITH OVERTURNED DETERMINATIONS

Compliance ("effectuation”) is defined as the Medicare Health Plan's payment of aclam
(overturned standard claim denial), or authorization and arrangement for a service or continuation of
services (overturned expedited, standard service denia, or standard service Part B drug denidl), as
instructed in the MAXIMUS Federal reconsideration determination notice.

711 MEDICARE HEALTH PLAN EFFECTUATION TIMEFRAMES

The following table summarizes CM S requirements for timeliness of Medicare Health Plan
effectuation:

APPEAL PRIORITY| TIME REQUIREMENT (from receipt of REFERENCE
notice)
Expedited Authorize or provide within 72 hours, or 42 CFR 8422.619(b)

earlier if enrollee hedth dictates

Standard Service Authorize within 72 hours, or provide within 14 | 42 CFR 8422.618(b)(1)
days, or earlier if enrollee health dictates

Standard Service Authorize within 72 hours, or provide within 14 | 42 CFR 8422.618(b)(1)
Part B Drug days, or earlier if enrollee health dictates

Standard Claim Pay within 30 days 42 CFR 8422.618(b)(2)

If you have questions regarding aMAXIMUS Federa determination, please send your
request to the Plan Liaison at medicareappeal@maximus.com .Please note MAXIMUS Federal is not
authorized to waive compliance with any final determination. If you fedl that you cannot comply
with the MAXIMUS Federal reconsideration determination notice, you must notify your Account
Manager a the CM S Regiona Office.
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A Medicare Health Plan request for areopening (See Section 7.2), whether granted by
MAXIMUS Federd or not, does not stay or pend the date of the Medicare Health Plan compliance
obligation.

712 MAXIMUSFEDERAL RECONSIDERATION COMPLIANCE
MONITORING

CMS requires MAXIMUS Federd to monitor Medicare Health Plan compliance with the
effectuation process, viathe following procedure:

1. MAXIMUS Federal issuesthe Medicare Health Plan a copy of the reconsideration
determination notice. Included with this copy is aNotice to Comply with IRE Part C
Reconsideration Determination, that details the Medicare Health Plan's responsibilities,
including the timeframe by which a compliance notice must be received by MAXIMUS
Federa

2. TheMedicare Hedlth Plan is required to submit a statement attesting to compliance
(effectuation) to MAXIMUS Federd. The Statement must be submitted to MAXIMUS
Federa in accordance with timeframes noted within the Notice to Comply with IRE Part C
Reconsideration Determination.

3. MAXIMUS Federa provides 5 days from the due date of submission for mailing time.

4. If MAXIMUS Federa does not receive the Medicare Health Plan statement of compliance
within 30 days, MAXIMUS Federal reports the Medicare Hedth Plan's failure to comply to
CMS. The Medicare Health Plan is not copied on this report to CMS.

The Medicare Hedlth Plan statement of compliance may be in aform designed by the
Medicare Health Plan, but must contain al of the information found on the recommended Medicare
Health Plan Statement of Compliance Form contained in the Appendix. Please do not submit
unidentified internal computer screen prints as the statement of compliance.

Medicare Hedth Plan Statements of Compliance should be sent to:

MAXIMUS Federa
Medicare Managed Care Reconsi deration Project
Attn: Compliance
3750 Monroe Ave. Ste. 702
Pittsford, NY 14534-1302
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7.2

IRE REOPENING PROCESS

An IRE Reopening is an administrative procedure in which the IRE re-evauates its

reconsi deration determination for the purpose of addressing an error, fraud, or information not
available a thetime of IRE initial determination. A reopening isnot an appeal right.

MAXIMUS Federal may accept or reject arequest for areopening at its sole discretion.

Within 30 calendar days of receipt of arequest for reopening, MAXIMUS Federal will makea
determination as to whether or not it shall reopen acase and inform the appellant and the plan of
that determination.

