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1 Online Training Instructions

e Please remember to click on the notes icon
on each slide. Double click to access
expanded notes.

e This training Is intended to be completed
during the break between Basic Training
Section 1 and Basic Training Section 2

e You are responsible to print the quiz for this
training, complete the answers, and turn it in
at the Basic Training Section 2 class.
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Presenter
Presentation Notes
When you click on the notes icon, you will be able to see additional notes for the slide you are on.


Complaints Training Outcomes

* Explain Complaints & Processes
* Help Clients With Grievances & Appeals

* Follow CMS Complaint System for SHIP
Counselors
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Presentation Notes
At the end of this training you should be able to:
Explain to your clients the types of Medicare complaints available to them and the processes for making such
Help clients make grievance and appeals
Follow CMS Complaint System for SHIP Counselors





Complaints

e Two Kinds of Complaints
— Grievances
— Appeals
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Presentation Notes
You have the right to file a complaint about payment, services you received, and other concerns or problems you have in getting health care, and the quality of the health care you received under any Medicare plan. There are two kinds of complaints: grievances and appeals.


Grievance

Complaints of Dissatisfaction

*Pro

Plan’s Operations
Provider’s Operations

nlems With Health Plan or Provider

Examples
— Waiting Time for Appointments
— Behavior of Doctor and Others
— Cleanliness or Conditions of Office
— Quality of Care
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Presentation Notes
Grievances are complaints of dissatisfaction with any aspect of a plan’s or provider’s operations, including quality of care.

Beneficiaries have a right to file a grievance about any problems they have with their health plan or providers. For example, one could file a grievance if they have a problem with things such as the waiting times for appointments, the way the doctor or others behave, the cleanliness or condition of the doctor’s office, or the quality of care.

If you want to file a grievance about the quality of health care received, call the health plan or the Quality Improvement Organization (QIO). You can get the number by calling 1-800-MEDICARE (1-800-633-4227) or going to  www.medicare.gov/Contacts on the web.

Although Original Medicare doesn’t have a grievance process, people in Original Medicare can call their QIO if they are dissatisfied with any aspect of a provider’s operations, including quality of care.


Quality of Care Concerns

e Medication Errors

 Unnecessary/Inappropriate Surgery or
Treatment

e Discharged Too Soon

* Incomplete Discharge Instructions and/or
Arrangements
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Presentation Notes
Refer to CMS Publication #11348 Frequently Asked Questions (FAQ) for Medicare Beneficiaries: What to Do If You Have a Concern Regarding Care You Received While on Medicare.


Appeal

 You Can File an Appeal If You Believe
— Medicare Should Have Paid but Didn't
— Medicare Didn’t Pay Enough
— You Were Denied a Needed Service
 In a Medicare Advantage Plan
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Presentation Notes
An Appeal is a request for a review of certain decisions about health care payment or services, or prescription drug coverage.

You have the right to appeal any official decision about your Medicare services. If Medicare does not pay for a covered item or service you have been given, or does not pay enough for an item or service, or if you are not given a Medicare covered item or service you think you should get (if you’re in a Medicare Advantage Plan), you can appeal.

 For more information on filing an appeal, call your Medicare Advantage Plan, your Medicare Prescription Drug Plan, or 1-800-MEDICARE (1-800-633-4227).



How to Request an Appeal

e Original Medicare
— Medicare Summary Notice
— Medicare and You

 Medicare Advantage Plans
— Health Plan Materials

e Medicare Part D
— Health Plan Materials
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Appeal in Original Medicare

 Ask Doctor or Provider for Information That
Might Help Case

« Appeal Rights on Back of Medicare

Summary Notice (MSN):
 Why Medicare Didn't Pay
 How to Appeal
« How Long You Have to Appeal

SHINE Online Training

) Department of Elder Affairs
Complaints

SHINE Volunteer Counselor Training Program


Presenter
Presentation Notes
If you are in Original Medicare (Part A & B), you can file an appeal if you think Medicare should have paid for, or did not pay enough for, an item or service you received. 

If you file an appeal, ask your doctor or provider for any information related to the bill that might help your case. Your appeal rights are on the back of the Medicare Summary Notice (MSN) that is mailed to you by the company that handles your Medicare bills. The notice will also tell you why Medicare didn’t pay your bill and how you can appeal. It will also tell you the time limit for filing your appeal.
When you appeal a claim, you should state:
• Why you want a review
• What you want reviewed
• Who the review is for
• Dates of service
• Any additional documentation

You should keep a copy of everything you send to Medicare as part of your appeal.


