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MODEL MMC/MLTC INITIAL ADVERSE DETERMINATION (NO AC) (Revised 7/25) 
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] 

 
INITIAL ADVERSE DETERMINATION 

DENIAL NOTICE 
[Date]   
 
[Enrollee]  
[Address] 
[City, State Zip] 
 
Enrollee Number: [ID number or CIN] 
Coverage Type: [coverage type] 
Service: [service including amount/duration/date of service] 
Provider: [requesting provider] 
Plan Reference Number: [Reference Number] 
 
Dear [Enrollee]: 
 
This is an important notice about your services. Read it carefully. If you think this decision is wrong, 
you can ask for a Plan Appeal by [DATE+60]. You are not responsible for payment of covered 
services and this is not a bill. Call this number if you have any questions or need help: [1-800-MCO-
PLAN]. 
 
Why am I getting this notice? 
 
On [date] {for Fast Track requests insert:} [at [hour received]], you or your provider asked for 
[SERVICE TYPE: HOURS/DAYS, VISITS, LEVEL, QTY, etc.] {insert as applicable} [provided by 
[provider name]. 
 
You are getting this notice because [PLAN NAME] has [partially] denied [your request for 
services][payment for a claim].   
 
{insert for partial approvals or concurrent review}  
[{insert as applicable} [Before this decision, from [STARTDATE] to [ENDDATE], the plan approved:   

[HOURS/DAYS, VISITS, LEVEL, QTY, etc., and PREVIOUS TOTAL AMOUNT]] 
On [date] you or your provider requested approval for:  

[HOURS/DAYS, VISITS, LEVEL, QTY, etc.] 
On [EFFDATE], the plan approval [is only for:] [stays at:] 

[HOURS/DAYS, VISITS, LEVEL, QTY, etc.] 
This means from [NEWSTARTDATE] to [NEWENDDATE], your service is approved for:  

[HOURS/DAYS, VISITS, LEVEL, QTY, etc. AND NEW TOTAL AMOUNT]   
{Insert as applicable} [We will review your care again [IN TIME FRAME/ ON DATE]]. 
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This service will be provided by [a participating][an out of network] provider.  You are not responsible 
for any extra payments, but you will still have to pay your regular co-pay if you have one.] 
 
Why did we decide to [partially] deny the [request][claim]?  
On [Date], [[UR Agent] on behalf of] [Plan Name] decided to [deny] {or} [partially approve] this 
[service] {or} [claim] because the {insert reason as applicable*}  

[service is not medically necessary] 
[request did not have enough information to determine if the service is medically necessary]  

 [service is experimental/investigational] 
 [service is not covered by your managed care benefits] 

[the benefit coverage limit has been reached] 
 [service can be provided by a participating provider] 

[service is not very different from a service that is available from a participating provider] 
 [other decision].   
 
{INSERT IF THE DECISION IS AN ADMINISTRATIVE OR BENEFIT DENIAL AND IS NOT ABOUT 
LTSS, OR DELETE THIS SEGMENT} 

[Insert a detailed reason for the decision, including the specific services not covered, the plan 
requirement for coverage not met, and/or where benefit coverage is dependent on the enrollee’s 
condition, a description of the benefit coverage criteria not met.]  
 
 
{INSERT IF THE DECISION IS CLINICAL AND ABOUT A REQUEST/CLAIM FOR A NEW 
SERVICE INCLUDING PARTIAL APPROVALS, AND IS NOT ABOUT LTSS, OR DELETE THIS 
SEGMENT} 
 

• You asked for [service] because [Insert the nature of the enrollee’s condition].   
• To approve this service {Insert for partial approvals} [in full], the following criteria must be met: 

[Insert criteria required for the service to be approved].   
• These criteria are not met because [Insert enrollee-specific details from the enrollee’s unique 

clinical/social profile to show why/how the enrollee does not meet the required criteria for 
service approval (necessitating a service denial) or why/how the enrollee  does not fully meet 
the required criteria for service approval (necessitating a partial service approval) or insert 
model prescriber prevails language or case-specific information about why the service is 
experimental/investigational.].  