MAXIMUS Federal may initiate areopening on itsown initiative. In addition, any of the

parties to areconsideration determination may request areopening. The reopening request must be
inwriting and clearly state the basis on which the request is made:

1. Error on the face of the evidence by MAXIMUS Federa initsreview,
2.
3. New and additiona information that was not available at thetime MAXIMUS Federa made

Fraud, or
itsinitial determination in the case.

The process by which MAXIMUS Federal administers and adjudicates a reopening request

issimilar to the reconsideration process.

S~ wdNE

MAXIMUS Federa receives and logs the Reopening Request.

An acknowledgement letter is sent to the party and Medicare Health Plan.

An Adjudicator not involved in the reconsideration reviews the Reopening.

The Adjudicator makes adetermination, incorporating aphysician review if indicated.

A Reopening Determination Notice is issued.

If the Reopening Determination reverses areconsideration Unfavorable (that is, the
Reopening finds in favor of the enrollee), a Notice to Comply with IRE Part C
Reconsideration Determination is also issued to the Medicare Health Plan. The Medicare
Health Plan isthen responsible for "effectuation” per the discussion of compliancein
Section 7.2 above,

A Medicare Health Plan's request for areopening does not relieve the Medicare Health Plan

of the burden of compliance, and reporting of compliance, within the required timeframes (See
Section 7.2). The Medicare Health Plan isrelieved of this burden if the Medicare Health Plan
obtains a Reopening Reversal (of a Favorable reconsideration) prior to the Medicare Health Plan
compliance date. The Medicare Health Plan is not relieved of the burden of compliance with the
original favorable reconsideration if the Medicare Hedth Plan receives a Reopening Reversal after
the original compliance date.

MAXIMUS Federal’ s contract with CM S dlows 120 days for the processing of Reopening

cases. In many cases, especialy those requiring physician review, the full timeframe may be
required. However, MAXIMUS Federal endeavorsto process Reopenings within the sametime
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standards that are applied to recons derations whenever possible. Special consderation is given to
Reopenings of Expedited cases.

7.3  OFFICE OF MEDICARE HEARINGS AND APPEAL S (OMHA) PROCESS

The appellant (enrollee, hisher representative, or the non-contract provider) may request an
appea of the MAXIMUS Federa reconsideration determination before an Administrative Law
Judge (ALJ) or Attorney Adjudicator (AA) with the Office of Medicare Hearings and Appeals.
MAXIMUS Federa does not determine an enrolleg's right to a hearing, nor does it schedule,
conduct, or administer hearings.

The Medicare Hedlth Plan does not have aright to request areview by OMHA. The
Medicare Health Plan does have the right to be present at the ALJ hearing and the right to present
additiona evidence at the hearing.

731 NOTICE OF RIGHTSTO HEARING AND SUBMISSION OF REQUEST
FOR ALJ OR AA HEARING

Theright to request an ALJ or AA hearing isexplained in the MAXIMUS Federd
reconsi deration determination notice and brochure. An enrollee may submit awritten request for an
ALJor AA hearing to MAXIMUS Federdl. If the Medicare Health Plan receives arequest for an
ALJor AA hearing, it should immediately forward the request to MAXIMUS Federal.

MAXIMUS Federal forwards the reconsideration case file to the appropriate Office of
Medicare Hearings and Appeals. MAXIMUS Federal does not communicate directly with Medicare
Health Plans or parties during the OMHA review process. MAXIMUS Federd’sroleislimited to
providing complete case files to the OMHA office.

7.3.2 TRACKING AND CONDUCT OF ALJ OR AA HEARING

MAXIMUS Federa does not schedule ALJ or AA hearings and does not have direct access
to OMHA scheduling information. The Office of Medicare Hearings and Appealsis responsible for
contacting the requesting party and Medicare Health Plan to schedule the matter before the AL J.
Both parties (that is, requesting party and the Medicare Hedlth Plan) have aright to be present and
present testimony at the ALJ hearing. Any concerns regarding the ALJ hearing should be directed to
the Office of Medicare Hearings and Appedls.

