(‘) HealthPartners

8170 33 Avenue South
P.O. Box 9463
Minneapolis, MN 55440-9463

Please complete the form, attach any additional information you want us to review, and return it in the enclosed
envelope.

=  Complete Section I of the Complaint Form.
= [fyour request is a beyond the 60 day Medicare timeframe, complete Section II.
= Sign and date the Complaint Form (Section III).

= Ifyou are a family member, friend or advocate of the member, please complete the enclosed
Appointment of Representative form. Or you may attach appropriate legal documentation (example:
Durable Power of Attorney). The Appointment of Representative form contains sections for both you
and the member to complete. Please call us if you have any questions about this form. If you have
already completed the Appointment of Representative form within the past year, you do not need to
complete it again.

= Please contact Member Services if you are unable to complete the form yourself.

We’ll send confirmation within ten business days of receiving your complaint. If you have any questions about
these procedures, please call Member Services or consult your Evidence of Coverage.

For concerns regarding the quality of care you received, you may also file a complaint with the local Quality
Improvement Organization (QIO):

Minnesota & Wisconsin
Livanta BFCC-QIO Program
Phone: 866-815-5440

TTY: 866-868-2289

If you reside in a different state, please look in your Evidence of Coverage or call Member Services for the
address and phone number of your local QIO.
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Time Frames

Your situation

Your deadline for submitting a
complaint

Our deadline for reviewing your
request and responding to you

You are appealing a coverage
decision that we made for a
Medicare Part A, Part B or C
medical service (this is called an

appeal)

Within 60 calendar days from the
date on the written notice we sent
(or explain why you missed the
deadline — called ‘good cause’) —
see Section II

Standard: within 30 calendar days
of receiving your appeal

Fast: within 72 hours or receiving
your appeal if you haven’t had the
service yet

You are appealing a coverage
decision that we made for a
Medicare Part B or Part D
prescription drug (this is called
an appeal)

Within 60 calendar days from the
date on the written notice we sent
(or explain why you missed the
deadline — called ‘good cause’) —
see Section II

Standard: within 7 days of
receiving your appeal if you
haven’t yet bought or received the
drug (this is called pre-service)

Part B and Part D prescription
drug: Fast: within 72 hours of
receiving your appeal if you
haven’t received the drug yet (this
is called pre-service)

Part B prescription drug: Standard:
within 30 calendar days of
receiving your appeal if you have
already bought or received the
drug (this is called post-service)

Part D prescription drug: Standard:
within 14 calendar days of
receiving your appeal if you have
already bought or received the
drug (this is called post-service)

You are making a complaint about
anything other than our decision
related to benefits, coverage or
payment (this is called a
grievance)

Within 60 calendar days from the
date that you had the problem (or
explain why you missed the
deadline — called ‘good cause’) —
see Section II

Standard: within 30 calendar days
of receiving your grievance

Fast: within 24 hours if we denied
your request for a fast appeal — we
will do this automatically

If you have questions, we’re here to help. Call us at ADMIN INFO PHONE FULL.

If youuse a TTY, please call 711.

From Oct. 1 through March 31, we take calls from 8 a.m. to 8 p.m. CT, seven days a week. You’ll speak with

a representative.

From April 1 to Sept. 30, call us 8 a.m. to 8 p.m. CT Monday through Friday to speak with a representative.
On Saturdays, Sundays and Federal holidays, you can leave a message and we’ll get back to you within one

business day.

Sincerely,

USER _SIGNATURE
Member Services

Enclosure:

HealthPartners Complaint Review Form; Appointment of Representative Form
Y0095 S1822 119016 _C IR 01/2020
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(’ » HealthPartners-

8170 33 Avenue South
P.O. Box 9463
Minneapolis, MN 55440-9463

HealthPartners Complaint Review Form
Member Full Name

Member ID Number
Member Address

Member Date of Birth
Member Phone Number

I. Please explain your issue or concern in detail. You may attach more pages if needed.

How can we resolve this problem?

