MEDICAL ASSOCIATES HEALTH PLANS
OPERATIONS POLICY AND PROCEDURES MANUAL

POLICY NUMBER: 10B
POLICY TITLE: Grievance/Appeal Procedures for Commercial Members - Wisconsin

POLICY STATEMENT: To assure a timely, efficient and consistent process for administering
grievance procedures for members covered by Wisconsin based employer
groups.

NOTE: It is the intent of this Policy and Procedure to comply with applicable law. To the extent there is
conflict between the procedures in this Policy 10B and applicable statutory and/or regulatory law, the
relevant statutes/regulations will control. Grievance procedures in Wisconsin are governed by Wis. Stat.
§ 632.83 and Wis. Admin Code Chapter 18.

* All notifications to members will be in a cultural and linguistic appropriate manner.

» For concurrent care appeal decisions, enrollees are allowed to have continued coverage under their
medical benefit pending the outcome of the appeal.

PROCEDURE:

A. Preliminary Matters:

At any time of the grievance process, Medical Associates Health Plans (MAHP) will inform the Member
of his/her right to be represented by someone of his/her choosing and to communicate by conference call
or other technology. The Member is given the opportunity to submit written comments, documents,
records or other information relevant to the grievance. The Member can request access and copies of all
documents relevant to the Member’s grievance.

Under Wisconsin law, a “Grievance” is a written expression to an insurer expressing any
dissatisfaction, including as to services or claims. A written request for appeal of a coverage
decision (an adverse benefit determination) is considered a Grievance.

Note: According to the Wisconsin OCI interpretation of applicable law as communicated via SERFF,
there is no limit to the time for a member to request a Grievance, including a Grievance regarding an
adverse benefit determination.

Definition of “Grievance”:

Wis. Admin Code § Ins. 18.01(4) defines “grievance” as “any dissatisfaction with an insurer offering a
health benefit plan or administration of a health benefit plan by the insured that has expressed in writing
to the insurer by or on behalf of an insured including any of the following:

a. Provision of services;
b. Determination to reform or rescind a policy;

c. Determination of diagnosis or level of service required for evidence-based treatment of autism
spectrum disorders;

d. Claim practices.”

B. General Procedure for Handling a Grievance:

Operations Policy: Grievance Procedures for Commercial Members - Wisconsin Page 1 of 21



MEDICAL ASSOCIATES HEALTH PLANS
OPERATIONS POLICY AND PROCEDURES MANUAL

Upon receipt of a Grievance, including a quality-of-care Grievance regarding any practitioner or
provider, the Grievance will be forwarded to Member Services and/or delegate to oversee the Grievance
process.

a.

b.
C.

Written acknowledgement of the Grievance will be sent to the Member within five (5) business
days of receipt (Attachment A).

The substance of the Grievance and the action taken will be documented.

The substance of the Grievance will be fully investigated, including all aspects of clinical care
involved.

The Member will have the opportunity to submit written comments, documents, records or other
information relating to the Grievance.

The Grievance Committee will review the Grievance within 30 calendar days of receiving the
request. If the Grievance cannot be resolved within 30 calendar days, a letter will be sent to the
Member or the Member’s representative explaining that an additional 30 calendar days are
needed (Attachment B). The letter shall state:

1. that the Grievance has not been resolved
ii.  when resolution may be expected
iii.  reason why additional time is needed.

The Grievance Committee members may not have been previously involved in the initial
decision or the subordinate of any person involved in the initial determination. If a committee
member was previously involved or is a subordinate, this member will not participate in the
resolution/decision of the Grievance Committee.

The Member or Member’s representative has a right to appear (via conference call or in person)
before the Grievance Committee and shall be notified of this right in writing no less than seven
(7) calendar days before the Grievance meeting (Attachment A)

If the Member or Member’s representative cannot appear in person, he or she may choose to
communicate with the Grievance Committee by conference call. This option is given when the
member is notified of his or her right to appear.

i.  The Committee shall consist of three (3) persons who have not been previously
involved in making the initial decision. Two (2) members shall be MAHP Members and
one (1) member shall be the Chief Operating Officer (or his/her designee).

ii.  Member Services shall document the meeting with formal minutes and under the
direction of the chairperson and committee formulates the response of the grievance to
the Member.

Written notification of the disposition of the Grievance and the right to Independent Review,
when appropriate, will be sent to the member within 30 calendar days of receipt of the Grievance
(Attachment C or D)

1. Notification will include:

a) The specific reason for the Grievance decision in easily understandable language.

b) Reference to the benefit provision, guideline, protocol or other similar criterion on
which the Grievance decision was based.

