Request for Redetermination of Medicare Prescription Drug Denial

Because we Braven Health denied your request for coverage of (or payment for) a prescription drug,
you have the right to ask us for a redetermination (appeal) of our decision. You have 60 days from the
date of our Notice of Denial of Medicare Prescription Drug Coverage to ask us for a redetermination.
This form may be sent to us by mail or fax:

Address: Fax Number:
Braven Health 1-800-693-6703
Attn: Medicare D Clinical

Review 2900 Ames Crossing

Road Eagan, MN 55121

You may also ask us for an appeal through our website at Bravenhealth.com.
Expedited appeal requests can be made by phone at 855-457-0222 (TTY: 711), 24 hours a day, 7 days a
week.

Who May Make a Request: Your prescriber may ask us for an appeal on your behalf. If you want
another individual (such as a family member or friend) to request an appeal for you, that individual must
be your representative. Contact us to learn how to name a representative.

Enrollee’s Information

Enrollee’s Name Date of Birth

Enrollee’s Address

City State Zip Code

Phone

Enrollee’s Member ID Number

Complete the following section ONLY if the person making this request is not the enrollee:

Requestor’s Name

Requestor’s Relationship to Enrollee

Address

City State Zip Code

Phone

Representation documentation for appeal reguests made by someone other than enrollee or the
enrollee’s prescriber:

Attach documentation showing the authority to represent the enrollee (a completed
Authorization of Representation Form CMS-1696 or a written equivalent) if it was not
submitted at the coverage determination level. For more information on appointing a

representative, contact your plan or 1-800-Medicare.
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https://Bravenhealth.com

Prescription drug you are requesting:

Name of drug: Strength/quantity/dose:

Have you purchased the drug pending appeal? [0 Yes [ No

If “Yes™:
Date purchased: Amount paid: $ (attach copy of receipt)

Name and telephone number of pharmacy:

Prescriber's Information

Name

Address

City State Zip Code

Office Phone Fax

Office Contact Person

Important Note: Expedited Decisions

If you or your prescriber believe that waiting 7 days for a standard decision could seriously harm your
life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision. If your
prescriber indicates that waiting 7 days could seriously harm your health, we will automatically give you
a decision within 72 hours. If you do not obtain your prescriber's support for an expedited appeal, we
will decide if your case requires a fast decision. You cannot request an expedited appeal if you are
asking us to pay you back for a drug you already received.

O CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 72 HOURS (if
you have a supporting statement from your prescriber, attach it to this request).
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Please explain your reasons for appealing. Attach additional pages, if necessary. Attach any
additional information you believe may help your case, such as a statement from your prescriber and
relevant medical records. You may want to refer to the explanation we provided in the Notice of Denial
of Medicare Prescription Drug Coverage and have your prescriber address the Plan’s coverage criteria,
if available, as stated in the Plan’s denial letter or in other Plan documents. Input from your prescriber
will be needed to explain why you cannot meet the Plan’s coverage criteria and/or why the drugs
required by the Plan are not medically appropriate for you.

Signature of person requesting the appeal (the enrollee or the representative):

Date:

Healthier New Jersey Insurance Company, Inc. d/b/a Braven Health (“Braven Health’) has a Medicare
contract to offer HMO and PPO Medicare Advantage and Medicare Advantage with Prescription Drug
plans, including group-Medicare Advantage and Medicare Advantage with Prescription Drug plans.
Enrollment in Braven Health’s products depends on contract renewal. Products are provided by Braven
Health. Communications are issued by Horizon Healthcare Services, Inc. d/b/a Horizon BCBSNJ in its
capacity as administrator of programs and provider relations for all of its companies. Both are
independent licensees of the Blue Cross and Blue Shield Association. The Blue Cross® and Blue
Shield® names and symbols are registered marks of the Blue Cross and Blue Shield Association. The
Horizon® name and symbols are registered marks of Horizon Blue Cross Blue Shield of New Jersey.
©2020 Braven Health, Three Penn Plaza East, Newark, New Jersey 07105.
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B.r av en Notice of Nondiscrimination

HEALTH

Braven Health complies with applicable Federal civil rights laws and does not discriminate against nor does it exclude
people or treat them differently on the basis of race, color, gender, national origin, age, disability, pregnancy, gender
identity, sex, sexual orientation or health status in the administration of the plan, including enrollment and benefit
determinations. Braven Health provides free aids and services to people with disabilities (e.g. qualified language interpreters
and information in other formats) and to those whose primary language is not English (e.g. information in other languages)
to communicate effectively with us.

Contacting Member Services
Call Member Services at 1-833-272-8360 (TTY 711) or the phone number on the back of your member ID card, if you
need the free aids and services noted above and for all other Member Services issues.

Filing a Section 1557 Grievance

If you believe that Braven Health has failed to provide the free communication aids and services or discriminated against
you for one of the reasons described above, you can file a discrimination complaint also known as a Section 1557
Grievance. Braven Health’s Civil Rights Coordinator can be reached by calling the Member Services number on the back of
your member ID card or by writing to:

Braven Health

Civil Rights Coordinator
PO Box 820

Newark, NJ 07101

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

Language assistance
Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiliistica. Llame al 1-833-272-8360 (TTY 711).
AR MBREERAKRETX, GRUREERESEYRS. FHE 1-833-272-8360 (TTY 711) .

Fo|: =0 E ALESHAlE B2, 20| X[/ MB|AE FEZ 0|85t = AS L CL

1-833-272-8360 (TTY 711)HO 2 H3Is| FHA|L.
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-833-272-8360 (TTY
711).

YUoll: Al A sl el &, cl [A:2es eltnl Asla Al dMIRL HI2 Gudsu B. Slot

52 1.833-272-8360 (TTY 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowej. Zadzwon pod numer
1-833-272-8360 (TTY 711).
ATTENZIONE: In caso la lingua parlata sia 1'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 1-833-272-8360 (TTY 711).
(711 Sl macall Caila o8 ) 833-272-8360-1 o8 Sl . laally ll 3 555 4 alll Bac Lusall land (8 alll SO Gaati S 1) pdda sale
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-833-272-8360 (TTY 711).
BHUMAHMUE: Ecnu Bbl TOBOpUTE HAa PYCCKOM SI3BIKE, TO BaM JIOCTYITHBI OECIUIATHBIE YCIyTH IIEPEBOAA. 3BOHUTE
1-833-272-8360 (teneraiin 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-833-272-8360 (TTY
711).
&I & AT 3T e T g T e {7 {oq § AT9T Hg13dT HaT0 3TAsd g1 1-833-272-8360 (TTY 711) T
A H|
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-833-272-8360
(TTY 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
1-833-272-8360 (ATS 711).
028 JS L G i e e e (S oae (S ) S G giegm s sl Gl S la i
1-833-272-8360 (TTY 711).
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