II. Good Cause for missing the deadline for filing your complaint. Examples of good cause for missing the
deadline may include if you had a serious illness that prevented you from contacting us or if we provided you
with incorrect or incomplete information about the deadline.

If your request is beyond the 60 day time period, please explain the reason for the delay.
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III. Please review and check one of the following boxes:

I hereby authorize HealthPartners to fully investigate this complaint in accordance with State and Federal
guidelines. To facilitate this investigation, I hereby authorize the release of all information relating to this
complaint (including all applicable billing and medical records). I understand that in the course of the review,
HealthPartners may contact the providers involved to help resolve my complaint. This authorization is valid
from the date signed until this complaint is fully resolved.

[] Iagree to allow HealthPartners to share my complaint with the providers involved.

[ ] Ido not want HealthPartners to share my complaint with the providers involved. Iunderstand this may
make it harder for HealthPartners to resolve this complaint.

Member or Representative Signature Date

(If someone other than the member is signing, please complete and return the enclosed Appointment of
Representative form or other legal documentation)

If you have questions, we’re here to help. Call us at ADMIN INFO PHONE FULL.
If youuse a TTY, please call 711.

From Oct. 1 through March 31, we take calls from 8 a.m. to 8 p.m. CT, seven days a week. You’ll speak with
a representative.

From April 1 to Sept. 30, call us 8§ a.m. to 8 p.m. CT Monday through Friday to speak with a representative.
On Saturdays, Sundays and Federal holidays, you can leave a message and we’ll get back to you within one
business day.

Please mail this form in the enclosed envelope or send it to us at:
HealthPartners Member Rights & Benefits
P.O. Box 9463
Mail Stop 21103R
Minneapolis, MN 55440-9463
Fax: 952-853-8742
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form CMS-1696 Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0950

Appointment of Representative

Name of Party Medicare Number (beneficiary as party) or National Provider Identifier Number
(provider or supplier as party)

SECTION 1: Appointment of Representative

To be completed by the party seeking representation (i.e., the Medicare beneficiary, the provider or the supplier):
| appoint the individual named in Section 2 to act as my representative in connection with my claim or asserted right
under Title XVIII of the Social Security Act (the “Act”) and related provisions of Title XI of the Act. | authorize this
individual to make any request; to present or to elicit evidence; to obtain appeals information; and to receive any
notice in connection with my claim, appeal, grievance or request wholly in my stead. | understand that personal
medical information related to my request may be disclosed to the representative indicated below.

Signature of Party Seeking Representation Date
Street Address Phone Number (with Area Code)
City State Zip Code

Email Address (optional)

Section 2: Acceptance of Appointment

To be completed by the representative:

l, , hereby accept the above appointment. | certify that | have not been disqualified,
suspended, or prohibited from practice before the Department of Health and Human Services (DHHS); that | am not, as a
current or former employee of the United States, disqualified from acting as the party’s representative; and that |
recognize that any fee may be subject to review and approval by the Secretary.

lama/an
(Professional status or relationship to the party, e.g. attorney, relative, etc.)
Signature of Representative Date
Street Address Phone Number (with Area Code)
City State Zip
Email Address (optional) Fax Number (optional)

Section 3: Waiver of Fee for Representation

Instructions: This section must be completed if the representative is required to, or chooses to waive their fee for
representation. (Note that providers or suppliers that are representing a beneficiary and furnished the items or services
may not charge a fee for representation and must complete this section.)

| waive my right to charge and collect a fee for representing before the Secretary of HHS.

Signature Date

Section 4: Waiver of Payment for Items or Services at Issue

Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or
services must complete this section if the appeal involves a question of liability under section 1879(a)(2) of the Act.
(Section 1879(a)(2) generally addresses whether a provider/supplier or beneficiary did not know, or could not reasonably
be expected to know, that the items or services at issue would not be covered by Medicare.)

i waive my right to collect payment from the beneficiary for the items or services at issue in this appeal if a determination
of liability under §1879(a)(2) of the Act is at issue.

