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Policy:

Purpose:

Definitions:

Acronyms:

PerformCare will follow Pennsylvania Department of Human Services
requirements regarding prior authorization approval/denial process and
notifications per Appendix AA of PSR.

Outline procedure for prior authorization approval/denial process and
sending approval/denial notifications.

Act 146: Pennsylvania General Assembly passed in November 2022 Act
146 which supersedes June 1998 Act 68.

Appendix AA: Prior authorization approval/denial process and
notifications requirements per Pennsylvania Department of Human
Services (DHS) HealthChoices Behavioral Health, Program Standards and
Requirements.

Appendix H: Complaint, Grievance and Fair Hearing Processes per
Pennsylvania Department of Human Services (DHS) HealthChoices
Behavioral Health, Program Standards and Requirements.

ASAM: American Society of Addiction Medicine
BH-MCO: Behavioral Health-Managed Care Organization
CCM: Clinical Care Manager

DHS: Pennsylvania Department of Human Services
EMR: Electronic Medical Record

LOC: Level of Care

MH: Mental Health

MNG: Medical Necessity Guidelines

NCQA: National Committee for Quality Assurance
OMHSAS: Office of Mental Health and Substance Abuse
PA: Psychiatrist/Psychologist Advisor
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Procedure:

PSR: Program Standards and Requirements
SUD: Substance Use disorder

1.

2.

PerformCare follows all Appendix AA standards when issuing an
authorization or a denial of services.

Annual Appendix AA and denial letter narrative training is provided to
all CCMs, CCM Supervisors & PAs.

. When a Member or Provider requests prior authorization for Behavioral

Health Services, a PerformCare Associate completes verification of
PerformCare eligibility, collects relevant demographic information,
documents in the Member’s Electronic Medical Record, and notifies the
CCM of the request.

Initial and continued stay authorizations requests for a Behavioral

Healthcare Services must meet DHS HealthChoices medical necessity

as determined by application of DHS HealthChoices Behavioral Health

Program, Program Standards and Requirements, Appendix S and T

HealthChoices Behavioral Health MNG, ASAM or PerformCare

OMHSAS approved MNG for in lieu of services.

Prior Authorization Time frames for Notice of Decisions.

5.1. PerformCare is required to process each request for Prior
Authorization (prospective utilization review) of an initial request
for service and ensure that the Member is notified of the decision
as expeditiously as the Member’s health condition requires, at least
verbally within two (2) business days of receiving the request,
unless additional information is needed. If no additional
information is needed, PerformCare must mail written notice of the
decision to the Member and the prescribing Provider within two (2)
business days after the decision is made.

5.2. The decision for concurrent review (reauthorization- continued stay
requests) must be communicated within one (1) business day of the
receipt of all supporting information reasonably necessary to
complete the review.

5.3. If additional information is needed to make the decision,
PerformCare must request the additional information from the
Provider within forty-eight (48) hours of receipt of the request and
allow up to fourteen (14) days for the Provider to submit the
additional information. PerformCare must accept supplemental
information from a member of the Provider’s clinical staff.

5.4. PerformCare must provide written notice to the Member that
additional information has been requested on the date the
additional information was requested using the Notice of Request
for Additional Information template. PerformCare must also
include the Non-Discrimination Notice and Language Assistance
Services templates when it sends the request for additional
information. PerformCare must use the templates supplied by the
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5.5.

5.6.

5.7.

Department, which are available in DocuShare. PerformCare may
not modify the template.

If the requested information is provided within fourteen (14) days,
then PerformCare must make the determination to approve or deny
the service and notify the Member verbally, within two (2)
business days of receipt of the additional information for initial
requests and within one (1) business day for concurrent reviews
(reauthorization- continued stay). PerformCare must mail written
notice of the decision to the Member and the prescribing Provider
within two (2) business days after the decision is made. If the
additional information is not received within fourteen (14) days,
the decision to approve or deny the service must be made based
upon the available information and the Member notified verbally
within two (2) business days after the additional information was to
have been received for initial requests and within one (1) business
day for concurrent reviews (reauthorization- continued stay).
PerformCare must mail written notice of the decision to the
Member and the prescribing Provider within (2) two business days
after the decision is made.