Medicare Summary Notice
(MSN)
« Sent To Original Medicare Beneficiary Every

3 Months

e Lists Details Of All Medicare Services And
Amounts Billed To Beneficiary

 If You Disagree With Notice You May Appeal
 Appeal Information Is On The Notice
E‘E Medicare Summary Notice Handout
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Presentation Notes
The Medicare Summary Notice is available at anytime online on www.MyMedicare.gov or is sent out quarterly to Original Medicare beneficiaries.
 Beneficiaries should be encouraged to review the statement to make sure services listed were received. 


Appeal Levels in Original

Medicare

 Redetermination
 Reconsideration
o Administrative Law Judge
 Medicare Appeals Councill
e U.S. District Court Review
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Presentation Notes
There are five levels in the appeals process in Original Medicare:
1. You can request a redetermination by sending a written request to the company that handles your claims for Medicare within 120 days from the initial determination. Details of how to file are on the Medicare Summary Notice. You will get a decision within about 60 days.
2. If you aren’t satisfied with the redetermination decision, you can request a reconsideration by a Qualified Independent Contractor (QIC) (a contractor that didn’t take part in the first decision). Your request must be made in writing within 180 days of getting the redetermination notice. You should get a decision in about 60 days, or if the QIC can’t issue a decision on time, you will get a letter asking if you want to skip to the next level of appeal.
3. If you aren’t satisfied with the reconsideration decision, you can request a hearing by an Administrative Law Judge (ALJ). To get an ALJ hearing, your case must meet a minimum dollar amount, $120 in 2008. (The amount is adjusted each year for inflation.) You must make the request in writing within 60 days from the date you receive the reconsideration notice. In most cases, the ALJ will issue a decision within 90 days after getting your request, or will send you a letter asking if you want to skip to the next level of appeal.
4. If you disagree with the judge’s decision, you can request a review by the Medicare Appeals Council (MAC), part of the Health and Human Services Departmental Appeals Board. Your request must be made in writing within 60 days from the date you receive the hearing decision. The MAC will generally make a decision within 90 days after getting your request, or will send you a letter asking if you want to skip to the next level of appeal.
5. If you disagree with the decision by the MAC, you can request a review by the U.S. District Court.To get a review by
a Federal court, the amount of your case must meet a minimum dollar amount, $1,180 in 2008 (adjusted each year for (inflation). You have 60 days from the date you receive the MAC decision.


Original Medicare Fast Appeal

e Certain Care Settings Patients Have Right to
Expedited (Fast) Appeals:

— Home Health
— Hospice

— CORF

— SNF

* Provider Must Give Notice of Rights
— Explains Right to Independent Reviewer (QlO)
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Presentation Notes
People with Medicare in specific care settings—home health, hospice, Comprehensive Outpatient Rehabilitation Facility (CORF),
skilled nursing facility (SNF) and swing bed hospital care—Have the right to file an appeal with a Quality Improvement Organization (QIO) to review your provider’s decision to end your covered care. Your provider must give you notice of your right to an expedited review.

This process is similar to the QIO review of inpatient hospital discharges that has existed for some time.

In short, the expedited review process gives you the right to appeal your provider’s decision to discharge you. 

If you disagree with a decision to deny payment for a claim, rather than a decision to discharge you, you can use the standard appeal process (covered on slide 11).


Original Medicare Fast Appeal

1. Patient Receives Non-Coverage Advance
Notice
— Usually No Later Than 2 Days Before End of
Covered Services
If You Disagree:

2. File Request With State QIO -

No Later Than Noon of the Calendar Day Following
Receipt of Notice
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In Original Medicare, the following timeframes apply for expedited determinations and reviews:
1. Advance Notice of Medicare Non-Coverage.
The provider must give you this notice usually no later than 2 days before the proposed end of covered services. If services are for fewer than 2 days, you must be given notification at the time of admission, or for nonresidential providers, the next-to-last time services are furnished.
2.  Request to the State QIO. 
You must make your request to the QIO no later than noon of the calendar day following your receipt of the generic notice. Once you request the fast appeal process, the provider cannot bill you until the QIO determines if coverage can continue. Note: No matter when the notice is given, you still have until the day before coverage ends to request QIO review, or until 24 hours after the generic notice is given when coverage ends suddenly.