¢) Notification that the Member, upon request, can obtain a copy of the actual benefit
provision, guideline, protocol or other similar criterion on which the Grievance
decision was based.

ii.  Notification that the Member is entitled to receive, upon request, reasonable access to

and copies of all documents relevant to the Member’s Grievance.

iii. A list of titles and qualifications of individual(s) participating in the Grievance review.

iv. For Grievances involving any clinical issues, a practitioner who has appropriate

training and experience in the field of medicine involved in the medical judgment, will
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review the Grievance. This practitioner will not have participated in any of MAHP’s
prior decisions on the case.

j-  The Member Services Manager or designee logs all Grievances into the appeals/grievance Excel
spreadsheet, documents the Grievance decision, and aggregates Grievances by category and
turnaround time. The Quality Improvement (QI) Manager takes appeal reports to the Quality
Improvement Committee (QIC) for review and approval (see Attachment G).

k. Grievance Definitions for annual reporting to the Wisconsin OCI are set forth in Attachment L.
Grievances will be categorized according to the definitions required by the OCI: Access to Care
(ATC); Continuity of Care (COC); Cost Sharing (CSG); Drug & Drug Formulary (DRG);
Emergency Services/Urgent Care (ERS); Experimental Service (EXP); Not a Covered Benefit
(NCB); Not Medically Necessary (NMN); Network Adequacy (NET); Out of Network (OON);
Plan Administration (PLA); Plan Providers (PLP); Preventive Services (PVS); Prior
Authorization (AUT); Request For Referral (REF).

1. Grievance reports will be reviewed for accuracy by the MAHP Member Services Manager and a
designated Manager in the Health Care Services Department on at least an annual basis.
Following this review, and on at least an annual basis, Grievance reports will be submitted to
the Quality Improvement Committee for its review and approval.

C. Procedures for Expedited Grievances:

1. A request for an urgent care Grievance will be considered if the time for making a non-urgent
care determination:

a. could seriously jeopardize the life or health of the Member or the Member’s ability to
regain maximum function, based on a prudent layperson’s judgment; or

b. in the opinion of a practitioner with knowledge of the Member’s medical condition,
would subject the Member to severe pain that cannot be adequately managed without the
care or treatment that is the subject of the request.

2. Anurgent care Grievance will automatically be granted for requests concerning admissions,
continued stay or other health care services for a Member who has received emergency
services, but has not been discharged from a facility.

3. If the urgent care Grievance involves an urgent concurrent review determination, the
organization must continue service without liability to the Member until it notifies the
Member of the decision, unless the service relates to an initial unauthorized admission.

4. Urgent care Grievances will be resolved within 72 hours after receipt of the Grievance,
or sooner as needed to accommodate the clinical urgency of the situation.

5. Upon written request, MAHP shall mail or e-mail a copy of the member’s complete policy

to the member (or the member’s authorized representative) as expeditiously as the

Grievance is handled.

A practitioner can act on behalf of the Member when registering an urgent care Grievance.

The substance of the Grievance and the action taken will be documented.

8. The substance of the Grievance will be fully investigated, including all aspects of clinical
care involved.

9. The Member will have the opportunity to submit written comments, documents, records or
other information relating to the Grievance.

10. The Grievance Committee members may not be members who were previously involved in
the initial decision and are not the subordinate of any person involved in the initial
determination. If a committee member was previously involved or is a subordinate, this
member will not participate in the resolution/decision of the Grievance Committee.

e
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11. The Member or Member’s representative has the right to appear before the Grievance
Committee and is notified of this at the time the urgent care Grievance request is received.

12. If the Member or Member’s representative cannot appear in person, he or she may choose to
communicate with the Grievance Committee by conference call. This option is given when
the Member is notified of his/her right to appear.

a. The committee will consist of three (3) persons who have not been previously involved
in making the initial decision. Two (2) members shall be MAHP members and one
member shall be the Chief Operating Officer (or his/her designee).

b. The Member Services Department shall document the meeting with formal minutes and
under the direction of the chairperson and committee formulates the response of the
Grievance to the member.

14. The Member, Member’s representative or practitioner (if acting on the member’s behalf)
will be notified of the decision within 72 hours of receipt of the urgent care Grievance via
telephone or written correspondence. Verbal notification will be followed by written
correspondence. Notification will include:

1. The specific reason for the Grievance decision in easily understandable language.

ii. Reference to the benefit provision, guideline, protocol or other similar criterion on
which the Grievance decision was based.

iii. Notification that the Member, upon request, can obtain a copy of the actual benefit
provision, guideline, protocol or other similar criterion on which the Grievance
decision was based.

iv. Notification that the Member is entitled to receive, upon request, reasonable access
to and copies of all documents relevant to the Member’s Grievance.

v. A list of titles and qualifications of individual(s) participating in the Grievance
review.

vi. For Grievances involving any clinical issues, a practitioner who has appropriate
training and experience in the field of medicine involved in the medical judgment,
will review the Grievance. This practitioner will not have participated in any of
MAHP’s prior decisions on the case.