7.3.3 ALJOR AADETERMINATION PROCESSING

The ALJor AA Determination is mailed directly to both parties (enrollee and Medicare
Health Plan). The Office of Medicare Hearings and Appeals returns a copy of the ALJor AA
decision and the complete case fileto MAXIMUS Federa. MAXIMUS Federa reviewsthe ALJ or
AA determination for two purposes.
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1. MAXIMUS Federa determines whether the Medicare Health Plan was given the
opportunity to appear at the Hearing. If not, MAXIMUS Federa informsthe Medicare
Hedlth Plan.

2. If the ALJ hasreversed or modified MAXIMUS Federal reconsideration determination,
MAXIMUS Federal sends a copy of the ALJdetermination to the Medicare Health Plan
with aNotice to Comply with the Administrative Law Judge Determination. MAXIMUS
Federal also sends acopy of this notice to the appealing party.

The Medicare Hedlth Plan is obligated to effectuate the AL Js determination as
expeditioudy as the enrollee's health condition requires, but no later than 60 calendar days from the
date it receives notice reversing the organization determination. The Medicare Health Plan must
report the compliance to MAXIMUS Federal in the same manner asfor aMAXIMUS Federa
reconsideration reversal.

7.34 EFFECT OF MEDICARE APPEALS COUNCIL REQUEST ON ALJ
DECISION EFFECTUATION

If the Medicare Health Plan requests Medicare Appeals Council (Appeals Council) review
consistent with 42 CFR 8422.608, the Medicare Health Plan may await the outcome of the review
before it pays for, authorizes, or provides the service under dispute. A Medicare Health Plan that
files an appea with the Appeals Council must concurrently send a copy of its appeal request and
any accompanying documents to the enrollee and must notify the MAXIMUS Federd that it has
requested an appeal before the Appeals Council.

74  MEDICARE APPEALS COUNCIL PROCESS

Federd regulations permit any party to an ALJ hearing to request afurther hearing before
the Appeals Council (See 42 CFR 8422.608). If a hearing before the Appeals Council is requested,
MAXIMUS Federd is contacted by the Apped s Council to provide a copy of the entire casefilein
dispute. MAXIMUS Federa does not communicate directly with Medicare Health Plans or parties
regarding the Appeals Council review process. MAXIMUS Federal’ srole isto provide complete
case filesto the Appeals Council.

741 TRACKING AND CONDUCT OF MEDICARE APPEALS COUNCIL
HEARING

MAXIMUS Federa does not schedule Appeas Council hearings and does not have direct
access to Appeals Council scheduling information. Any concerns regarding the Appeals Council
hearing process should be directed to the Medicare Appea s Council.
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742 MEDICARE APPEALSCOUNCIL DETERMINATION PROCESSING

The Appeals Council Determination is mailed directly to both parties (enrollee and
Medicare Hedlth Plan). The Medicare Health Plan is obligated to effectuate the Appea Council's
determination as expeditiously as the enrolle€'s health condition requires, but no later than 60
calendar days from the date it receives notice reversing the organization determination. The
Medicare Health Plan must report the compliance to MAXIMUS Federal in the same manner as for
aMAXIMUS Federa reconsideration reversal.
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8. HEALTH PLAN DISMISSAL PROCESSING AND APPEALS

Effective January 1, 2014, Medicare Health Plans are not required to automatically forward
dismissed reconsideration requests to MAXIMUS Federal. Rather, Medicare Health Plans are
required, when dismissing an appellant’ s reconsideration request, to inform the appellant about the
right to request IRE review of the dismissal. CM S guidance explicitly states that Medicare Health
Plans should use the model Notice of Dismissal of Appeal Request to advise appellants when their
request is being dismissed. Appellants will then have the right to request areview of the Medicare
Health Plan’s dismissal determination directly to MAXIMUS Federal. Plans should include the
model dismissal appeal request form with al dismissals. Thisform isintended to standardize
incoming dismissal appeal requests and to provide MAXIMUS Federa with the information
necessary to initiate the appeal request and case file request from the plan. Additional informationis
provided in 8.1. Topics discussed in this section are;

81  Noticeof Dismissa of Appea Request

8.2  Dismissal Case File Requests

83 MAXIMUS Federd Review of Dismissal Decision
84  Dismissal Case File Documentation

85  Timeframesfor MAXIMUS Federa Review

8.6  Dismissa Decisionsare binding

81 NOTICE OF DISMISSAL OF APPEAL REQUEST

The Notice of Dismissal of Appeal Request provides MAXIMUS Federa with sufficient
information to begin processing an appelant’ s dismissal review request. MAXIMUS Federa
recommends that Medicare Heath Plansinclude either the Medicare Health Plan apped case
number or the date of services on the Notice of Dismissal of Appeal Request.