In all cases, if the Member does not receive written notification of
the decision to approve or deny a covered service within twenty-
one (21) days from the date PerformCare received the request, the
service is automatically approved. To satisfy the twenty-one (21)
daytime period, PerformCare may mail written notice to the
Member and the prescribing Provider on or before the eighteenth
(18th) day from the date the request is received. If the notice is not
mailed by the eighteenth (18th) day after the request is received,
then PerformCare must hand deliver the notice to the Member, or
the request is automatically authorized (i.e., deemed approved).

If the Member is currently receiving a requested service, the
written notice of denial must be mailed to the Member at least
fifteen (15) days prior to the effective date of the denial of
authorization for continued services. If probable Member fraud has
been verified, the period of advance notice is shortened to five (5)
days. For acute inpatient services, the effective date on a denial of a
continuation of services must be at least one (1) day after the date
of the notice. If the Member wishes to have services continued as
previously approved, the Member must file a Grievance before the
effective date of the denial as indicated on the denial notice.

6. The CCM is responsible for reviewing/responding to the request and

7.

documenting all relevant clinical information in the Member’s EMR.
The CCM will approve the initial or concurrent (reauthorization-
continued stay) requests if Medical Necessity is met per the CCM scope
of practice and qualifications and will generate a notification and
authorization per Appendix AA requirements.
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8. CCMs are responsible for submitting all Level of Care (LOC) requests
that may not meet Medical Necessity to a PerformCare
Psychiatrist//Psychologist Advisor (PA) for review and final
determination of approval or denial of services.

8.1. CCMs are not permitted to deny a request for service, only a
PerformCare PA (in accordance with Appendix AA requirements)
may issue a denial within the scope of their license and practice.

9. When a PA is consulted for a Medical Necessity review, the
PerformCare PA will document the Medical Necessity determination
rationale in the Member’s Electronic Medical Record.

9.1. The PA is responsible for writing the narrative section of the denial
letter.

9.1.1. When PerformCare denies a request for services, a written
denial notice must be issued to the Member using the
appropriate denial notice template. PerformCare must also
include the Non-Discrimination Notice and Language
Assistance Services templates when it sends the denial notice.
PerformCare must use the templates supplied by the
Department, which are available in DocuShare.

9.1.2. The Clinical Department’s Documentation Audit Tool
monitors compliance of the determinations.

9.2. Requests for service will not be denied for lack of medical
necessity unless a physician or other health care professional with
appropriate clinical experience or expertise in treating the
Member’s condition or disease determines:

9.2.1. that the prescriber did not make a good faith effort to submit
a complete request, or

9.2.2. that the service or item is not medically necessary, after
making a reasonable effort to consult the prescriber.

9.3. If the Member is under 21 years of age the reasonable efforts to
consult with the prescriber must include a request that the Member,
parent, or authorized representative of the Member, if the Member
has an authorized representative, contact the prescriber to request
that the prescriber contact PerformCare. If a Member is under 21
years of age, PerformCare must document its attempts to reach the
prescriber, including its request that the Member, parent, or
authorized representative of the Member, if the Member has an
authorized representative, contact the prescriber to request that the
prescriber contact PerformCare.

10. Denial of Service
10.1. A determination made by PerformCare in response to a

Provider’s or Member’s request for approval to provide a service of
a specific amount, duration, and scope which:

10.1.1. Disapproves the request completely, or

10.1.2. Approves provision of the requested service(s), but for a
lesser amount, scope or duration than requested, or
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10.1.3. Approves provision of the requested service(s), but by a
Network Provider, or

10.1.4. Disapproves provision of the requested service(s), but
approves provision of an alternative service(s), or

10.1.5. Reduces, suspends, or terminates a previously authorized
service.

10.2. A The denial notice must include the following:

10.2.1. Specific reasons for the denial with references to the
program provisions.

10.2.2. A description of alternative services recommended on the
basis of the medical necessity guidelines.

10.2.3. A description of the Member’s right to file a complaint or
grievance.

10.2.4. Information for the Member describing how to file a
complaint or grievance.

10.2.5. An offer by PerformCare to assist the Member in filing a
Complaint or Grievance.

11. PerformCare follows all requirements for Emergency Inpatient
Admission: Prior Authorization, Admission and Documentation per
Appendix AA.