{Note: The clinical rationale must be sufficiently specific to enable the enrollee to determine the 
basis for appeal.}   

{INSERT IF THE DECISION IS CLINICAL AND ABOUT A REQUEST FOR MORE OF A CURRENT 
SERVICE INCLUDING PARTIAL APPROVALS, AND IS NOT ABOUT LTSS, OR DELETE THIS 
SEGMENT} 

• You were receiving [service] because [Insert the nature of the enrollee’s condition].   
• [This service will stay the same] {or} [The request to increase this service is partially approved] 

because you do not meet the criteria to [fully] approve this request.  To approve this service [in 
full], the following criteria must be met: [Insert criteria required for the service to be approved].   

• These criteria are not met because [Insert enrollee-specific details from the enrollee’s unique 
clinical/social profile to show why/how the enrollee does not meet the required criteria for 
service approval (necessitating a service denial) or why/how the enrollee does not fully meet 
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the required criteria for service approval (necessitating a partial service approval) or Insert 
model prescriber prevails language or case-specific information about why the service is 
experimental/investigational.].  

{Note: The clinical rationale must be sufficiently specific to enable an enrollee to determine the 
basis for appeal.}  

{INSERT IF THE DECISION IS ABOUT LTSS REQUEST FOR A NEW SERVICE OR FOR MORE 
OF A CURRENT SERVICE (CLINICAL OR ADMINISTRATIVE), OR DELETE THIS SEGMENT} 

• The request for [service] was [denied][partially approved]. This decision was based on:   
o [Insert the criteria requirements and other information relied on to make the decision.] 
o [Insert the enrollee specific details, including medical condition, social, or environmental 

circumstances that support the decision and illustrate how/why criteria for coverage was 
not met.] 

 
{Note: The rationale must be sufficiently specific to enable the enrollee to determine the basis for 
appeal.}   

{INSERT FOR OON SERVICE DENIALS BASED ON SERVICES NOT MATERIALLY DIFFERENT 
FROM SERVICES AVAILABLE IN-NETWORK, OR OON REFERRAL DENIALS IF IN-NETWORK 
PROVIDERS HAVE TRAINING/EXPERIENCE TO MEET ENROLLEE’S NEEDS, OR DELETE} 

• You asked for [service] because [insert the nature of the enrollee’s condition].   
• {Insert for denials of OON Not Materially Different services} The following in-network service is 

available to treat your condition: [Insert a description of the similar service that is available in 
network.]  We believe that this service is not very different from the service you requested 
because [Insert why the in-network service is not materially different than the OON service, 
and is adequate to meet the enrollee’s clinical/social needs.]  You can get this service by 
[insert how to access and get approval, if needed, for the in-network service]. 
 

• {Insert for OON referral denial based in training and experience} The in-network providers 
listed below are available to provide [service] and have the correct training and experience to 
meet your needs. You can check the provider directory or call us for other provider options.  
[Insert providers and contact information who are available to provide the requested service, 
and have training and experience to meet the enrollee’s particular needs.] 

[Provider 1]    [Provider 2] 
[Address]    [Address] 

[Phone Number]   [Phone Number]   
 
{Insert for denials for services not covered by the Benefit Package that are available through Fee-For-
Service Medicaid} [While this service is not covered by [Plan Name], you may be able to get it from 
regular Medicaid.  To get this service, use your New York State Benefit card to see any provider that 
accepts New York Medicaid.] 
 
What if I don’t agree with this decision?   
If you think our decision is wrong, you can tell us why and ask us to change our decision.  This is 
called a Plan Appeal.  There is no penalty and we will not treat you differently because you asked for 
a Plan Appeal. 
 