Signature Date

Form CMS-1696 (Rev 09/21)



INSTRUCTIONS AND REGULATION REQUIREMENTS
Instructions
Name of Party (required): This is the name of the person or entity which has standing to file a claim or appeal (the name
of the person who has Medicare, or the name of the provider or supplier). Medicare Number or National Provider
Identifier (required): This must be completed when the person or entity appointing a representative has a Medicare
number or National Provider Identifier. If not applicable, fill in, “not applicable”. All fields in Sections 1 and 2 are
required unless noted as optional within the field. See the regulation at 42 CFR 405.910.
Charging of Fees for Representing Beneficiaries before the Secretary of DHHS
An attorney, or other representative for a beneficiary, who wishes to charge a fee for services rendered in connection
with an appeal before the Secretary of HHS (i.e., an Administrative Law Judge (ALJ) hearing or attorney adjudicator
review by the Office of Medicare Hearings and Appeals (OMHA), Medicare Appeals Council review, or a proceeding
before OMHA or the Medicare Appeals Council as a result of a remand from federal district court) is required to obtain
approval of the fee in accordance with 42 CFR 405.910(f). The form, OMHA-118, “Petition to Obtain Approval of a Fee
for Representing a Beneficiary” elicits the information required for a fee petition. It should be completed by the
representative and filed with the request for ALJ hearing, OMHA review, or request for Medicare Appeals Council
review. Approval of a representative’s fee is not required if: (1) the appellant being represented is a provider or supplier;
(2) the fee is for services rendered in an official capacity such as that of legal guardian, committee, or similar court
appointed representative and the court has approved the fee in question; (3) the fee is for representation of a
beneficiary in a proceeding in federal district court; or (4) the fee is for representation of a beneficiary in a
redetermination or reconsideration. If the representative wishes to waive a fee, he or she may do so. The form, OMHA-
118, may be found at: https://www.hhs.gov/sites/default/files/OMHA-118.pdf

Approval of Fee

The requirement for the approval of fees ensures that a representative will receive fair value for the services performed
before HHS on behalf of a beneficiary, and provides the beneficiary with a measure of security that the fees are
determined to be reasonable. In approving a requested fee, OMHA or Medicare Appeals Council will consider the nature
and type of services rendered, the complexity of the case, the level of skill and competence required in rendition of the
services, the amount of time spent on the case, the results achieved, the level of administrative review to which the
representative carried the appeal and the amount of the fee requested by the representative.

Conflict of Interest

Sections 203, 205 and 207 of Title XVIII of the United States Code make it a criminal offense for certain officers,
employees and former officers and employees of the United States to render certain services in matters affecting the
Government or to aid or assist in the prosecution of claims against the United States. Individuals with a conflict of
interest are excluded from being representatives of beneficiaries before HHS.

Where to Send This Form

Send this form to the same location where you are sending (or have already sent) your: appeal if you are filing an appeal,
grievance or complaint if you are filing a grievance or complaint, or an initial determination or decision if you are
requesting an initial determination or decision. If additional help is needed, contact 1-800-MEDICARE (1-800-633-4227,
TTY users call 1-877-486-2048), or your Medicare plan. You have the right to get Medicare information in an accessible
format, like large print, Braille, or audio. You also have the right to file a complaint if you feel you’ve been discriminated
against. Visit https://www.medicare.gov/about-us/accessibilitynondiscrimination-notice, or call 1-800-MEDICARE (1-
800-633-4227) for more information. TTY users can call 1-877-486-2048.

According to the Paperwork reduction act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0950. the time required
to prepare and distribute this collection is 15 minutes per notice, including the time to select the preprinted form, complete it and
deliver it to the beneficiary. if you have comments concerning the accuracy of the time estimates or suggestions for improving this
form, please write to CMS, PRA Clearance officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.

Form CMS-1696 (Rev 09/21)



Our Responsibilities:

We follow Federal civil rights laws. We do not
discriminate on the basis of race, color, national origin,
age, disability or sex. We do not exclude pecple or treat
them differently because of their race, color, natienal
origin, age, disability or sex, including gender identity.