11.1. If a Member seeks Emergency Services and the emergency
provider determines that Emergency Services are necessary, the
provider shall initiate necessary intervention to evaluate and, if
necessary, stabilize an Emergency Medical Condition of the
Member without seeking or receiving authorization from
PerformCare. PerformCare may not require a provider to submit a
request for Prior Authorization for Emergency Services or
emergency inpatient admissions.

11.2. The provider is required to notify PerformCare of the provision
of Emergency Services and the condition of the Member within 10
Days following the presentation for Emergency Services.
PerformCare may not refuse to cover Emergency Services because
the emergency department provider, hospital or fiscal agent did not
notify PerformCare of the Member’s screening and treatment
within 10 Days of presentation for Emergency Services.

11.3. Continued stay after stabilization of the emergency may be
subject to concurrent review and Prior Authorization. The review
procedures used by PerformCare shall be consistent with the
involuntary commitment processes set forth in the Mental Health
Procedures Act, 50 P.S. §§ 7101 et seq. If a request for continued
stay after stabilization cannot be reviewed because it is uncertain if
the individual is eligible for Medical Assistance, PerformCare must
review the request within seven (7) Days of the eligibility issue
being resolved and no later than one hundred and eighty (180)
Days of the date of service. PerformCare must use the same time
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frame to review authorizations for continued stay for Network
Providers and Out-of-Network Providers.

11.4. If at any time after requesting Prior Authorization, the provider
determines the Member’s medical condition requires Emergency
Services, the Emergency Services must be provided in accordance
with Appendix AA.

12. Closely Related Services.

12.1. If a Provider performs a closely related service, PerformCare
may not deny a claim for the closely related service for failure of
the Provider to seek or obtain prior authorization, if the Provider
notifies PerformCare of the performance of the closely related
service no later than three (3) business days following completion
of the service but prior to the submission of the claim for payment.
The submission of the notification shall include the submission of
all relevant clinical information necessary for PerformCare to
evaluate the medical necessity and appropriateness of the service.

12.2. PerformCare’s retrospective utilization review of medical
necessity and appropriateness of the closely related service and the
need for verification of the Member’s eligibility for coverage is not
limited by the requirement that PerformCare may not deny a claim
for closely related services if the conditions in 12.1 are met.

13. Peer-to-Peer

13.1. Peer-to peer review.

13.1.1. In the case of a denied prior authorization request,
PerformCare-MCO will make available a peer-to-peer review
discussion to the requesting provider. The peer-to-peer
reviewer provided by PerformCare shall meet the standards
specified in section(C)(3) of Appendix AA and have the
authority to modify or overturn PerformCare’s prior
authorization decision.

13.1.2. The procedure for requesting a peer-to-peer review
discussion, including contact information for PerformCare is
available on PerformCare’s website and the provider portal.

13.1.3. A provider may request a peer-to-peer review discussion
during normal business hours (Monday through Friday 8:30am
to 4:30pm) or outside normal business hours, PerformCare will
make every effort to accommodate after hours requests based
on availability of qualified staff or coordinate the peer-to-peer
as soon as feasible to the Provider and PerformCare.

13.2. Peer to Peer proxy.

13.2.1. A Provider may designate, and PerformCare shall accept,
another licensed member of the Provider’s affiliated or
employed clinical staff with knowledge of the Member’s
condition and requested service as a qualified proxy for
purposes of completing a peer to-peer discussion.
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Related Policies:

13.2.2. Individuals eligible to receive a proxy designation shall be
limited to licensed providers whose actual authority and scope
of practice is inclusive of performing or prescribing the
requested service. Authority may be established through a
supervising provider consistent with applicable State law for
nonphysician practitioners.

13.2.3. PerformCare must accept and review the information
submitted by other members of a provider’s affiliated or
employed staff in support of a prior authorization request.

13.2.4. PerformCare may not limit interactions with clinical staff
solely to the requesting provider.

13.3. Peer to Peer review timeline.

13.3.1. PerformCare will make a peer-to-peer review discussion
available to a requesting Provider from the time of a prior
authorization denial occurs until the internal grievance process
commences.

13.3.2. If a peer-to-per results in a change in PerformCare’s
decision, PerformCare must provide written notice to the
Member on the date of the decision, using the appropriate
template supplied by DHS.

13.3.3. If a peer-to-peer review discussion is available prior to the
PerformCare making a decision on the prior authorization
request, then PerformCare will offer the peer-to-peer review
discussion within the timelines specified in section (C)(1) of
Appendix AA.