Appellants should either fax or mail a copy of this Notice of Dismissal of Appeal Request,
along with any supporting documentation relevant to the review request, directly to MAXIMUS
Federal.

Plans should include the model dismissal appeal request form with dismissals. If the plan
has the ability to populate information in thisform (e.g., names, dates of service), MAXIMUS
Federa recommends that plans do so. Plans should customize thisform to include their Plan
information and afax number for MAXIMUS Federad to utilize to request a case file. The modd
formisincluded in Appendix A.

82  DISMISSAL CASE FILE REQUESTS

Once MAXIMUS Federad receives adismissal review request from the appellant,
MAXIMUS Federal will contact, viafax, the individual or department that the Medicare Health
Plan haslisted on the Notice of Dismissal of Apped Request as the party responsible for providing
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acopy of the casefileto MAXIMUS Federa. Per CM S guidance, Medicare Health Plans will have
24 hours from receipt of the case file request to forward the requested case fileto MAXIMUS
Federa. CM S permits a 5-day mailing window for receipt of casefiles.

83 MAXIMUSFEDERAL REVIEW OF DISMISSAL DECISION

Once MAXIMUS Federa has received the case file from the Medicare Health Plan,
MAXIMUS Federal will review the contents of the file and the Notice of Dismissal of Appeal
Request, along with any supplemental information submitted by the appellant. After thisreview,
MAXIMUS Federal will determineif the Medicare Health Plan’ s dismissal was appropriate. If
MAXIMUS Federal agrees that the dismissa was appropriate, MAXIMUS Federa will affirm the
Medicare Hedlth Plan’ sdismissal. If MAXIMUS Federa findsthat the Medicare Headth Plan’s
dismissal was NOT appropriate (or new information has been discovered since the time of the
Medicare Hedlth Plan’ s dismissal making the apped request valid), MAXIMUS Federal will
overturn the Medicare Health Plan’ s dismissal and advise the Medicare Health Plan that it needsto
perform a substantive reconsideration.

831 FACTORSTHAT MAY RESULT IN AN OVERTURN OF A PLAN’S
DECISION TO DISMISS

e The appellant has shown good cause for filing their appeal outside of the 60-day appea
window and the reason for the Medicare Health Plan’ s dismissal is untimely filing of the
appedl.

e The Medicare Hedth Plan has not provided proof that it made attempts to secure
representative or Waiver of Liability documentation in accordance with Chapter 13 of the
Medicare Managed Care Manual.

If MAXIMUS Federa decides that the Medicare Health Plan’s dismissal should be
overturned, then the Medicare Health Plan is responsible for rendering afull, substantive
reconsideration of theissue at apped. If, at the end of this reconsideration, the Medicare Health Plan
denies coverage of or payment for the item or servicein dispute, in whole or in part, the Medicare
Health Plan should follow the appropriate steps for forwarding the case for independent review to
MAXIMUS Federal as per theinstructions in this Manual.