Original Medicare Fast Appeal

3. Usually by Close of Business Same Day
QIO Notifies the Provider

4. Provider Must Give Patient Detailed Notice
Explaining Non-Coverage
5. Determination by QIO

No Later Than 72 Hours After Receipt of Request
For Expedited Determination
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Presentation Notes
On the day the QIO receives your timely request for expedited redetermination, it must immediately notify the provider. The provider must give you a detailed notice, usually by close of business the same day the QIO notifies the provider you have requested an expedited redetermination.

No later than 72 hours after receiving the request for the expedited redetermination, the QIO must make its decision. Notification may initially be by telephone but must be followed by a written notice, which includes information on reconsideration options. The QIO may make a decision even if not all the requested information has been received.

The QIO will try to contact you to discuss your concerns with the termination or discharge. You have the right to file for an expedited reconsideration with the Qualified Independent Contractor (QIC) if you are dissatisfied with the results of the expedited redetermination by the QIO. The request must be filed by noon of the calendar day following notification of the QIO expedited redetermination decision.

It is important to note that you must make a timely contact with the appropriate QIO as directed on the notice to receive a timely expedited review.


Medicare Advantage Appeals

o If Plan

— Will Not Pay for a Service Must Tell in Plan

Information How

— Does Not Allow a Service to Appeal

— Stops a Service

- May Ask for Expedited Decision
— Plan Must Decide Within 72 Hours

« May Request Independent Review After
Adverse Decision
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Presentation Notes
The plan must tell you in writing how to appeal. If you are in a Medicare Advantage Plan (Part C) or other Medicare plan, you can appeal if your plan will not pay for, does not allow, or stops a service that you think should be covered or provided. If you think your health could be seriously harmed by waiting for a decision about a service, ask the plan for an expedited appeal decision.

If the request for an expedited decision is requested or supported by a doctor, the plan must make a decision within 72 hours. You or the plan may extend the time-frame up to 14 days to get more medical information. After you file an appeal, the plan will review its decision. Then, if your plan does not decide in your favor, an independent organization that works for Medicare—not for the plan—reviews the decision.
See the plan’s membership materials or contact your plan for details about your Medicare appeal rights.


MA Appeal Process

* Plan Reconsideration

e Independent Review Entity
o Administrative Law Judge
 Medicare Appeals Councll
« Judicial Review
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Presentation Notes
The appeals process in a Medicare Advantage Plan:

• Plan Reconsideration: must be filed within 60 days of the date of the determination notice; no minimum amount in controversy
needed; health plan has jurisdiction.

• Independent Review Entity: automatic if Plan Reconsideration does not change initial determination; no minimum amount in
controversy needed; Independent Review Entity has jurisdiction.

• Administrative Law Judge (ALJ) hearing:must be filed within 60 days of the date of Independent Review Entity decision; minimum amount $120 in 2008, this amount is adjusted annually based on inflation.

• Review by the Medicare Appeals Council (MAC): Must be made in writing within 60 days from the date of receiving the unfavorable ALJ decision. The MAC generally has 90 days to make a decision after receiving the request for review. Jurisdiction Department of Health and Human Services Departmental Appeals Board (DAB).

• Judicial Review: must be filed within 60 days of receipt of MAC decision/declination; minimum amount in 2008 is $1,180, to be adjusted annually;jurisdiction of U.S. District Court.


Special Rights

 If You File an Appeal

— Have Right to Plan’s Files About You
e Your Case File

— Plan May Charge a Reasonable Fee
e For Copying and Mailing
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Presentation Notes
If you are in a Medicare Advantage Plan or Other Medicare Plan and you are filing an appeal, you have special rights. You have the right to ask your plan for a copy of the file that contains your medical and other information regarding your appeal.

The plan may charge you a fee for copying this information and sending it to you. Your plan should be able to give you an estimate of how much it will cost based on the number of pages contained in the file, plus normal mail delivery.


To Get The Case Flle

e Call or Write The Plan
* For Case File Sent to Independent Review
=YAURS)
— Write:
MAXIMUS Federal Services, Inc.

Medicare Managed Care & Pace
Reconsideration Project

Victor, NY 14564-1099
— Call 585-425-5210
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Presentation Notes
You may want to call or write your plan and ask for a copy of your file. Look at your Evidence of Coverage, or the notice you received that explained why you could not get the services you requested, to get the phone number or address of your plan.