14. Denial letters for Mental Health Inpatient and all Substance Use
Residential Level of Care will be faxed to the Member at the MH IP or
SUD IP Provider the same day or no later than within 24 hours of the
denial.

15. The Member has the right to file a Grievance or a Complaint per
Appendix H and QI-044 Grievance Policy.

16. PerformCare also complies with all timeliness decision and notification
requirements per Act 146 and NCQA. The most stringent time frame is
followed per Attachment 4 UM Decision Timeframes.

CM-004 Psychiatrist Advisor/Psychologist Advisor Consultation

CM-007 Service Denial- Behavioral Health Inpatient Services

CM-011 Clinical Care Management Decision Making

CM-012 Authorization of Psychological and Neuropsychological Testing

CM-015 Inter-Rater Reliability Monitoring of Medical Necessity

CM-028 Requests for Prior-Authorized Substance Use Disorder Services

CM-029 Registration for Withdrawal Management

CM-034 Emergency Services-Coverage/Reimbursement

CM-043 Requests for Prior-Authorized Mental Health Inpatient and PHP
Services
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Related Reports:

Source Documents
and References:

Superseded Policies
and/or Procedures:

My Attachments:

CM-045 Requests for Initial, Continuation and Maintenance for
Electroconvulsive Therapy

CM-047 Authorization and Delivery of Music Therapy Services

CM-053 Requests for Initial and Continued Stay Assertive Community
Treatment Services and Community Treatment Team Services

CM-054 Requests for Mobile Mental Health Intellectual Disability Service
CM-055 Requests for Transcranial Magnetic Stimulation

CM-CAS-042 Initial & Re-Authorization Requirements for Individual
Intensive Behavioral Health Services (IBHS) — BC/MT/BHT & ABA
Services

CM-CAS-043 Initial & Re-Authorization Requirements for Intensive
Behavioral Health Services (IBHS) — Group/Evidenced-Based
Therapy/Other Individual Services

CM-CAS-051 Procedure for Prior Authorization for Family Based Mental
Health Services

CM-CAS-053 Authorization Requirements for CRR-HH

CM-CAS-054 Authorization Requirements for RTF

PR-001 Service Authorization Procedures and Standards for Out-of-
Network Providers

QI-044 Grievance Policy

NCQA Standard UM-5 and Act 146.

Department of Human Services Prior Authorization Requirements for
Participating Behavioral Health Managed Care Organizations in the
Behavioral Health HealthChoices Program, Appendix AA and H,
Complaints and Grievances.

Pennsylvania Department of Human Service HealthChoices Behavioral
Health Program, Program Standards and Requirements, Appendix S, T,
American Society of Addiction Medicine (ASAM) Criteria, HealthChoices
Behavioral Health Services Guidelines for Mental Health Medical
Necessity Criteria.

None

Attachment I Notice of request for additional information
Attachment 2a Complete Denial

Attachment 2b Approved Other Than Requested

Attachment 2¢ Approved Different Service

Attachment 2d Denial or Partial Approval Multiple IBHS
Attachment 3a Non-Discrimination notice

Attachment 3b Language Assistance Services

Attachment 4a Denial Decision Partial Change Due to Peer to
Peer
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Attachment 4b Denial Decision Change Due to Peer to Peer
Attachment 5 UM Decision Timeframes

Approved by:

()WWLM

Primary S@(ﬁholder
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Appendix AA

January 1, 2024
APPENDIX AA

ATTACHMENT 1

Notice of Request for Additional Information

[Date letter mailed (date additional information was requested from Provider)]
[Member Name or Parent/Guardian Name]

[Address]

[County]

Member ID: **x*kx*kx

Subject: Request for Additional Information from your Provider

Dear [Member or Parent/Guardian Name]:

This is an important notice about your requested service(s). Read it carefully. Call [BH-MCO Name] at
[BH-MCO Phone# & Toll-free TTY/PA RELAY#] if you have any questions or need help.

[BH-MCO Name] received a request for [describe specific services/frequency/level/duration] from
[provider name] on [date received].