15. The Member Services Manager or designee will log all Grievances into the
appeals/grievance Excel spreadsheet, document the Grievance decision, and aggregate
Grievances by category and turnaround time.

16. Grievance Definitions for annual reporting to the Wisconsin OCI are set forth in
Attachment I. Grievances will be categorized according to the definitions required by the
OCI: Access to Care (ATC); Continuity of Care (COC); Cost Sharing (CSG); Drug &
Drug Formulary (DRG); Emergency Services/Urgent Care (ERS); Experimental Service
(EXP); Not a Covered Benefit (NCB); Not Medically Necessary (NMN); Network
Adequacy (NET); Out of Network (OON); Plan Administration (PLA); Plan Providers
(PLP); Preventive Services (PVS); Prior Authorization (AUT); Request For Referral
(REF).

17. Grievance reports will be reviewed for accuracy by the MAHP Member Services Manager
and a designated Manager in the Health Care Services Department on at least an annual
basis. Following this review, and on at least an annual basis, Grievance reports will be
submitted to the Quality Improvement Committee for its review and approval.

D. Independent External Review by IRO

1. Statutory/Regulatory Definitions. (See Wis. Stat. § 632.835 & Wis. Admin Code § Ins.
18.10)
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Coverage Denial Determination means (i) an “Adverse Determination”, (ii) an experimental
treatment determination, (iii) a pre-existing condition exclusion. (iv) denial of a request for
referral when expertise is medically necessary but not available in-network, or (iv) the
rescission of a policy or certificate.

Adverse Determination is defined as treatment that “does not meet the health benefit plan’s
requirements for medical necessity, appropriateness, health care setting, level of care or
effectiveness.” This includes denial “of a request for a referral for out-of-network services
when the insured requests health care services from a provider that does not participate in the
insurer’s provider network because the clinical expertise of the provider may be medically
necessary for treatment of the insured’s medical condition and that expertise is not available
in the insurer’s provider network.

2. General Matters:

a. All Members who meet the independent external review criteria will be afforded the right
to appeal a coverage denial determination to an IRO.

b. Notification of independent external review rights will be given each time MAHP makes
a coverage denial determination. The notice shall comply with Wis. Stat. § 632.835 and
be accompanied by the informational brochure developed by the Office of Commissioner
of Insurance (or similar form), describing the independent review process.

c. Annually, members will be informed of the right to independent review.

d. Wis. Stat. § 632.835 outlines notification requirements which will include:

i. A statement that the Member may have the right to an independent external review
after the internal Grievance process is complete.

ii. A statement that the Member may be entitled to an expedited independent external
review with respect to an urgent matter.

iii. A reference to the section of the policy or certificate that contains the description of
the independent external review process.

iv. A statement that the Member should contact the Compliance Department for a list of
IROs that MAHP has contracted with for the external review process.

v. An enclosure with the letter of the fact sheet from Office of the Commissioner of
Insurance (OCI) on the independent review process (Attachment E).

e. To request an independent review, a Member or Member’s authorized representative
shall provide written notice of the request for independent review. When a request for
independent external review is received by MAHP, written notification of the receipt
must be sent to the selected IRO and the OCI within 2 business days.

f.  The IRO will determine if the Grievance meets the criteria for review. Examples of
requests that do not meet the criteria for external review are as follows:

i. The Member has not exhausted the internal appeals process.

ii. The request does not qualify as an expedited request for review, so the request will be
put through MAHP’s internal Grievance process.

iii. If the request exceeds the four (4) month limitation time frame. (The Member will be
sent a letter of explanation.)

iv. The Grievance relates to administrative matters, including enrollment eligibility, not
related to treatment or services.

v. Note: If the IRO determines the request does not meet the criteria for review, the IRO
will notify the Member and MAHP within two (2) business days of receipt.
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g. Grievances eligible for independent external review rights must have exhausted the
internal Grievance process, unless:

i. Both MAHP and the Member or the Member’s representative, agree the Grievance
should proceed directly to independent external review, or

ii. The IRO determines an expedited review is appropriate upon receiving a request from
a Member or a Member’s representative that is simultaneously sent to MAHP.

h. An independent external review is available when:

1. Coverage for treatment has been denied because due to medically necessity,
appropriateness, health care setting, level of care of effectiveness

i1. Coverage for treatment has been denied as experimental.

iii. The Grievance is based on a “coverage denial determination” (see definition, above),
not a benefit determination.

i.  The IRO will determine:

1. If a conflict of interest exists. (The IRO shall provide written notification to MAHP,
commissioner and the Member, or Member’s representative within three (3) business
days stating a conflict exists and decline to take the review.)

ii. The type of case for which the review is sought. (The IRO will determine if a case is
a coverage denial determination or administrative issue. If the review is not a
coverage denial determination, the IRO will notify MAHP, commissioner, Member or
Member’s representative of the determination within two (2) business days.)

iii. The specific question or issue that is to be resolved.

iv. Whether the case merits a standard or expedited review.

v. Criteria for the number and qualifications of the reviewer(s).