+ We help people with disabilities to communicate
with us. This help is free. It includes:
« Qualified sign language interpreters
« Written information in other formats, such as
large print, audio and accessible electronic
formats

+ We provide services for people who do not speak
English or who are not comfortable speaking
English. These services are free. They include:

+ Qualified interpreters
« Information written in other languages

For Language or Communication Help:
Call 1-800-233-9645 if you need language or other
communication help. (TTY: 711)

Statement of Nondiscrimination for Health Plan Members

If you have questions about our non-discrimination
policy:

Contact the Civil Rights Coordinator at 1-844-363-8732
or integrityandcompliance@healthpartners.com.

To File a Grievance:

If you believe that we have not provided these services
or have discriminated against you because of your race,
color, national origin, age, disability or sex, you can file
a grievance by contacting the Civil Rights Coordinator
at 1-844-363-8732, integrityandcompliance@
healthpartners.com or Civil Rights Coordinator,

Office of Integrity and Compliance, MS 21103K,

8170 33rd Ave. S., Bloomington, MN 55425.

You can alse file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

Room 509F, HHH Building

200 Independence Avenue SW, Washington, DC 20201
1-800-368-1019, 800-537-7697 (TDD)

Espanol (Spanish)

ATENCION: si habla espariol, tiene a su disposicion
servicios gratuitos de asistencia lingdistica. Llame al
1-800-233-9645. (TTY: 711)

WITINI0 (Laotlan)

lwogIL: 799 wIncdIwIzr 979,
PIVOSNIVROBCTHBOIVWIF, loodcsyen,
ccuvDwaLlnuan. lns 1-800-233-9645. (TTY:711)

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog
lus, muaj kev pab dawk rau koj. Hu rau 1-800-233-9645.
(TTY:711)

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen

Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verflgung. Rufnummer: 1-800-883-233-9645. (TTY: 711)

Tiéng Viét (Vietnamese)

CHU Y: Néu ban ndi Tiéng Viét, co cac dich vu hé trg
ngon hgd mién phi danh cho ban. Goi s6
1-800-233-9645. (TTY. 711)

i 2l (Arabic)
D8 g8 Ay galll Bae Loall cnlead 8 cdalll (8N et € 1Y) Al e
7118400 5 acalt Catls o5 ,)1-800-233-9645 & n Josil Glaadl &l

BT (Chinese)
EE WRGERER T S DR EeE
SEPIEE 1-800-233-9645. (TTY:711)

SRBIRTS -

Francais (French)

ATTENTION: Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez
le 1-800-233-9645. (ATS: 711)

Pycckuni (Russian)

BHUMAHWE: Ecnu Bbl roBopUTE Ha PYCCKOM A3bIKE, TO
BaM JOCTYMNHbI BecnnartHble ycnyrv nepeBofa. 3soHnTe
1-800-233-9645. (tenetann: 711)

k2o (Korean)
Fo: S Aol N&E MHIASE

UsLIC 1-800-233-9645. (TTY: 711)

ASBEAIE B2,
SN R

Af Soomaali (Semati)

OGAYSIIS: Haddii aad ku hadasho afka soomaaliga,
Waxaa kuu diyaar ah caawimaad xagga lugadda ah co
bilaash ah. Fadlan sco wac 1-800-233-9645. (TTY: 711)

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-233-9645. (TTY: 711)
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Oromiffa (Cushite [Oromo])

XIYYEEFFANNAA: Afaan dubbattu Oromiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
1-800-233-9645. (TTY: 711)

Italiano (ftalian)

ATTENZIONE:In caso la lingua parlata sia l'italiano,
sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-233-9645. (TTY: 711)

ho9cE (Ambharic)

SO, 091,515 IR ATICE WPy 1 CPI0 AC8 S SCPPF e
1% ALTHPT THIEFPA: M *LhiAd- &PC LLD-
1-800-233-9645. (aofo9 APOGTF@-711)

awlne (Thai)
=) . e Ly ] =) e
Bow! demganen Tnegmennlduinstomionman s 16w Tns

1-800-233-9645. (TTY: 711)

unD (Karen)