In order to decide if this service is medically necessary for you, [BH-MCO Name] needs more
information. [BH-MCO Name] has asked your provider to send us the following information by [date]:

[list specific information requested]

[BH-MCO Name] will make a decision on the requested services within 2 business days after getting
the information from your provider. [BH-MCO Name] will tell you the decision in writing within 2
business days after making its decision.

If we do not receive the additional information within 14 days, [BH-MCO Name] will make the decision
to approve or deny the service based on the information it already has. [BH-MCO Name] will tell you
the decision in writing within 2 business days after it should have received the additional information.

If you have any questions, please contact Member Services at [BH-MCO Phone# & Toll-free TTY/PA
RELAY#].

Sincerely,
[BH-MCO Name]

cc: [Prescribing Provider]

Commonwealth of Pennsylvania
HealthChoices Behavioral Health
HealthChoices Behavioral Health Amendment — January 1, 2024
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Appendix AA
January 1, 2024

ATTACHMENT 2a

STANDARD DENIAL NOTICE FOR REQUESTS THAT ARE
DENIED COMPLETELY

[DATE] [This MUST be the date the notice is mailed]

[Member Name or Parent/Guardian Name]
[Address]
[County]

RE: [Member’s name, DOB, and Member or Denial Identifier]

Dear [Member or Parent/Guardian Name]:

This is an important notice about your requested service(s). Read it carefully. Call [BH-MCO Name]
at [BH-MCO Phone# & Toll-free TTY/PA RELAY#] if you have any questions or need help.

[BH-MCO Name] has reviewed the [initial, continued, OR amended] request for [identify
SPECIFIC service with amount, frequency, and dates of service (if applicable)] submitted by
[prescriber’s name and credentials] for [member name] on [date]. The review was completed by
[name and credentials].

After [physician] [psychologist] (select the most appropriate description) review, the request is:

Denied completely because: [Explain at a gth grade reading level in detail every reason for
denial. In addition to the explanation for the decision, include specific references to
approved Medical Necessity guidelines, rules, or protocols on which the decision is based,
in easily understood language. If under the age of 21, denial must be based on medical
necessity. If a member under the age of 21 is denied because of insufficient information to
determine medical necessity, it must be clear that a medical necessity determination could
not be reached with the available information and all information needed to render a
decision must be listed. If denied because of insufficient information and 21 or older,
identify all additional information needed to render decision.]

[If the ASAM criteria was used in this determination include the following: “The use of
the American Society of Addiction Medicine’s ASAM Criteria for Addictive, Substance-
Related, and Co-Occurring Conditions criteria to review your request does not mean that
the American Society of Addiction Medicine was part of [BH-MCO] review of the
request.”]

This decision will take effect on [date].

[If the service(s) requested were previously authorized, in any amount, include the following:]

Commonwealth of Pennsylvania Appendix AA

HealthChoices Behavioral Health
HealthChoices Behavioral Health Amendment — January 1, 2024



Appendix AA
January 1, 2024

The [identify SPECIFIC service] you have been getting will end on [date services
will end], unless you file a Complaint or Grievance by [DATE+1 or 15]. If you file a
Complaint or Grievance by [DATE+1 or 15], your services will continue until a
decision is made on your Complaint or Grievance.

1) What if | disagree with the decision to deny my request for services?

e You may file a Complaint or Grievance with [BH-MCO Name] by [DATE+60].

e You may ask for the Medical Necessity guidelines or other rules [BH-MCO Name] used to
make this decision, at no cost to you. To ask for a copy of Medical Necessity guidelines or
other rules that [BH-MCO Name] used to make the decision, call [BH-MCO Name] at [BH-
MCO Phone# & Toll-free TTY/PA RELAY#] or write a letter.

e You may get a second opinion from another provider in [BH-MCO Name]’s network. Call [BH-
MCO Name] at [BH-MCO Phone# & Toll-free TTY/PA RELAY#] to get a referral for a
second opinion. Asking for a second opinion will not give you more time to file a Complaint or
Grievance. It will not continue any service that you have been getting.

2) How do | file a Complaint or Grievance?
You can file a Complaint or Grievance by phone, or by writing a letter.