You may also ask to receive a copy of the case file the plan sent to the Independent Review Entity (IRE), currently MAXIMUS Federal
Services, Inc. You may call MAXIMUS at 585-425-5210, or you may send a letter to:

MAXIMUS Federal Services, Inc.
Medicare Managed Care
& PACE Reconsideration Project
Victor, NY 14564-1099


MA Fast-Track Appeals

* Right When Services Are Ending Too Soon
— Skilled Nursing Facility
— Home Health Agency
— Comprehensive Outpatient Rehabilitation Facility

 Provider or Plan Must Give Notice of Medicare
Non-coverage (NOMNC)
— At Least 2 Days Before Services End

e Plan Must Give Detailed Explanation of Non-
coverage

e Decision From QIO Within 2 Days
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Presentation Notes
You also have the right to a fast-track appeals process if you are in a Medicare Advantage Plan.

This process is available when you believe your services from a skilled nursing facility, home health agency, or comprehensive outpatient rehabilitation facility are ending too soon. The provider or plan must give you a Notice of Medicare Non-coverage (NOMNC) at least 2 days before your services are expected to end.

If you appeal, the plan must give you a Detailed Explanation of Non-coverage. In general, you will get a decision within approximately 2 days from the QIO that will decide if your services need to continue.


Part D Problems

e Plans Must Have Procedures and Give
Written Information on Procedures

— For Standard and Expedited
« Coverage Determinations
e Appeals
e Grievances

— Quality of Care Complaints

SHINE Online Training

) Department of Elder Affairs 20
Complaints

SHINE Volunteer Counselor Training Program


Presenter
Presentation Notes
Every Medicare drug plan must establish and maintain procedures for:
• Standard and expedited Coverage Determinations;
• Standard and Expedited Appeals; and
• Standard and Expedited Grievances.

The plan also must give you written information about its grievance, coverage determination, and appeal procedures at the following times:
• Grievance procedure—at initial enrollment, upon involuntary disenrollment initiated by the plan sponsor, upon denial of a request for expedited review, upon your request, and once a year.
• Coverage Determination and Appeals procedures, including the right to expedited review—at initial enrollment, upon notification of an adverse coverage determination or denial, and once a year. If a plan changes its formulary or the cost-sharing status of a drug you are taking, the plan must give you written information about the grievance and appeal procedures.
• Quality of care complaint process available through the Quality Improvement Organization (QIO)—at initial enrollment and once a year.


Step 1 Before Part D Appeals

e Coverage Determinations & Exceptions

— Opportunity to Challenge:
= Exclusion of a Drug
» Placement of a Drug on Higher Cost-sharing Tier

 Plans Must Notify Enrollees of Formulary

And/or Tiered Cost Sharing Changes and the
Right to Appeal
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Presentation Notes

There are actually two different parts of an appeals process…first, the Coverage Determination (CD) and Exceptions part and then the more involved Appeals process itself. All of these steps are required to be covered under each plan. 

Through the CD and Appeals process, enrollees are given the opportunity to challenge any exclusion of drugs from their formulary, or to challenge the placement of their drug on a higher cost-sharing tier. 

Prescription drug plans must also notify enrollees of any changes and their rights to appeal these changes.




Coverage Determination &
Exceptions

 Request Plan for Coverage Determination

 Involve Physicians, Family Member, Others to
Assist Enrollee

e Expeditious Determination — If Serious Health
Risk - Decision Must Be Made in 24 Hrs.

e Standard Decisions — Processed in 72 Hrs.

* Independent Review Entity (IRE) — Forwarded
to IRE If Plan Doesn’t Make a Determination
Within Appropriate Timeframes
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Presentation Notes
There are basically five initial steps to begin a CD/Exception process:

First, the consumer must request a coverage determination from their plan. 

Second, they will need to involve their physician in support of the need of the particular drug in question. Other representatives may assist them in this process, for instance, a family member or a SHINE Counselor. 

If the individual has a serious health condition, they may request an Expeditious Determination which requires a decision in 24 hours. 
Standard CD’s will be determined within 72 hours. 

If the plan doesn’t make a determination within these timeframes, an Independent Review Entity (IRE) will become involved. 