You have 60 calendar days from the date of this notice to ask for a Plan Appeal.  The deadline to file 
a Plan Appeal is [date+60].  
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Who can ask for a Plan Appeal?  
You can ask for a Plan Appeal, or have someone else ask for you, like a family member, friend, 
doctor, or lawyer. If you told us before that someone may represent you, that person may ask for the 
Plan Appeal.  If you want someone new to act for you, you and that person must sign and date a 
statement saying this is what you want. Or, you can both sign and date the attached Plan Appeal 
Request Form.  If you have any questions about choosing someone to act for you, call us at: [phone 
number]. TTY users call [TTY number]. 

{Insert for all MLTCP/MAP/HARP; Insert for MA/MMC/HIV SNP only when services are LTSS or 
Delete} [You can also call the Independent Consumer Advocacy Network (ICAN) to get free, 
independent advice about your coverage, complaints, and appeals’ options. They can help you 
manage the appeal process. Contact ICAN to learn more about their services:  

Independent Consumer Advocacy Network (ICAN) 
Community Service Society of New York 

633 Third Ave, 10th Floor 
New York, NY 10017 

Phone: 1-844-614-8800 (TTY Relay Service: 711)  
Web: www.icannys.org | Email: ican@cssny.org] 

 
{Insert for MA/MMC/HIV-SNP for non-LTSS Services or Delete} [For advice about your coverage or 
help filing a complaint or appeal, you can contact Community Health Advocates (CHA) at: 

Community Health Advocates (CHA) 
Community Service Society of New York 

633 Third Ave, 10th Floor 
New York, NY 10017 

Phone: 1-888-614-5400 (TTY Relay Service: 711) 
Web: www.communityhealthadvocates.org | Email: cha@cssny.org] 

Are you having trouble getting the substance use disorder or mental health services that you need? 
The Community Health Access to Addiction and Mental healthcare Project (CHAMP) is an 
ombudsman program that can help you with insurance rights and getting coverage for your 
care. CHAMP can help! Contact: 

Community Health Access to Addiction and Mental Healthcare Project (CHAMP) 
Community Service Society of New York 

633 Third Ave, 10th Floor 
New York, NY 10017 

Phone: 1-888-614-5400 (TTY Relay Service: 711)  
Web: https://www.cssny.org/programs/entry/community-health-access-to-addiction-and-mental-

healthcare-project-champ 
Email: ombuds@oasas.ny.gov 

 
How do I ask for a Plan Appeal? 
 
You can call, write or visit us to ask for a Plan Appeal.  You or your provider can ask for your Plan 
Appeal to be fast tracked if you think a delay will cause harm to your health.  If you need help, or 
need a Plan Appeal right away, call us at [1-800-MCO-PLAN].  
 

http://www.icannys.org/
mailto:ican@cssny.org
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Step 1 – Gather your information.   
 
When you ask for a Plan Appeal, or soon after, you will need to give us:  

• Your name and address 
• Enrollee number 
• Service you asked for and reason(s) for appealing 
• Any information that you want us to review, such as medical records, doctors’ letters or other 

information that explains why you need the service.  
• [Insert any specific information needed for the plan to render a decision on appeal.] 

 
{Insert for OON not materially different, if plan requires for UR review} [If we said that the service you 
asked for is not very different from a service available from a participating provider, you can ask us to 
check if this service is medically necessary for you.  You will need to ask your doctor to send this 
information with your appeal: 

1) a statement in writing from your doctor that the out of network service is very different from the 
service the plan can provide from a participating provider. Your doctor must be a board 
certified or board eligible specialist who treats people who need the service you are asking for. 

2) two medical or scientific documents that prove the service you are asking for is more helpful to 
you and will not cause you more harm than the service the plan can provide from a 
participating provider.   

If your doctor does not send this information, we will still review your Plan Appeal. However, you may 
not be eligible for an External Appeal.] 
 