To file a Complaint or Grievance:

e By Phone: Call [BH-MCO Name] at [Phone# & Toll-free TTY/PA RELAY#]
e [Include if available] By Fax: Fax a letter to [BH-MCO Fax #]; or
e By Mail: Mail a letter to the following address:

BH-MCO address for filing Complaints or Grievances

3) How long will it take to decide my Complaint or Grievance?
[BH-MCO Name] will send you a written notice of the decision on your Complaint or Grievance within
[30 days; unless the BH-MCO uses a shorter timeframe to provide notice of 1t level decisions] from
when [BH-MCO Name] received your Complaint or Grievance.

4) How do | ask for an early decision on my Complaint or Grievance?
If you or your [doctor] [psychologist] [prescriber] (select the most appropriate description) thinks
that waiting [30 days; unless the BH-MCO uses a shorter timeframe] for a decision could harm your
health, call [BH-MCO Name] at [Phone # & Toll-free TTY/PA RELAY#] to ask for an early decision
on your Complaint or Grievance.

You should also ask your [doctor] [psychologist] [prescriber] (select the most appropriate

Commonwealth of Pennsylvania Appendix AA
HealthChoices Behavioral Health
HealthChoices Behavioral Health Amendment — January 1, 2024



Appendix AA
January 1, 2024

description) to fax a signed letter to [BH-MCO Fax#] within 72 hours of when you asked for an early
decision on your Complaint or Grievance. The letter should explain why waiting [30 days; unless the
BH-MCO uses a shorter timeframe] for a decision could harm your health.

[BH-MCO Name] will tell you the decision within 48 hours from when [BH- MCO Name] gets your
[doctor’s] [psychologist’s] [prescriber’s] (select the most appropriate description) letter, or within
72 hours from when you asked [BH-MCO Name] for an early decision, whichever is sooner, unless
you ask [BH-MCO Name] to take more time to decide your Complaint or Grievance. You may ask
[BH-MCO Name] to take up to 14 more days to decide your Complaint or Grievance.

5) What happens after | file my Complaint or Grievance?
[BH-MCO Name] will hold a meeting within [30 days; unless the BH-MCO uses a shorter
timeframe] of when you filed your Complaint and Grievance to review your Complaint or Grievance.
You may attend the meeting either in person or by telephone [OR if video conference is available: You
may attend the meeting either in person, by telephone or by video conference.] You may also bring a
family member, friend or lawyer to help you during the meeting.

Once you have completed [BH-MCO Name]’s internal process, if you disagree with [BH-MCO
Name]’s decision on your Complaint or Grievance, you may ask for an external review or a Fair Hearing
or you may ask for both an external review and a Fair Hearing. Information about external reviews and
Fair Hearings can be found in the member handbook.

6) How can | get help with my Complaint or Grievance?
If you need help filing a Complaint or Grievance, you can call [BH-MCO Name] at [BH-MCO Phone#

& Toll-free TTY/PA RELAY#].
To ask for free legal help with your Complaint or Grievance, you can contact:

e Pennsylvania Health Law Project at 1-800-274-3258 (www.phlp.org); or
e Pennsylvania Legal Aid Network at 1-800-322-7572 (https://palegalaid.net)

Sincerely,

[BH-MCO Name]

cc: [Prescribing Provider]

Commonwealth of Pennsylvania Appendix AA
HealthChoices Behavioral Health
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APPENDIX AA

ATTACHMENT 2b

STANDARD DENIAL NOTICE FOR REQUESTS THAT ARE
APPROVED OTHER THAN REQUESTED

[DATE] [This MUST be the date the notice is mailed]

[Member or Parent/Guardian Name]
[Address]
[County]

RE: [Member’s name, DOB, and Member or Denial Identifier]

Dear [Member or Parent/Guardian Name]:

This is an important notice about your requested service(s). Read it carefully. Call [BH-MCO Name] at
[BH-MCO Phone # & Toll-free TTY/PA RELAY#] if you have any questions or need help.

[BH-MCO Name] has reviewed the [initial, continued, OR amended] request for [identify SPECIFIC
service with amount, frequency, and dates of service (if applicable)] submitted by [prescriber’s name
and credentials] for [member name] on [date]. The review was completed by [name and credentials].

After [physician] [psychologist] [master’s level staff if denial was due to out-of-network provider]
(select the most appropriate description) review, the request is:

Approved other than as requested as follows:
[Describe the level, frequency, and duration of service approved.]

[Describe the level, frequency, and duration of service denied, or describe the level,
frequency, and duration of service approved or denied. If services are denied because the
provider is not in the BH-MCO network, include an instruction to contact the BH-MCO to
find an in-network provider.]

