MODEL MLTC/MMC Approval Notice (Revised 7/25)
FOR SERVICE AUTHORIZATION, RECONSIDERATION, AND APPEAL DECISIONS

Template begins below this line

[MCO/MLTC OR DUAL LETTERHEAD FOR PLAN AND UR AGENT/BENEFIT MANAGER]
[Plan Name] [UR AGENT/Benefit Manager Name]

[Address]
[Phone]
APPROVAL NOTICE
[Date]
[Enrollee]
[Address]

[City, State Zip]

Enrollee ID: [ID number or CIN]

Coverage type: [coverage type]

Service: [describe requested or claimed service including: amount/duration/date of service]
Provider: [requesting provider]

Plan Reference Number: [Plan reference number]

Dear [Enrollee]:
You are getting this notice because your health plan has [now] approved your [Service].

{Insert for Requested Services}{On [Date of Request] you asked [Plan Name] for the service
listed above.]

{Insert for Appeal Resolutions } [On [Date of IAD], [Plan Name] [denied] [partially approved]
[reduced] [suspended] [stopped] this [service]. You appealed that decision on [Date of Appeal
Request]. [Insert summary of appeal.] On [Date of Appeal Resolution], the appeal was decided
in your favor.

{Insert for Approval on Reconsideration}[On [Date of IAD], Plan Name] [denied] [partially
approved] [reduced] [suspended] [stopped] this [service]. Your provider asked us to reconsider
our decision on [Date of Reconsideration Request]. We decided to approve this service on
[Date of Approval].]

[UR Agent Name] on behalf of] [Plan Name] has decided this service is [a covered benefit]
[medically necessary] [approved to be provided by an out-of-network provider] [other
determination].

[{insert as for approval upon concurrent review, request for increase, or LTSS}
[{iInsert as applicable}[Before this decision, from [STARTDATE] to [ENDDATE], this service
was approved for:

[HOURS/DAYS, HOURS/WEEK, VISITS, LEVEL, QTY, etc., and PREVIOUS TOTAL
AMOUNT.]]
{insert as applicable}[You or your provider requested approval for:

[HOURS/DAYS, HOURS/WEEK, VISITS, LEVEL, QTY, etc.]]



On [EFFDATE], the plan approved:
[HOURS/DAYS, HOURS/WEEK, VISITS, LEVEL, QTY, etc.]
This means from [NEWSTARTDATE] to [NEWENDDATE], your health care service is approved
for:
[HOURS/DAYS, HOURS/WEEK, VISITS, LEVEL, QTY, etc. AND NEW TOTAL
AMOUNT]
{Insert as applicable} [We will review your care again [IN TIME FRAME/ ON DATE.]]]

[{insert for fully overturned decision upon appeal concurrent review, request for increase or
LTSS}
{Insert as applicable}[From [STARTDATE] to [ENDDATE], the plan approved:
[HOURS/DAYS, VISITS, LEVEL, QTY, etc., and PREVIOUS TOTAL AMOUNT]]
{Insert as applicable}[ON [Date] you or your provider requested approval for: [HOURS/DAYS,
VISITS, LEVEL, QTY, etc.]]
On [DATEIAD] the plan approved: [HOURS/DAYS, VISITS, LEVEL, QTY, etc., and IAD TOTAL
AMOUNT].
On [EFFDATE], the plan approved: [HOURS/DAYS, HOURS/WEEK, VISITS, LEVEL, QTY,
etc.]
This means from [NEWSTARTDATE] to [NEWENDDATE], your health care service is approved
for:
[HOURS/DAYS, HOURS/WEEK, VISITS, LEVEL, QTY, etc. AND NEW TOTAL
AMOUNT]
{Insert as applicable}[We will review your care again [IN TIME FRAME/ ON DATE].]]]