Once this information is submitted, a plan must inform you and your prescribing physician, if appropriate, of its decision on the exceptions request as quickly as your health condition requires, but no later than 24 hours after receipt of an expedited request and no later than 72 hours after receipt of a standard request.



Requesting an Exception

 Request an Exception
— Drugs Not on Plan’s Formulary
— Drug With Special Coverage Rules

e Contact the Plan
— How to Submit Request
— What Information to Submit

— Prescribing Doctor
e Must Submit Supporting Statement
 Must Indicate Drug Is “Medically Necessary”
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Presentation Notes
If your doctor needs to prescribe a drug that isn’t on the Medicare drug plan’s drug list, you or that doctor can request an exception from the plan. An exception request is a kind of coverage determination. A coverage determination is the first decision a plan makes about the benefits you are entitled to receive.

The first step in requesting an exception is to contact the drug plan. The plan will advise how to submit the request and the information needed to make a decision. 

Your doctor must submit a statement supporting the request. The doctor’s statement must indicate that the requested drug is “medically necessary” for treating your condition.


Coverage Exceptions

Exceptions Process — to Obtain a Drug at a Better
Cost-sharing Level, or a Drug Not on Formulary
May Be Requested If in Current Year:

 Drug Removed for Reasons Other Than Safety

* Prescribed a Medically Necessary Non-

~ormulary Drug

 Moved From Preferred to Non-preferred Cost
Sharing Tier

* Prescribed More Expensive Tier Drug Because
Lesser Tier Drugs Are Medically Inappropriate
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Presentation Notes

An exception may be requested to obtain a medication at a better cost-sharing level, or to request a drug not on the formulary. Exceptions may be requested for the reasons listed above.

All prescription drug plans and Medicare Advantage plans, by law, must notify enrollees of any change to their formulary or cost sharing 60-days in advance of that change taking effect. If notice is not made, the plan must then provide the individual with a 60-day supply of their medication and notice of the change when requesting a refill of the drug affected by the change. This provides plenty of time for enrollees to request an exception and to file an appeal if needed. 

If the consumer disagrees with information provided by their pharmacist, the pharmacy must also provide notice on how to obtain a CD or request an exception.






Tiering Exception

e Gives Access to Non-preferred Drug
— At Lower Cost of Drugs in the Preferred Tier

— If Preferred Drug
e \Would Not Be As Effective
 \Would Have Adverse Effects
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Presentation Notes
Let’s look at one type of exception—a Tiering Exception.

If a plan uses a tiered cost-sharing structure to manage its Medicare drug benefit, it must provide exceptions procedures that permit enrollees to obtain a non-preferred drug at the more favorable cost-sharing level for drugs in the preferred tier.

A plan must grant a tiering exception when it determines that the preferred drug for treatment of your condition would not be as effective for you as the requested drug and/or it would have adverse effects.

When a tiering exception is approved, the plan must provide coverage at the cost-sharing level that applies for preferred drugs, but not at the generic cost-sharing level. Also, if a plan maintains a formulary tier in which it places very high-cost and unique items, it may design its exception process so that drugs placed in that tier are not eligible for a tiering exception.


Formulary Exception

e Gives Access to Drugs
— Not on Plan’s Formulary
— For Which Plan Has Special Coverage Rules

* Plan Determines Level of Cost Sharing
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Presentation Notes
Another type of exception is a Formulary Exception.

Formulary exceptions ensure enrollees have access to Medicare-covered drugs that are not included on the plan’s formulary or for which the plan has special coverage rules. These special rules include: prior authorization, quantity limits, and step therapy.

When a formulary exception is approved, the plan has the flexibility to determine what level of cost sharing will apply for the non-formulary drug(s). For example, a plan sponsor may apply the non-preferred level of cost sharing for all non-formulary drugs approved under the exception process.


Approved Exceptions

e Valid for Remainder of Plan Year, As Long As
— You Remain Enrolled in Plan
— Physician Continues to Prescribe Drug
— Drug Remains Safe for Treating Your Condition

 Plan Will Notify of Drug Coverage
— For Following Year
— At Time of Approval
— At the End of Plan Year
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Presentation Notes
Approved exceptions are valid for refills for the remainder of the plan year, as long as:
• You remain enrolled in the plan
• Your doctor continues to prescribe the drug
• The drug remains safe for treating your condition

The plan will notify members of coverage for the following year, either at the time of approval or at the end of the plan year. You may need to consider switching to a drug on your plan’s formulary, requesting another exception, or changing plans during the Annual Coordinated Election Period, November 15 –December 31 of each year.