The IRO will establish and maintain procedures to ensure that it is unbiased.

All documentation will be sent without requiring written release from the Member.

Information submitted to the IRO at the request of the IRO by either the Member, the

Member’s representative or MAHP, will be promptly provided to the other party for

review.

m. After the IRO’s review, the decision notification will include:

1. The question/issue that was referred for review.

ii. A description of the qualification for the IRO’s determination, including supporting
documentation.

iii. The clinical rationale or explanation for the IRO’s determination including supporting
documentation.

iv. IRO decisions regarding adverse and experimental treatment determinations are
binding on both the insured and MAHP.

n. MAHP will have affected claims processed/reprocessed within 30 days of receipt of the
IRO determination.

0. MAHP will maintain data on each independent external review, including descriptions of
the denied item(s), reason for denial, IRO decisions and reasons for decisions. This data
will be reported to the Utilization Management Committee and the QIC to evaluate
MAHP’s medical necessity decision making process.

p. MAHP will pay the fee submitted by the IRO within 30 days of receipt of the written
invoice.

—

3. Timelines: Standard Independent External Review:
a. The request for independent external review must be received at MAHP within four (4)
months of the date of MAHP’s Grievance decision letter.
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b. All documentation must be submitted to the selected IRO within five (5) business days
of MAHP’s written notification to the IRO of the receipt of the request.

c. Additional information requested by the IRO must be sent within five (5) business days
of the IRO request or an explanation of why the information is not being submitted.

d. The IRO will send their decision in writing to MAHP and to the member within 30
business days of the receipt of the request or the receipt of the requested additional
information, if applicable.

4. Timelines: Expedited External Review:

a. Ifthe request is an expedited Grievance, as determined by the selected IRO, all
documentation must be sent to the IRO within one (1) business day of the expedited
determination by the IRO.

b. Additional information requested by the IRO for an expedited external review must be
sent within two (2) business days of the IRO request.

c. The IRO will make a determination within 72 hours of receipt or the requested
additional information, and notify MAHP and the member within one hour of making
their determination.

E. Audit of the Grievance Process:

Prior to the Grievance Committee meeting, an executive summary is prepared. When the grievance is
completed, the designated Administrative staff updates the summary with the grievance decision. The
executive secretary audits the file and completes the checklist (Attachment F) to ensure all grievance
documents are included.

The Member Services Manager conducts a second audit. Once completed, he/she initials and dates the
checklist (Attachment F). The designated executive secretary then scans the complete grievance file and

links it to the member’s file on the network system.

F. Annual Grievance Reporting to the Wisconsin OCI:

Wisconsin Stat. § 632.83, and Wis. Adm. Code Ins. 18.03 require that health benefit plans submit annual
reports describing the internal grievance procedure and summarizing grievances received and resolved
in the previous calendar year. This filing will be prepared and submitted by the Compliance Department
in accord with the procedures of the OCI. Grievances on the appeals/grievance Excel spreadsheet for
the prior calendar year will be audited by the Compliance Analyst or designee to confirm they are
properly categorized pursuant to the Wisconsin OCI Grievance Definitions (see Attachment I).

NOTE: This policy and procedure identifies MAHP’s grievance procedures. Member subscriber
agreements may override this document to the extent permitted by law.

G. Attachments:

Acknowledgement and Grievance Meeting Notification Letter
Grievance Extension Letter

Grievance Resolution Letter no IRO option

Grievance Resolution Letter with IRO option

Fact Sheet on the Independent Review Process in Wisconsin from the OCI.
File Audit Checklist

TEOOW>
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G. Clinical Criteria for Automatic Expedited Review
H. Wisconsin Request for Additional Information
L. Wisconsin OCI — 26-007 Grievance Definitions (as of 2/2/2016)

Barb Koerperich, MSN Date
Director of Quality and Health Care Services

Karen Hoffmann Date
Director of Operations

Original Effective Date: ~ 06/95

Revised Date(s): 02/96, 02/97,08/97, 08/98, 01/99, 04/99, 08/99, 10/99, 04/00, 04/01, 07/01, 01/02, 02/02, 05/02, 06/02, 12/02, 01/03, 02/03, 12/03,
04/04, 01/05, 03/05, 05/06, 02/07, 01/08, 05/08, 02/09, 11/09, 04/10, 04/11, 03/12, 04/13, 04/14, 05/15, 05/16, 05/17, 5/18, 5/19,
3/20,9/21

REQUIRED DISTRIBUTION LIST

[JAdministration [JEDI Member Services
Claims [JFacilities [JProvider Relations
[ICommercial Sales [IFinance [IPhysicians/Practitioners
Compliance Health Care Services [IPharmacy
[1Configuration [1Marketing Quality Improvement
[JCredentialing [1Medicare Sales

S —
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Date Attachment A
Acknowledgment Letter &
Grievance Meeting

Name Notification Letter
Address

City, State Zip
Dear
On (Date), Medical Associates Health Plans (MAHP) received a written request from you to file a

grievance. The grievance request is on behalf of (name of patient). The request is for services received
at (name of Provider/facility) on (DOS).