{Insert for OON referral denial based on training/experience} [lf you think our participating provider 
does not have the correct training or experience to provide this service, you can ask us to check if it is 
medically necessary for you to be referred to an out of network provider.  You will need to ask your 
doctor to send this information with your appeal: 

1) a statement in writing that says our participating provider does not have the correct training 
and experience to meet your needs, and  

2) that recommends an out of network provider with the correct training and experience who is 
able to provide the service.   

Your doctor must be a board certified or board eligible specialist who treats people who need the 
service you are asking for. If your doctor does not send this information, we will still review your Plan 
Appeal. However, you may not be eligible for an External Appeal.] 
 
If your Plan Appeal is fast tracked, there may be a short time to give us information you want us to review. 

 
To help you prepare for your Plan Appeal, you can ask to see the guidelines, medical records and other 
documents we used to make this decision.  You can ask to see these documents or ask for a free copy by 
calling [1-800-MCO-PLAN]. 
 
Step 2 – Send us your Plan Appeal.  
{If the plan has different contact information for standard and fast track appeals, plans may replace/revise 
the contact information below.} 
Give us your information and materials by phone, fax, [email,] mail, [online,] or in person:  
 
Phone………………………………………………. [1-800 MCO number] 
Fax…………………………………………………. [fax number] 
Email……………………………………………….. [email address] 
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Mail……………………..………………………….. [address] [city, state zip] 
Online………………………………………….……  [web portal] 
In Person………………………………………...… [address] [city, state zip] 
 
To send a written Plan Appeal, you may use the attached Appeal Request Form, but it is not required. Keep 
a copy of everything for your records.   
 
What happens next? 
We will tell you we received your Plan Appeal and begin our review.  We will let you know if we need 
any other information from you.  If you asked to give us information in person, [plan name] will contact 
you (and your representative, if any).   
 
We will send you a free copy of the medical records and any other information we will use to make the 
appeal decision.  If your Plan Appeal is fast tracked, there may be a short time to review this information. 
 
We will send you our decision in writing.  If fast tracked, we will also contact you by phone.  If you win 
your Plan Appeal, your service will be covered.  If you lose your Plan Appeal, we will send you our 
Final Adverse Determination.  The Final Adverse Determination will explain the reasons for our 
decision and your appeal rights.  If you lose your Plan Appeal, you may request a Fair Hearing and, in 
some cases, an External Appeal.   
 
When will my Plan Appeal be decided? 
 
Standard– We will give you a written decision as fast as your condition requires but no later than 30 
calendar days after we get your appeal.  
 
Fast Track –We will give you a decision on a fast track Plan Appeal within 72 hours after we get your 
appeal.  
 
Your Plan Appeal will be fast tracked if: 

• A delay will seriously risk your health, life, or ability to function; 
• Your provider says the appeal needs to be faster; 
• You are asking for more of a service you are getting right now; 
• You are asking for home care services after you leave the hospital;  
• You are asking for more inpatient substance abuse treatment at least 24 hours before you are 

discharged; or 
• You are asking for mental health or substance abuse services that may be related to a court 

appearance. 
If your request for a Fast Track Plan Appeal is denied, we will let you know in writing and will review 
your appeal in the standard time. 

 
For both Standard and Fast Track - If we need more information about your case, and it is in your 
best interest, it may take up to 14 days longer to review your Plan Appeal. We will tell you in writing if 
this happens. 

You or your provider may also ask the plan to take up to 14 days longer to review your Plan Appeal. 
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Can I ask for a State Fair Hearing? 
 
You have the right to ask the State for a Fair Hearing about this decision after you ask for a Plan 
Appeal and: 

• You receive a Final Adverse Determination. You will have 120 days from the date of the Final 
Adverse Determination to ask for a Fair Hearing;  

OR 
• The time for us to decide your Plan Appeal has expired, including any extensions.  If you do 

not receive a response to your Plan Appeal or we do not decide in time, you can ask for 
a Fair Hearing.  To request a Fair Hearing call 1-800-342-3334 or fill out the form online at 
http://otda.ny.gov/oah/FHReq.asp. 
 