Note: Unlike an approved exception, which is valid for the remainder of the plan year, satisfying a prior authorization requirement may not be valid for the rest of the year. If you satisfy a plan’s prior authorization requirement, it is generally only valid for the number of refills written in the prescription.


Appeals

 Can Appeal Unfavorable Exception Decision

 Five Levels of Appeal
— First Level Is Appeal to the Plan

Wil Receive Information Upon Enroliment
o Expedited Appeals Take Only a Few Days
 An Appointed Representative May Appeal
 Generally Must Be Made in Writing
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Presentation Notes
If the plan still won’t cover a specific drug, you may appeal the decision. There are five levels of appeal, beginning with an appeal to the plan. You will receive information about the plan’s appeal procedures when you enroll. Expedited appeals take only a few days.

Either you or a representative appointed by you, such as a doctor or family member, may request a coverage determination or an appeal. An appointment of representation form or letter must be filed with the plan sponsor. 

More information about these appeals is available in your Evidence of Coverage notice or on www.medicare.gov on the web, or you can contact the drug plan for information on its exception and appeals process.


Appeals Process

Begins When the Coverage
Determination Is Denied...

eStandard Appeal - Levels1 and 2 —

@(@L}/) Plan or Independent Review Entity

(IRE) Has 7 Days to Make a Decision

I @&

éféﬁ‘% Expedited Appeal — Based on an
Urgent Health Condition, Decision
Must Be Made by Plan or IRE In 72
Hours
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Presentation Notes
When a Coverage Determination is denied, the next step is to file an appeal. 

An appeal is a five-step process, and similar to the CD/Exceptions process, there are two levels of appeals.  The standard appeal requires a maximum of 7 days for a decision to be made.  In situations where the patients health is in immediate danger, the decision must be made within 72 hours.  





Levels of Appeal

 Appeal to the Plan (Redetermination)

* Independent Review Entity Reconsideration
« Administrative Law Judge Hearing
 Medicare Appeals Councill

 U.S. District Court Review
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You can appeal your Medicare drug plan’s unfavorable decision. Any representative you appoint, such as a doctor or family member, may help request a coverage determination or an appeal. You will receive information about the plan’s appeal procedures when you enroll. There are five levels of appeal:

• Appeal to the plan -Must request within 60 calendar days from the date of receiving the unfavorable decision, in writing unless the plan accepts requests by phone. A person can call or write for an expedited request for coverage. The plan has 7 days from when it
receives a standard request, or 72 hours for an expedited request, to notify you of its decision.

• Reconsideration by an Independent Review Entity (IRE)-Must request in writing within 60 days from the date of receiving the plan’s unfavorable appeal decision. The IRE has 7 days for a standard request, or 72 hours for an expedited request, to notify you of its decision.

•Hearing with an Administrative Law Judge(ALJ)- Must request in writing within 60 days from the date of receiving the unfavorable IRE decision. The projected value of the denied coverage must be $120 or more. The ALJ generally has 90 days to make a decision.

• Review by the Medicare Appeals Council (MAC)-Must request in writing within 60 days from the date of receiving the unfavorable ALJ decision. The MAC generally has 90 days to make a decision after receiving the request for review.

• Judicial review by a U.S. district court-If the MAC agrees with the plan’s _ decision, the person with Medicare can request (in writing) a review by a U.S. district court. To receive a judicial review, the amount must be $1,180 or greater. The minimum amounts are determined annually, and appeals may be combined to meet them.


Required Notices

o After Every
— Adverse Coverage Determination
— Adverse Appeal Determination
* Include Information on Next Appeal Level

 Include Specific Instructions
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Presenter
Presentation Notes
Plans sponsors are required to provide notices after every adverse coverage determination or appeal.

In addition, all appeal entities are required to send written notice when they make adverse decisions.

These notices will explain the decision, include information on the next appeal level, and provide specific instructions about how to file the appeal.


SHIP Counselor
Complaint Process

e Directed to CMS Customer Service
Representative

« 30 Day Resolution

 May Tag “Urgent, Dire Need, Life-
Threatening”
— 24-48 Hour Resolution

Complaints / Casework Process
o |
i (Handout)
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