This letter is to notify you that the Grievance Committee will meet (day and time of meeting). The
meeting will be at MAHP, 1605 Associates Dr., Suite 101, Dubuque, lowa. You have the right to
appear in person. You may also invite a representative to be present at the Grievance Committee
meeting. You or your representative may present any written and/or oral information you would like the
Committee to consider.

If you choose to appear before the Committee, you must notify us. If you are unable to appear before the
Committee, you may schedule a conference call. Please confirm at 563.584.4885 or 1.866.821.1365.

Sincerely,

Laura A. Boge
Member Services Manager

Medical Associates Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-866-821-1365 (TTY: 1-800-735-2942).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-866-821-1365 (TTY: 1-800-735-2942)

S —
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Date
Attachment B
Wisconsin Grievance Extension Letter
Name
Address

City, State, ZIP

Dear

Medical Associates Health Plans is in the process of reviewing your grievance, but is in need of
additional information. Therefore, we need to inform you that a 30-day extension is necessary for the
resolution of your grievance. We apologize for the delay.

In order to proceed with your grievance, please provide the additional information necessary for

resolution as soon as possible. If you have any questions, feel free to contact the Member Services
Department at (563) 584-4885 or 1-866-821-1365.

Sincerely,

Laura A. Boge
Member Services Manager

Medical Associates Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-866-821-1365 (TTY: 1-800-735-2942).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-866-821-1365 (TTY: 1-800-735-2942)
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Attachment C
Date WI Grievance Resolution Letter No IRO option
Name
Address

City, State ZIP

Dear Name:

As you are aware, the Grievance Committee of Medical Associates Health Plans met on Date. The
Committee met to review and resolve the matter relating to the denial of services for you at Provider on

DOS.

In regards to your request for services with Provider at the Provider Site, your Subscriber Agreement,
Contract, states: “Contract language”

The Grievance Committee considered all the information presented by you, as well as the information
provided by the staff of Medical Associates Health Plans. Based upon the terms of the Subscriber
Agreement, the conclusion of the Grievance Committee was that services had been appropriately denied
at Provider/location.

You have now exhausted Medical Associates Health Plans’ internal appeals and grievance processes.

Sincerely,

Chief Medical Officer
Medical Associates Clinic & Health Plans

Cc: Chief Operating Officer
Director of Quality and Health Care Services Director of Operations
Grievance Committee Members Director of Finance

Medical Associates Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-866-821-1365 (TTY: 1-800-735-2942).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-866-821-1365 (TTY: 1-800-735-2942)
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Date
Attachment D
WI Grievance Resolution Letter with IRO Option
Name
Address

City, State ZIP

Dear Name:

As you are aware, the Grievance Committee of Medical Associates Health Plans met on Date. The
Committee met to review and resolve the matter relating to denial of services for you at Provider on

DOS.

In regards to your request for services with Provider at the Provider Site, your Subscriber Agreement,
Contract, states: “Contract language”

The Grievance Committee considered all the information presented by you. The Committee also
considered the information provided by the staff of Medical Associates Health Plans. Based on the
terms of your Subscriber Agreement, the conclusion of the Grievance Committee was that Services had
been appropriately denied at Provider/location.

You have now exhausted Medical Associates Health Plans’ internal appeals and grievance processes. If
you wish, you may pursue your decision to another level. You have the right to send your grievance to
an Independent Review Organization (IRO). To file with an IRO, you will need to send the following
information to Medical Associates Health Plans, Attention Laura Boge, Member Services Manager, at
1605 Associates Drive, Dubuque, 1A 52002:

1. A written request for the IRO within four (4) months of receipt of this letter.

2. An explanation for why your claim should be paid, including any supporting documentation.

3. If someone is filing on your behalf, include a statement signed by you, authorizing them to be
your representative.

The decision of the IRO is binding on Medical Associates Health Plan and on you.

I have enclosed an informational brochure on the Independent Review Process. This was developed by
the Wisconsin Office of the Commissioner of Insurance.

If you have any questions, please feel free to contact our Member Services Department at (563) 584-
4885 or toll free at (866) 821-1365.