Please note: when Medicare Health Plans send these casesto MAXIMUS Federa for
substantive recons deration review, Medicare Health Plans should include in the case file a copy of
the MAXIMUS Federal overturn decision from the dismissal review. The date of the overturn
decision will serve asthe date of the reconsideration request for purposes of completing the
Recons deration Background Data Form.
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84  DISMISSAL CASE FILE DOCUMENTATION

For dismissal review casefiles being submitted by the Medicare Health Plan at MAXIMUS

Federd request, Medicare Hea th Plans should send an abbreviated case file. The casefile should
include:

e The Medicare Managed Care Dismissal Case File Data Form
A Dismissal Case File Narrative
The organization determination documents
The appeal request documents
A copy of the Notice of Dismissal of Appeal Request
Documentation of attempts made by the Medicare Health Plan to have the appealing party
correct any appeal request deficiency

841 THE MEDICARE MANAGED CARE DISMISSAL CASE FILE DATA
FORM

Every request from MAXIMUS Federa to aMedicare Health Plan for adismissal casefile
needs to be accompanied by the Medicare Managed Care Dismissal Case File Data Form. While
similar to the Reconsideration Background Data Form, thisform contains fewer and different data
elements. The Medicare Health Plan must designate a contact person on the Medicare Managed
Care Dismissal Case File Data Form. Medicare Health Plans must aso include the MAXIMUS
Federal Appeal Number on thisform. This Appeal Number will be provided to the Medicare Health
Plan on the faxed case file request form.

842 ACKNOWLEDGMENT LETTERS

MAXIMUS Federa will not issue acknowledgment |etters to either the appellant or the
Medicare Health Plan regarding dismissal review requests.

85 TIMEFRAMESFOR MAXIMUSFEDERAL REVIEW

All dismissal review requests will be reviewed by MAXIMUS Federal in accordance with
the timeframes applicable to the priority of the appeal. This means that for expedited dismissal
reviews, MAXIMUS Federa will render its dismissal decision within 72 hours of receipt of the case
file from the Medicare Health Plan. For standard service (pre-service) dismissal review requests,
decisions will be made within 30 days of receipt of the case file from the Medicare Health Plan. For
standard service Part B drug dismissa review requests, decisions will be made within 7 days of
receipt of the case file from the Medicare Health Plan. For standard clam (payment) dismissal
review requests, decisions will be made within 60 days of receipt of the case file from the Medicare
Health Plan. If MAXIMUS Federal needs to request additional information from the Medicare
Health Plan in order to process the dismissal review, an extension of 14 daysis permitted for
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expedited and standard service (pre-service) cases. No extensions are permitted for standard service
Part B drug and standard claim (payment) dismissal reviews.

86  DISMISSAL REVIEW DECISIONS ARE BINDING

Asper CMS guidance, MAXIMUS Federal decisions regarding dismissal reviews are
binding. No partiesto the dismissal will have further appeal rights of the dismissal decision.

51
Rev. January 2020



9. RECONSIDERATION DATA

MAXIMUS Federa extracts numerous data € ements from submitted reconsideration case

files and provides reportsto CM S based on the collected data. This Section discusses the related
data systems and how the collected information is used within the reports.

9.1

Thetopics addressed are:

9.1 Medicare Appeds System

9.2  Medicare Hedth Plan Monitoring Reports

9.3 Using the MAXIMUS Federal Website to Track Timeliness and Effectuation
MEDICARE APPEALS SYSTEM

MAXIMUS Federd utilizes the Medicare Apped System (MAS) to support administration

of the reconsideration process. Datais obtained and entered into MAS from the following sources:

CMS data systems, which provide enrollee and Medicare Health Plan identifying
information,;

Reconsideration Background Data Forms, from which certain data fields completed by the
Medicare Hedlth Plans are entered, as given, to MAS;
Adjudicator abstraction of information from other reconsideration case file documents.

In addition to providing datato MAXIMUS Federal for genera program administration,

MAS datais relevant to Medicare Health Plans in the following ways:

9.2

CMS obtains reports, based upon MAS data, to monitor certain aspects of Medicare Hedth
Plan compliance with appeal requirements.

MAXIMUS Federa publishes Reconsideration Statistical Reports on the Project web Site
www.medi careapppeal .com.

