MODEL MLTC/MMC Approval Notice (Revised 11/24)
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.]]
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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]

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, 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 lingtistica. Spanish
Llame al <toll free number> <TTY/TDD>.
IR MREERAERPX, BRLKBEEGESEMRSE. FE <toll free number> Chinese
<TTY/TDD>.
a8 Jusail el @l ) 5 4 galll Bac Lisall Ciladas ()8 (Aalll SO Canai i€ 1) 2dds e Arabic
toll free numberaSd! s asall ila 28 )< TTY/TDD

Fo|: $HR01Z AFBEIAIE B2, 210l XY MH|AE PR 08314 4+ UK LICistoll | Korean
free number> <TTY/TDD> HO Z M3ld| FTAA|L,
BHUMAHME: Ecau BbI roBOpHUTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYITHBI O€CIUIATHBIE YCITyTH 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

[I9 "D OYO'IINYO §7'N IXIDY 'K IXD [KNIXD [VIVT W' T'R UTYI V'K QIR (DNTPIVNAD'IN Yiddish

toll free number/TTY/TDD> voin .7xxOX
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>.
) PPN M AATN 131, BT IECO AN, OIR(A [~ YFOT O FRIFO! A FI! Bengali
ICRGET Y[R (I PP s-<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 pIAGTE EAANVIKA, 0TN 81GBE0T 0aGg BPiOKOVTAI UTTNPETIEG YAWOOIKNAG Greek
uTTOO0TAPIENG, O1 oTToiEC TTapéxovTal dwpedv. KaAéoTe <toll free number> <TTY/TDD>.
toll > (S JIS - G iy (e e iladd (S 230 (S o) Sl geop Sl sl ol S la Urdu

.<:free number> <TTY
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