Sincerely,

Laura A. Boge
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Member Services Manager

Cc: Chief Operating Officer
Director Health Care Services
Director of Finance
Director of Operations
Grievance Committee Members

Enclosures: OCI informational Brochure
Medical Associates Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-866-821-1365 (TTY: 1-800-735-2942).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-866-821-1365 (TTY: 1-800-735-2942)
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Attachment E
Fact Sheet on the Independent Review Process in Wisconsin from the OCI

-
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! STATE OF WISCONSIN

Fact Sheet on the Independent
Review Process in Wisconsin

OFFICE OF THE COMUBMISSIONER OF INSIERANCE

Fi-203 (R 0120183

maapoan

This fact sheef provides general information on the
independent review process in Wisoonsin [f you
hawe epeciic guesions on how & Moy apply Lo your
situadion, pleass confac] your insurance company or
the= Office of the Commussionesr of Insurance (OC1H

What is an independent revies?

An indapandant review I8 8 process allowing an
citzsde axpan to provide 8 second loed &l your
clamm Hecausms e reviewsr 5 nob arisated with pan
oF e Inpurner, the raviowsar s abio o corduct 8n
independent and nbiased review of your claim.

What types of dispates can be decided throwgh
imdependen reviewT

AN MOEpEnDent review 5 avalkobis WhENSWET your
heakih plan denise vou coverages for reatmeant
becawse § mainkaing the feaimenl is hal medecally
MECEAdany OF £16 exponmeniad, Inciudng a dondal of
WO Fequesl for out-al-nebaonk BSrvices wihan you
believe the cinical expertise of the oul-al-nebwork
prosger Is medecalty netrsaary. The trealmeend must
oifarwies ba & coversd Benafit undar the insuronce
confrack

AN NN DENDNT VeI B 0IB0 Al lab e wnangyer
your healil plan denies you coverage far reatment on
the basis of a pres=xisting condition excluson

Wil FRay atsd reguesl an independent réview I the
irksurer rescinds your heaith insurance policy of
ceMMEnn . HEsEiamion Meana e insumr neroa ey
cancale your policy or modiies the terme of the policy
because § maintins you did not enswer the healh
questions on the applcabon for msurance completely
&Nnd ACeuEnEhey.

1 youu and your insurer disagres= abowut whether or noi
your dispute m eligible for mdependent review, you
may requestil be sent ip an Independent Review
Crganization (IR The (RO will decide § it has the
futhansy to do iha review.

What types of diaputcs arc nod cligibls for
indepandant review?

Yo may not reguest an ndeperdent review if e
requested treatmeant 8 not a coversd benafil For
example, il your polcy specifically excludes coverages
of weight loss treatment, your request o have e

inswrer cover your weight loss treaiment would not be
eligible for mdependent review. even if you believed
ha treatman] was medically nacessan.

&lso, if your dispuie involves an adminsirafe issue
Zich an whothar your premium was. pasd on time, it
ia nol sligibés for an independenl feview, However,
po wold be abis o ask the inswer io nevisw your
cancema hroagh £oiniemal griavanos prriass

Il you have coverage rough Medicans, Medicakd, or
another federal plan, or if you are covered through
YOI gmplsyers sel-fundod plan, you ane nol eigiie
o reguest Bie independent review described in this
publicotion. These plans generally have a different
appeal process, which is Ssplained i yosur mmemier
nealerals.

Who conducts tha indepandent reviews?

The independent revies process provides you with an
OpponuT ity %0 have your dinpute msawnd by sxparts
‘whio have mo connacion o your healih pdan. The

IR0} assigns your dapute o @ clinical peer nevisysr
Wi is @n expert in the reatment of ywour medical
condiion. The dinical pesr reviewsr i generaly a
board-cerified physician or other appropriade medical

I some cases, the 1RO wil also consull 'wilh an
atharney or other iInsurance expart. The RO has
e auEnorRy o uphicdd ar revarss 1ha heallh plan's

When can | requesi an independend ieview?

‘Whenever your msurer makss o covernge denial
dietorminaton, it muak provde o Wil mhonmabion
on your appeal rights, incuding ils inlemal grievance
procedures and your right io request an independent
review, in mosk cases, you will nesd o complede ypour
healih plan's internal gisvancos procedure el
requesting an mdependent review.

How do | request an mdependent review?

| FHE INZUMET 3 NGl WIGD QOO0 QR WOIr Gy ince
Ehould incude a notics axplaining how o reguast an
mdependent review. Send your witlen reguest for
mifependen] rewiew 0 e address proviked m e
insurar's inal wrikan deciaon winin 4 montha of the
date the grisvance procedure was compleied
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B mure o inclhude:

* Your i, eddnens, and phone ndmiber

= bp explanalion of why pou believe e Featmen
snoilid be covemd

#* Any edditional infamation or dotumentalion
supparting your position

= U mmarmae sl @ flneg oo yon okl @
statermend signed by you suthorising the penson
to be your representative

= Ay 0Sher informndion Muenied by Your inouner

What documents should | provide 1o help the RO
make & determinalionT

ou may provde the IR any information yoo think
will support your case. This may inciude your medical
recodde and 1eet reaulls, & letler fom your plyaician
ar res=arch arlicles from pesr-reviewed medical
POLITIEID.