MEDICARE HEALTH PLAN MONITORING REPORTS
MAXIMUS Federal reports information to CM S related to:

Timeliness of Medicare Health Plan organization determination and reconsideration
determination

Medicare Hedlth Plan effectuation of IRE, ALJ, or Medicare Appeals Council overturned
recons deration determinations

It isimportant to note that MAXIMUS Federa provides the above reportsto CMS Central

and Regiona Officesto advise those offices of potential non-compliance. CM S personnel
determine how such reports should be used in discharge of their Medicare Health Plan monitoring
function. Typicaly, CM S personnel will contact the Medicare Health Plan if asignificant issue (for
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example, outlier) or pattern appears to exist, and will provide the Medicare Hedth Plan the
opportunity to research the case(s) more thoroughly.

However, aswill be explained below, the source of the reported compliance datais
primarily the Medicare Health Plan itself—specifically entries made to the Reconsideration
Background Data Form by the Medicare Hedlth Plan. It isvitd that the Medicare Hedlth Plan
carefully and accurately complete the form.

Proper Use of CMS Prescribed Adver se Determination Notices

MAXIMUS Federal Adjudicatorsreview the casefile and ascertain which notice, if any, is
contained. The type of notice is compared against the type required for the given appeal. The format
and content of the Noticeis also compared againgt related CM S requirements.

Timeliness of Medicare Health Plan - Organization Deter mination and Reconsideration

The Reconsideration Background Data Form (See Appendix) requires the Medicare Health
Plan to:

e Classify the case by priority (expedited, standard service, standard service Part B drug,
standard claim)

e Enter "date of receipt” and "date of completion” of the organization determination and
Medicare Health Plan reconsideration

e Enter requests for expedited processing and related Medicare Health Plan decision

e Indicateif al4-day extension wastaken "in the enrolleg'sinterest” (this extension is not
applicable to standard claim and standard service Part B drug appeals).

Thisdatais used to calculate the time interva within which the organization determination
and reconsideration should occur, and compares thisinterva with the actual timeliness reported by
the Medicare Health Plan. A variety of reports that measure Medicare Health Plan timeliness are
submitted to CM S using these calculations. This set of reports relies upon the information exactly as
given by the Medicare Health Plan on the Recons der ation Background Data Form. Consequently,
Medicare Health Plan errors or omissions on this form will result in reporting of either missing data
or cases outside of timeframe compliance.

In addition, the MAXIMUS Federa Adjudicators compare the contents of the casefile (for
exampl e, notices and correspondence) to the data reported by the Medicare Health Plan on the
Reconsideration Background Data Form. If the Adjudicator determines that an error or omission
exists on the Reconsideration Background Data Form, this error or omission is, if possible,
corrected and reported separately. MAXIMUS Federa uses thisinformation to report
"discrepancies’ with respect to Medicare Health Plan reported timelinessto CMS.
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Timeliness of Effectuation Compliance

Using the Medicare Health Plan's report of effectuation to MAXIMUS Federa, we report to
CMS ligtings of cases without compliance notice and statistics on effectuation compliance.

93 USING THE MAXIMUSFEDERAL WEBSITE TO TRACK TIMELINESSAND
EFFECTUATION

MAXIMUS Federal isresponsble for providing CM S with data for certain STAR rating
measures and for datain support of Regional Office (RO) Medicare Health Plan oversight activity.
Specificaly, MAXIMUS Federal provides CMSwith timeliness datafor STAR metric C32 and
with overturn rates for metric C33. In addition, MAXIMUS Federal provides reports indicating
cases where MAXIMUS Federal has not been notified of overturned cases requiring compliance
effectuation.

In order to alow Medicare Health Plansto proactively monitor the cases that they have sent
to MAXIMUS Federa for processing, we have developed awebsite that allows Medicare Hedth
Plansto access timeliness and compliance datain real time: www.medicareappeal.com. This
websiteis updated daily and is current as of the close of business on the previous business day.