Do I have other appeal rights? 
You have other appeal rights if your plan said the service was: 1) not medically necessary, 2) 
experimental or investigational, 3) not different from care you can get in the plan’s network, or 4) 
available from a participating provider who has the correct training and experience to meet your 
needs.  
 
For these types of decisions, if we do not answer your Plan Appeal on time, the original denial will be 
reversed.   
 
For these types of decisions, you may be eligible for an External Appeal. An External Appeal is a 
review of your case by health professionals that do not work for your plan or the State. You may need 
your doctor’s help to fill out the External Appeal application. 
 
Before you ask for an External Appeal: 

• You must file a Plan Appeal and get the plan’s Final Adverse Determination; or  
• If you ask for a Fast Track Plan Appeal, you may also ask for a Fast Track External Appeal at 

the same time; or  
• You and your plan may jointly agree to skip the Plan Appeal process and go directly to the 

External Appeal.  
You have 4 months to ask for an External Appeal from when you receive your plan’s Final Adverse 
Determination, or from when you agreed to skip the Plan Appeal process.  
 
To get an External Appeal application and instructions: 

• Call [plan name] at [PLAN’S TOLL FREE #]; or 
• Call the New York State Department of Financial Services at 1-800-400-8882; or 
• Go online: www.dfs.ny.gov 

 
The External Appeal decision will be made in 30 days. Fast track decisions are made in 72 hours. 
The decision will be sent to you in writing. If you ask for an External Appeal and a Fair Hearing, the 
Fair Hearing decision will be the final decision about your benefits. 
 
{Insert for medical necessity denials of inpatient substance abuse treatment requested 24 hours prior 
to discharge} [SPECIAL NOTICE: If you asked for inpatient substance use treatment at least 24 hours 
before you were to leave the facility, the plan will continue to pay for your stay if: 

• you ask for a Fast Track Plan Appeal within 24 hours of receipt this notice AND 

http://otda.ny.gov/oah/FHReq.asp
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• you ask for a Fast Track External Appeal at the same time. 
The plan will continue to pay for your stay until there is a decision made on your appeals. Your plan 
will decide your Fast Track Plan Appeal in 24 hours. The Fast Track External Appeal will be decided 
in 72 hours.] 
 
Other help: 
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].  
 
You can call [PLAN NAME] at [1-800-MCO-PLAN] if you have any questions about this notice. 
 
Sincerely,  
 
MCO/UR AGENT/BENEFIT MANAGER Representative 
 
Enclosure: Appeal Request Form 
   
cc:    Requesting Provider 
{Plans must send a copy of this notice to parties to the appeal including, but not limited to authorized 
representatives, legal guardians, designated caregivers, etc. Include the following when such parties 
exist:} 

[At your request, a copy of this notice has been sent to:  
  [Fname Lname]] 



[PLAN NAME] APPEAL REQUEST FORM 
FOR DENIAL OF SERVICES 
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Mail this form to:      Fax to:  [Fax number] 
[Plan Name/UR AGENT]    
[Address]  
[City, State Zip]   Today’s date: _____________________    

Deadline:  If you want a Plan Appeal, you must ask for it on time.  You have 60 days 
from the date of this notice to ask for a Plan Appeal. The last day to ask for a Plan Appeal 
about this decision is [DATE+60]. 
 

 
Enrollee Information  
Name: [First Name] [Last Name] 
Enrollee ID:   [Enrollee ID] 
Address: [Address] [City, State Zip]  
Home Phone:   [Home Phone]  Cell Phone:  [Cell Phone] 
Plan Reference Number: [Reference Number] 
Service being Denied: [SERVICE] 

I think the plan’s decision is wrong because:   
_______________________________________________________
_______________________________________________________
_______________________________________________________ 
Check all that apply: 

I request a Fast Track Appeal because a delay could harm my health. 

