MODEL MLTC/MMC Approval Notice (Revised 11/17)
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}
[{insert 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.]]
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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]

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

[Enrollee Representative(s)]
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NOTICE OF NON-DISCRIMINATION

[PLAN NAME] complies with Federal civil rights laws. [PLAN NAME] does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

[PLAN NAME] provides the following:

. Free aids and services to people with disabilities to help you
communicate with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible

electronic formats, other formats)

. Free language services to people whose first language is not
English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call [PLAN NAME] at <toll free number>.
For TTY/TDD services, call <TTY>.

If you believe that [PLAN NAME] has not given you these services or treated you differently because of
race, color, national origin, age, disability, or sex, you can file a grievance with [PLAN NAME] by:

Mail:
Phone:
Fax:

In person:
Email:

[ADDRESS], [CITY], [STATE] [ZIP CODE],

[PHONE NUMBER] (for TTY/TDD services, call <TTY>)
[FAX NUMBER]

[ADDRESS], [CITY], [STATE] [ZIP CODE]

[EMAIL ADDRESS]

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office

for Civil Rights by:
Web:

Mail:

Phone:

Office for Civil Rights Complaint Portal at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
U.S. Department of Health and Human Services

200 Independence Avenue SW., Room 509F, HHH Building

Washington, DC 20201

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
1-800-368-1019 (TTY/TDD 800-537-7697)
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ATTENTION: Language assistance services, free of
charge, are available to you. Call <toll free number>
<TTY/TDD>.

English

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Spanish
Llame al <toll free number> <TTY/TDD>.
AR MREEARREDX, BRRLABEBFESEMERE. EXE <toll free number> Chinese
<TTY/TDD>.
a8 Jaail | laally @l 80 55 4 galll Bac Lusall hledd 8 alll SO Caaati i€ 1) vaks sale Arabic
toll free numberaSd! s aall aila 3 )< TTY/TDD

F=o|: ot 0l & AI8otA|= 82, 20 X| & MH|AE R 22 0| &34 = U5 LICt<toll Korean
free number> <TTY/TDD> HO 2 M35l FAA|L.
BHUMAHMUE: Ecnu Bbl rOBOpUTE Ha PYCCKOM SI3bIKE, TO BaM JIOCTYIHBI OECIUIaTHBIE YCIYTH Russian
nepesoga. 3sonute <toll free number> (reneraiin: TTY/TDD).
ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza Italian
linguistica gratuiti. Chiamare il numero <toll free number> <TTY/TDD>.
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposes French
gratuitement. Appelez le <toll free number> <TTY/TDD>.
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele French
<toll free number> <TTY/TDD>. Creole

[19 "9 OVO'INYO 7' TXIDYW 'K XD [KNIXD |[VIVT W' TR UTYI V'R QIR CDOXTPIVND'IX Yiddish

toll free number/TTY/TDD> von .7x¥9X
UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;. Polish
Zadzwon pod numer <toll free number> <TTY/TDD>
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong Tagalog
sa wika nang walang bayad. Tumawag sa <toll free number/TTY/TDD>.
Ty FPw3 M WA 13N, N IECO AT, OIRC [ LT Ol H=Iol AR Bengali
SHeTdh WIR| (PN A »-<toll free number> <TTY/TDD>
KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, Albanian
pa pagesé. Telefononi né <toll free number> <TTY/TDD>.
MPOZOXH: Av HIANGTE EAANVIKA, 0T 81AB0T 0ag BpioKovTal UTTNPEETIEC YAWOOIKNAG Greek
UTTOOTAPIENG, OI oTToiEG TrapéxovTal dwpedv. KaAéote <toll free number> <TTY/TDD>.
toll > LS IS - Ga e e e Cladd (S 03 S (b S G 58 eom s sl f 1 la s Urdu

.<:free number> <TTY
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