It isimportant that Medicare Health Plans continuously review their underlying measure
datathat are the basis for the Part C Star Ratings. CM S expects Medicare Hedth Plans to routinely
monitor these data. Medicare Health Plans that notice discrepancies or have questions about the data
should bring these issues to the attention of MAXIMUS Federa asthey arise. Medicare Hedlth
Plans are encouraged to submit any questions they may have about the data to the email box linked
under the ‘ Contact Us' tab on the MAXIMUS Federal Part C appeals website or on the Contact
Information page in the Medicare Advantage Reconsideration Process Manual. Medicare Health
Plans that wait to raise issues with their data until CMS' plan preview periods may find thereis
inadequate time to investigate and resol ve them within the production schedule for the release of the
Star Ratings. Any issues or problems should be raised well in advance of CMS' plan preview
periods.

The following sections will review the resources that are available on the website so that
Medicare Hedth Plans can use the information throughout the year to monitor their own cases as
well asreport any discrepancies well in advance of STAR data being reported.

931 PLANTIMELINESSDATA

Plans can access timeliness data from the www.medi careappeal .com website by hovering
over the “Hedlth Plans’ tab at the top of the main interface page of the site. The drop-down menu
that appears there will have a selection option called “ Search for Y our Appeds Case.” Once
selected, thistab gives Medicare Health Plans the option of searching for data for a particular
contract number or case number. It aso alows Medicare Health Plansto limit the search by either
the date that MAXIMUS Federal receives the case or the date that MAXIMUS Federal rendersits
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decision. Once the limiting information is entered into this search box, alist of results datawill
appear.

MAXIMUS Federal provides two different data elementsto CM S to calculate timeliness.

As mentioned above, after performing a search, alist of results datawill appear. These case
search results are divided into columns. The data columns used to report timeliness datato CMS are
columns 2 (IRE Request Received Date), column 4 (Plan Reported Recon Receipt Date), and
column 5 (IRE Corrected Recon Receipt Date). Column 2 represents the date that MAXIMUS
Federa receives the case file from the Medicare Health Plan. Column 4 represents the date that the
Medicare Health Plan reportsto MAXIMUS Federa on the Reconsideration Background Data
Formthat they received the valid appea request from the appellant. Column 5, if filled in, isthe
date that, after going through the documentation in the case file, MAXIMUS Federa has
determined is the actua appeal start date. Timelinessis based on the number of days between
columns 2 and 4. If thereisadate in column 5, then timelinessis based on the number of days
between columns 2 and 5.

For example, for retrospective (i.e., payment) cases, Medicare Health Plans have 60 daysto
render their reconsiderations. In addition, for purposes of calculating timeliness, MAXIMUS
Federa allows 5 days for mailing of standard pre-service and retrospective cases (see Section 5.2).
Therefore, if columns 2 and 4 are more than 65 days apart, the case will be considered late. If there
isadate in column 5, the case will be considered late if there are more than 65 days between
columns 2 and 5.

The calculation works in the same manner for expedited, standard pre-service cases, and
standard Part B drug cases, although with different timeframes alowed. For standard pre-service
cases, Medicare Health Plans have 30 daysto render their reconsideration. Once again, MAXIMUS
Federa allows 5 daysfor mailing. Therefore, standard pre-service cases received more than 35 days
beyond the date in column 4 will be considered late. Of course, for standard pre-service cases,
extensions are alowed for Medicare Health Plans to gather additiona information. If the Medicare
Health Plan has derted MAXIMUS Federa viathe Reconsideration Background Data Form that
they have taken an extension, it will be noted in column 6. A *Y’ finding in this column will alow
for an additional 14 days for standard pre-service cases. Therefore, for standard pre-service cases
where there was an extens on taken, there should be no more than 49 days between columns 2 and
4.

For expedited cases, the standard timeframe is 72 hours (or 3 days). However, due to the
nature of expedited appeds, only one business day is alowed for mailing. Medicare Health Plans
are expected to submit expedited cases to MAXIMUS Federal via overnight mail or the QIC
Appeas Portal. Because Sundays and Federal holidays are not considered business days, for appeals
where the mailing day would fall on a Sunday or aFedera holiday, one extraday is permitted for
those cases to arrive. The same caveat for extensions for standard pre-service cases appliesto
expedited cases aswell.