OSC)]?ISOSCDE— .?EDQSO’)GO)"L COEG (r%%@au%, @@L%ﬁ O’%%@'a(f)i@l@ﬂ(\)?
meommpbootgl Sed1obazgdadi. of: 1-800-233-9645.
(TTY:7171)

eMNVIKA (Greek)

MPOZOXH: Av phdte eNANVIKA, ot S1dBeor] oag
Bpiokovtal unnpeoieg YAWOOIKNAS UTTOOTI PIENG, Ol ONToleg
niapéxovral dSwpedv. Karéote 1-800-233-9645. (TTY: 711)

181 (Mon-Khmer, Cambodian)

s Wasthgm Sunt Manis, nNSguigsAman
IEWESSARMIL SINGENSONUUITESY $F g1
1-800-233-9645. (TTY: 711)

Diné Bizaad (Navajo)

Dii baa aké ninizin: Dif saad bee yanitti'go Diné Bizaad,
saad bee aka’anida’awo'dee’, t'aa jiik’eh, é na holo, kojj’
hédiflnih 1-800-233-9645. (TTY: 711)

Deitsch (Pennsylvanian Dutch)

Wann du Deitsch schwetzscht, kannscht du mitaus Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch.
Ruf selli Nummer uff: Call 1-800-233-9645. (TTY: 711)

Ikirundi (Bantu - Kirundi)

ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi
zo gufasha mu ndimi, ku buntu. Woterefona
1-800-233-9645. (TTY: 711)

Polski (Polish)
UWAGA: Jezeli mowisz po polsku, mozesz skorzystac

Z bezplatnej pomocy jezykowej. Zadzwon pod numer
1-800-233-9645. (TTY: 711)

Kiswahili (Swahili)
KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza

kupata, huduma za lugha, bila malipo. Piga simu
1-800-233-9645. (TTY: 711)

TEEY (Hindi)
AT & Afe 3T TEer aerd § A 3maes fore Jod &7
ST GETIT TATU 39cAeT & | 1-800-233-9645. (TTY: 711)

HAEE (Japanese)
EEEIE  BREEEINDIES.
EHOEEXIEF CHRAWVEEITET, 1-800-233-9645

(TTY:711) £ T, BEEICTITERK EELY,

Shqip (Albanian)

KUJDES: Nése flitni shqip, pér ju ka né dispozicion
shérbime té asistencés gjuhé&sore, pa pagesé. Telefononi
né 1-800-233-9645. (TTY: 711)

st (Nepali)
FATEE ToT: ok TUAT IS T | BieT
e 1-800-233-9645 (fefears: 711)

Srpsko-hrvatski (Serbo-Croatian)

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge
jezicke pomodi dostupne su vam besplatno. Nazovite
1-800-233-9645. (TTY: 711)

Norsk (Norwegian)

MERK: Hyvis du snakker norsk, er gratis
sprakassistansetjenester tilgjengelige for deg. Ring
1-800-233-9645. (TTY: 711)

ol (Gujarati)
YAell: %1 il oAl oletell 8, Al [A:9es et

sl A2 dHIRL HI2 Guassl B, Slot 53
1-800-233-9645. (TTY: 711)

Adamawa (Fulfulde, Sudanic)

MAANDO: To a waawi Adamawa, e woodi ballooji-ma to
ekkitaaki wolde caahu. Noddu 1-800-233-9645.

(TTY: 711)

s34l (Urdu)
whod (€0 (S oL3 S 8o e sob Gl BNl s
(TTY: 711) 1-800-233-9645 (S JIS - G s (e ke

YKkpaiHcbka (Ukranian)

YBATA! AKWO BN pO3MOBNAETE YKPATHCbKOK MOBOK, BU
MOMETe 3BepPHYTUCA 0O HE3KOLUTOBHOI CNYKOM MOBHOT
NigTpMKN. TenepoHyiTe 3a Homepom 1-800-233-9645,
(Tenetann: 711)
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