What i | need care mow'?

Genenally, you must compiate your healih plan's
mtemal grievance proceduns before requesstng an
ndependent review. However, your do ot need to
compieia this process § bodh wou &nd e nsunar
agree io procesd direcily io independent review or i
you need immedsate medical cane

If wou meed immediale medical reatment and L=alieve
the Bme pencd for resclareg an indcrnal gricwancs wall

coues o dslny, [eopardizing your B or haskh, you
may ash 1o bypass Me insurer's itamal grievancs
Process

‘When you cbtained your coverags, your nealth plan
should have prowided you with wnblen nformabon
eiphining the ndependeni review process. Yoo miny
alzo contact the health plan o reguest Infamation on
the independent review process.

‘When you have te infgrmaten you nead, send
wour Peguesal for af cepodiod indegondonl revics ol
the =ame lime you s=nd the insurer your expedibed
gnevanse reguest Tha IRCrs medical dinecior or
oiher madical profeasional will review your requesd
and decide if an immediate review = needed. 5o, i
will reviow your dispuie on an srpedited basis

I the RO decdes your heallh condilion does. not
require ids immediate review of your diepuies it el
notify you b0 firel complade the intemal grievance
process,

& thare & coal involved?

Ther= is no cost fo you for requesing an indep=nderd
review, Your health pien io required to pay the RO
Tesg

How long does the independent review process
takeT

Within 5 business days, the insurer musd send bo the
IR

= il refevant medical records and olher
dacementation used in makng s decisaon

&l Al T ks imanisdaoen Wi Send b B e yir
reguss]

The 1RSI then has & busness days to request amy

sddrtional nformation § may need fram e iivsures

or from you, and no more than 30 business dzys o

minkg it dociaicn

It thee IRD dedesinines this: Ume pedod could
isopariize your ife or heatth, the msurer must send
fta documantation wihin 1 day and the (RO then has
2 business days bo reguesl amy addional mformabon
The IR must nobfy you and the msarer of &s
zacigion no later than 72 hours after recatving fhe
rEview reqlessh

How deas the IRD maks As decisionT

The IR0 must consider all of the dotum=ntaton
End oifear informaten proscad by you and ha
ingurer, including medical or scenlific svidance, tha
mpplcabés msuranee condrnct, and any legal bases

It may nevanss an insurera denial based on an
sapermenial beatmenl delsminatan i it delsmines
M TEATNENT NAS DEsn SRPRYen 0y e FOG, Whnen
required, and alea when medically and scienbiScally
mooepled evidence cleary demonsirates e
treatrment is proven safe and can be sxpecied o
produce grester benafibs thkan the standand reatmen
withaul po&ing & greaber adwarse sk,

Does my health plan have o abide by the
fecEsnn
Yee, e daclsion of the RO e binding.

What it | have more guestiona?

Youl insurer’s cusiomed servics depariment shoukd
be abls to anmwer any queshona you may have
ragarding tha independant review process,
&ddiional imformation on the federal ext=mal renewy
process may be found from the U S Depariment
of Health and Human Sarvices gt Tha Tanles for
Consumer informakon & Insurance Creersight’s
InitiaEweed Consumel-Sunport-and-nformation’
Calle nad-dnprsaia . alind

For mare information on the entire sppeals process,
ses e Consumers Gaige io Healll Msuraee

Gnevances and Compisints publication aveslable on
DCrs wabahs.
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W you have & apecifie complain aloul your nBuwEanss, [EO8} 2660103 (In Madian)
you should firsl senspt {o resolve your concerns with ar
YOI MEURARGE agent oF with e company moheed 1-B00-236-B51 T [Shatewide)
in your dispute. If you 5o niod get satiefactony GRawers
fram the agent or company, contact OC1L A compladnd Maiing Addne=ss
form i3 avesiabie on L1 webede af ooiccess ool Lieoe of thee Commissiones of Insyrgnce
it o eamplaaniatoubiicd PO Bax TETS
Madison, W S3707-TE73
OCl's Websile AL ",""“", S
SCLYW OOy

Fiepsd ndicain your neme and phone numier
e [beaf, hearing, or speech impaired callers
may reach 001 thiraugh Wi TRS

I
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Attachment F
Wisconsin Grievance Checklist

(Please initial and date that you have reviewed the contents)

Letter requesting Grievance from member:
(date stamped) (Member Services)

All information recorded in Excel
(Member Services)

Acknowledgement letter sent to member
(within 5 days) (Exec Assistant)

Letter sent to member indicating needing
more time and why. (Exec Assistant)

Pre Grievance Executive Summary
(include information packet & minutes)
(Exec Assistant)

Grievance Meeting Minutes (Exec Assistant)

IRO Rights letter (sent if experimental or
if decision is based on medical necessity)
(Exec Assistant)

Letter sent with Grievance decision
(Exec Assistant)

Letter from IRO with decision
(Exec Assistant)

IRO refund sent back to member

(This applies if decision overturned in
anyway) include letter and copy of check
(Member Services)

All information reviewed and filed
(Member Services)
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Attachment G
Clinical Criteria for Automatic Expedited Review

All denials for continued home health care.
. All denials for continuing Physical Therapy within 6 months of a CVA, head injury/surgery, or other
acute trauma.