Effective January 1, 2020, for standard Part B drug cases, Medicare Health Plans have 7
daysto render their reconsideration. Dueto the nature of these appeals, only one businessday is
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allowed for mailing. Medicare Health Plans are expected to submit standard Part B drug casesto
MAXIMUS Federd viaovernight mail or the QIC Appeals Portal. Because Sundays and Federal
holidays are not considered business days, for appeals where the mailing day would fal on a
Sunday or a Federa holiday, one extraday is permitted for those casesto arrive.

In 2019, MAXIMUS added a column to the website to represent plan timelinessat CMS
request. All cases found to be timely using the above described formula, will beindicated as*Y es’
timely. All cases found to be untimely will beindicated as“No”.

932 PLANEFFECTUATION DATA

The www.medi careappeal .com website can aso be used by Medicare Health Plansto
monitor effectuation and compliance. The method of performing a search for this data on the
websiteis very similar to the method used for seeing timeliness data. From the main page of the
website, Medicare Health Plans can hover over the “Health Plans’ tab at the top of the page. A drop
down menu will appear, with aselection entitled “ Search Effectuation Data.” This selection allows
Medicare Health Plans to monitor which of their cases have been overturned or partialy overturned
and determine if MAXIMUS Federa has received Medicare Health Plan compliance information.
Aswith timeliness data, Medicare Health Plans can limit the search by contract number, case
number, or date. Once search criteriaare entered, aresults datalist will appear.

Thisdatalisting advises Medicare Health Plans what the MAXIMUS Federal decision was
and if notice of their compliance with that decision has been received. Medicare Health Plans may
wish to check thisdata daily if they are waiting to see if MAXIMUS Federal has received
compliance information. In addition, Medicare Health Plans can monitor those cases where
MAXIMUS Federa has not noted a compliance was received. MAXIMUS strongly encourages
Medicare Health Plansto review effectuation data on our website and address any outdated
effectuations.

9.3.3 DATA DISCREPANCIES

If aMedicare Headlth Plan notices that there is no compliance data entered for a case where
they have sent compliance information to MAXIMUS Federa, or that timeliness data listed on the
website appears to be inaccurate, MAXIMUS Federa can investigate that discrepancy. With either
the timeliness or effectuation data, if a Medicare Health Plan has a question about a data element or
wantsto report a discrepancy, they can send an email to the email box linked under the “ Contact
Us’ tab in the upper right hand corner of the website. This email box is continuoudly monitored and
guestions are answered promptly.
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Appendix A- Model Appellant Dismissal Form

Dizmiszal Appeal Request Form

Directions: If vou wizh to appeal thiz dismiseal please fill out the information on this form and zend
1t to MANINUS Federal Services at the address shown below. Please note, please include a copy of
the Notice of Dismissal with vour request if vou are able to.

L
Z

h

[==]

Wame of beneficiary:
hiedicare Mumber:

. Perzon appealing: CBeneficiary CProvider of Service CIRepresentative

MName of person appealing:

. Address of the person appealing:

Ttem or zervice vou wish to appeal:

Provider name:

Diate of the service: From To WA

& Why do vou disagres with the health plan’s rezson for dismiseal? (Attach additional pages, if

NECEsEaTY.)

10, You may also include amy supporting matenal to assist vour appeal. Examples of supportmg

materials may include, but are not limited to:

2 Mail or fax proof of timely filing T Good cause reason for filing your appeal late to the plan
2 Good canse reason for filing vour appeal late to MAXINMUS O emittance Advice or
Explanation of Benefits T Mail or fax proof of submizsion of documents to the plan

WNOTE: For appeals about vour MNotice of Dismussal, it 1s WNOT necessary for you to send medical
records to MANINITE. We will only be making & decizion shout the plan’s reazon for dismizsal

12. S1gmature of Person Appealing: Drate:

Mail to:

MAXTMUS Federal

Medicare Managed Care Reconsideration Project 3750
Monroe Ave. Ste. 702

Pittsford, New York 14534-1302

Rev. January 2020

[Plan Insert Plan Mame & Fax Number]
[Plan Case or Control #]
[Plan Clzim Mumber if applicabla]l
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