[[Provider Name] is a [participating provider.] [an out of network provider.] You are not
responsible for any extra payments, but you will still have to pay your regular co-pay or co-
insurance if you have any.] {or} [This [service] will be provided by [a participating provider.] [an
out of network provider.] You are not responsible for any extra payments, but you will still have
to pay your regular co-pay or co-insurance if you have any.]]

{Insert as applicable}[insert plan disclosure statement regarding authorization subject to
continued coverage, possible benefit limitations that may be reached prior to the enrollee
receiving the authorized service, and/or payment is subject to the terms of the provider
contract and plan policies and procedures.]

If you would like to speak to [Insert Plan Name] about this decision, please call [1-800-MCO

PLAN]. {Insert as applicable}[To speak to {Insert UR Agent Name}, please call [1-800-UR
AGENT].

You can file a complaint about your managed care at any time with the New York State
Department of Health by calling [{for MMC}[1-800-206-8125] {or for MLTC}[1-866-712-7197].

Sincerely,
[MCO/UR AGENT/BENEFIT MANAGER Representative]

ccC: Requesting Provider
{Insert as applicable}[At your request, a copy of this notice has been sent to:

[Enrollee Representative(s)]
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ATTENTION: Language assistance services and other aids, free of charge, are available
to you. Call <toll free number> <TTY/TDD>.

English

ATENCION: Dispone de servicios de asistencia lingiiistica y otras ayudas, gratis. Llame Spanish
al <toll free number> <TTY/TDD>.
TEEFER: B LR SR8 5 T B IR SS A HAd A B ik 55 . 16 <toll free number> Chinese
<TTY/TDD>.

<toll free number> #& 1L Jail el Aalic dxilall G AY! CilacLusall 5 45 alll sae Lsal) chlaad radaaSa Arabic

<TTY/TDD>
Z0|: olof X9 MH|A 2 7|EF XS 2R 0|881M 4 Y& LICH <toll free number> | KOrean
<TTY/TDD> HOZ AEts|| AL
BHVMAHME! Bam pgoctynHbl 6ecnnaTHble ycnyrn nepeBogynka n apyrme Buabl MOMOLLM. Russian
3BoHuTE No Homepy <toll free number> TTY/TDD>.
ATTENZIONE: Sono disponibili servizi di assistenza linguistica e altri ausili gratuiti. Italian
Chiamare il <toll free number> <TTY/TDD>.
ATTENTION : Des services d’assistance linguistique et d’autres ressources d’aide vous French
sont offerts gratuitement. Composez le <toll free number> <TTY/TDD>.
ATANSYON: Gen sévis pou bay asistans nan lang ak 10t ed ki disponib gratis pou ou. French
Rele <toll free number> <TTY/TDD>. Creole
.00'TNIN )"'N XD 72V7'WIKR [YIYT ,97'N YIYTIX [IX OYO'IINYO §7'N IXIOY 21IVDX Yiddish
. <TTY/TDD> <toll free number> vonn
UWAGA: Dostepne sg bezptatne ustugi jezykowe oraz inne formy pomocy. Zadzwon: Polish
<toll free number> <TTY/TDD>.
ATENSYON: Available ang mga serbisyong tulong sa wika at iba pang tulong nang libre. Tagalog
Tumawag sa <toll free number/TTY/TDD>.
SCAICe AT S 2ot AR 992 Syl 2Ry Si# o G2l <toll free number> <TTY/TDD>-4 Bengali
(I |
VINI RE: Pér ju disponohen shérbime asistence gjuhésore dhe ndihma té tjera falas. Albanian
Telefononi <toll free number> <TTY/TDD>.
MPOZOXH: Ymnpeoicg YAwooikng BorBgiag kar GAAa BonBruara gival otn d1dbeon oag, Greek
owpedv. KaAéote oTto <toll free number> <TTY/TDD>.
JS 0p Ay i slae o ) Sl Giiglae K00 ) ledd (S Ciglas (e 0 iosle b s Urdu

<TTY/TDD> <toll free number> _: S

Page 3 of 3