3. All denied first requests for Physical Therapy within 4 months of a CVA, head injury/surgery, or
other acute trauma.

4. All denials for continuing Physical Therapy within 6 months of a major joint (e.g. hip, total knee)
surgery.

5. All denied first requests for continuing Physical Therapy within 4 months of major joint surgery.

6. All denials for chemotherapy, radiation therapy or proposed treatment of a known malignancy.

7. All denials of a proposed AIDS therapy in an AIDS patient.

8

9

N —

. All denials of a proposed “experimental” treatment in a terminal patient.
Any request by a practitioner for medical services and/or pharmaceuticals for urgent
determination/recon review of denied services.

10. Any call where there is a refusal by the provider to proceed with a scheduled service/test because
MAHP denied authorization on a service, which requires prior authorization (e.g. surgery scheduled
but no authorization issued on which to proceed).

11. Any denied services during concurrent review in any inpatient facility.

*All other pre-service cases would be judged case-by-case as to whether failure to grant an expedited
review/denial could mean harm to the member if it was delayed to appeal/grievance time standards.
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Attachment H
Wisconsin Request for
Additional Information

Date

Subscriber Name
Address
City/State/Zip

Dear Subscriber:

On (Date), a written request for a grievance was received from you by Medical Associates Health Plans
(MAHP). The Grievance is regarding the denial of coverage for you for (Service) to be done at (Place)
on (Date). This letter is to notify you that additional information is required to evaluate your grievance.

We have requested additional information from (Who) on (When). You may want to contact (Who) on

the status of your request.

Once all the information is received, MAHP will make a decision on your grievance. If the information
is not received within 60 days of your grievance request, the grievance will be closed.

If you have any questions on pre-service claims, please call Health Care Services at 563.584.3275 or
1.800.325.7442 or Member Services at 563.584.4885 or 1.866.821.1365.

Sincerely,

[[Name], Manager, Member Services]
[[Name], Health Care Services]
CC.

Medical Associates Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-866-821-1365 (TTY: 1-800-735-2942).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-866-821-1365 (TTY: 1-800-735-2942)
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Attachment I

Wisconsin OCI - 26-007 Grievance Definitions
(as of 2/2/2016)

1. Access to Care (ATC) — A grievance related to a provider’s hours of operation, waiting times,
or hours of availability.

2. Continuity of Care (COC) — A grievance related to continuity of care.

3. Cost Sharing (CSG) — A grievance related to deductibles, coinsurance, copayments or
maximum out of pocket limits. *

4. Drug & Drug Formulary (DRG) — A grievance related to prescription drug benefits; a drug
formulary; or any prescription drug benefit or formulary requirements, preauthorization,
processes and/or procedures.

5. Emergency Service/Urgent Care (ERS) — A grievance related to total or partial denial of

coverage, member liability for charges in excess of maximum allowable amount for use of

emergency services out of network or cost differential between Emergency Service and Urgent

Care.

Experimental Service (EXP) — A grievance related to experimental or investigational treatment.

7. Not a Covered Benefit (NCB) — A grievance related to a denial of benefit for services
specifically excluded in policy/certificate and is not subject to external review.

8. Not Medically Necessary (NMN) — A grievance related to a denial of benefits determined by
the plan as not medically appropriate based on medical evidence.

9. Network Adequacy (NET) — A grievance related to network adequacy including but not limited
to geographic availability, number and type of plan providers, or telemedicine. *

10. Out of Network (OON) — A grievance related to denial of or application of out of network
benefits due to services received by an out of network provider including but not limited to out
of network ancillary services related to an in-network service, member erroneously advised by
any entity that a provider is in network, or member referred to an outdated provider directory. *

11. Plan Administration (PLA) — A grievance related to customer service issues, underwriting, or
similar administrative functions including, but not limited to billing, enrollment, and
terminations.

12. Plan Providers (PLP) — A grievance related to administration of services by plan providers
including quality of care.

13. Preventive Services (PVS) — A grievance related to preventive services verses diagnostic
services. *

14. Prior Authorization (AUT) — A grievance related to total or partial denial of benefits due to
lack of prior authorization or for timely completion of prior authorization.

15. Request For Referral (REF) — A grievance related to a denied request for a referral to an in
network or out of network provider prior to receiving services or for timely completion of
request for referral.

o

S —
Operations Policy: Grievance Procedures for Commercial Members - Wisconsin Page 21 of 21