I enclosed additional documents for review during the appeal.   

I would like to give information in person.   

I want someone to ask for a Plan Appeal for me: 

• Have you authorized this person with [Plan Name] before?     YES                    NO 
• Do you want this person to act for you for all steps of the appeal or fair hearing about this 

decision? You can let us know if change your mind.     YES                    NO 

Requester (person asking for me) 

Name:  _____________________________________ E- mail: _______________________ 

Address:  __________________________________________________________________    

City:  ________________________   State:  ______   Zip Code:  __________    

Phone #: (______)_______________     Fax #: (______)___________________     

 

Enrollee Signature: ________________________________________ Date: _________________ 

Requester Signature: ______________________________________  Date:_________________ 

If this form cannot be signed, the plan will follow up with the enrollee to confirm intent to appeal. 
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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 

ATENCIÓN: Dispone de servicios de asistencia lingüística y otras ayudas, gratis. 
Llame al <toll free number> <TTY/TDD>. 

Spanish 

请注意：您可以免费获得语言协助服务和其他辅助服务。请致电 <toll free number> 
<TTY/TDD>。 

Chinese 

   <toll free number>ملاحظة: خدمات المساعدة اللغویة والمساعدات الأخرى المجانیة متاحة لك. اتصل بالرقم
<TTY/TDD> . 

Arabic 

주의: 언어 지원 서비스 및 기타 지원을 무료로 이용하실 수 있습니다. <toll free 
number> <TTY/TDD> 번으로 연락해 주십시오. 

Korean 

ВНИМАНИЕ! Вам доступны бесплатные услуги переводчика и другие виды 
помощи. Звоните по номеру <toll free number> TTY/TDD>. 
 

Russian 

ATTENZIONE: Sono disponibili servizi di assistenza linguistica e altri ausili gratuiti.  
Chiamare il <toll free number> <TTY/TDD>. 
 

Italian 

ATTENTION : Des services d’assistance linguistique et d’autres ressources d’aide 
vous sont offerts gratuitement. Composez le <toll free number> <TTY/TDD>. 
 

French 

ATANSYON: Gen sèvis pou bay asistans nan lang ak lòt èd ki disponib gratis pou ou. 
Rele <toll free number> <TTY/TDD>. 
 

French 
Creole 

אכטונג: שפראך הילף סערוויסעס און אנדערע הילף, זענען אוועילעבל פאר אייך אומזיסט. 
 . <toll free number>  <TTY/TDD>רופט

Yiddish 

UWAGA: Dostępne są bezpłatne usługi językowe oraz inne formy pomocy. Zadzwoń:  
<toll free number> <TTY/TDD>. 
 

Polish 

ATENSYON: Available ang mga serbisyong tulong sa wika at iba pang tulong nang 
libre. Tumawag sa <toll free number/TTY/TDD>. 
 

Tagalog 

মেনােযাগ নামূেলয্ ভাষা সহায়তা পিরেষবা এবং অনয্ানয্ সাহাযয্ আপনার জনয্ উপল�। <toll free number> 
<TTY/TDD>-এ েফান করু᥆ন। 

Bengali 

VINI RE: Për ju disponohen shërbime asistence gjuhësore dhe ndihma të tjera falas. 
Telefononi <toll free number> <TTY/TDD>. 
 

Albanian 

ΠΡΟΣΟΧΗ: Υπηρεσίες γλωσσικής βοήθειας και άλλα βοηθήματα είναι στη διάθεσή 
σας, δωρεάν. Καλέστε στο <toll free number> <TTY/TDD>. 

Greek 

 کال۔ ںیہ ابیدست معاوضہ بلا ےیل کے آپ ںی معاونت گرید اور خدمات یک معاونت ںیم زبان: ںیتوجہ فرمائ
 ۔<number><toll free  <TTY/TDD ںیکر

Urdu 