The service is not approved as requested because: [Explain at a 6th grade reading level in detail
every reason for denial. In addition to the explanation for the decision, include specific
references to approved Medical Necessity guidelines, rules, or protocols on which the
decision is based, in easily understood language. If denied because of insufficient
information, identify all additional information needed to render decision.]

[If the ASAM criteria was used in this determination include the following: “The use of the
American Society of Addiction Medicine’s ASAM Criteria for Addictive, Substance-Related,

Commonwealth of Pennsylvania .
HealthChoices Behavioral Health Appendix AA
HealthChoices Behavioral Health Amendment — January 1, 2024
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January 1, 2024
APPENDIX AA

and Co-Occurring Conditions criteria to review your request does not mean that the
American Society of Addiction Medicine was part of [BH-MCO] review of the request.”]

This decision will take effect on [date].

[If the service(s) requested were previously authorized, in any amount, include the
following:]

The [identify SPECIFIC service] you have been getting will end on [date services will end],
unless you file a Complaint or Grievance by [DATE+1 or 15]. If you file a Complaint or
Grievance by [DATE+1 or 15], your services will continue until a decision is made on your
Complaint or Grievance.

1) What if | disagree with the decision to deny my request for services?

e You may file a Complaint or Grievance with [BH-MCO Name] by [DATE +60].

e You may ask for the Medical Necessity guidelines or other rules [BH-MCO Name] used to make
this decision, at no cost to you. To ask for a copy of Medical Necessity guidelines or other rules
that [BH-MCO Name] used to make the decision, call [BH-MCO Name] at [BH-MCO Phone #
& Toll-free TTY/PA RELAY#] or write a letter.

e You may get a second opinion from another provider in [BH-MCO Name]’s network. Call [BH-
MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#] to get a referral for a
second opinion. Asking for a second opinion will not give you more time to file a Complaint or
Grievance. It will not continue any service that you have been getting.

2) How do I file a Complaint or Grievance?
You can file a Complaint or Grievance by phone, or by writing a letter.

To file a Complaint or Grievance:

e By Phone: Call [BH-MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#],
e [Include if available] By Fax: Fax a letter to [BH-MCO Fax #]; or
e By Mail: Mail a letter to the following address:

BH-MCO address for filing Complaints or Grievances

3) How long will it take to decide my Complaint or Grievance?

[BH-MCO Name] will send you a written notice of the decision on your Complaint or Grievance within
[30 days; unless the BH-MCO uses a shorter timeframe to provide notice of 1%t level decisions] from
when [BH-MCO Name] received your Complaint or Grievance.

4) How do I ask for an early decision on my Complaint or Grievance?
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If you or your [doctor] [psychologist] [prescriber] (select the most appropriate description) thinks
that waiting [30 days; unless the BH-MCO uses a shorter timeframe] for a decision could harm your
health, call [BH-MCO Name] at [Phone # & Toll-free TTY/PA RELAY#] to ask for an early decision
on your Complaint or Grievance.

You should also ask your [doctor] [psychologist] [prescriber] (select the most appropriate
description) to fax a signed letter to [BH-MCO Fax #] within 72 hours of when you asked for an early
decision on your Complaint or Grievance. The letter should explain why waiting [30 days; unless the
BH-MCO uses a shorter timeframe] for a decision could harm your health.

[BH-MCO Name] will tell you the decision within 48 hours from when [BH-MCO Name] gets your
[doctor’s] [psychologist’s] [prescriber’s] (select the most appropriate description) letter, or within 72 hours
from when you asked [BH-MCO Name] for an early decision, whichever is sooner, unless you ask [BH-
MCO Name] to take more time to decide your Complaint or Grievance. You may ask [BH-MCO Name]
to take up to 14 more days to decide your Complaint or Grievance.

5) What happens after | file my Complaint or Grievance?

[BH-MCO Name] will hold a meeting within [30 days; unless the BH-MCO uses a shorter timeframe]
of when you filed your Complaint or Grievance to review your Complaint or Grievance. You may attend
the meeting either in person or by telephone [OR if video conference is available: You may attend the
meeting either in person, by telephone or by videoconference.] You may also bring a family member,
friend, or lawyer to help you during the meeting.

Once you have completed [BH-MCO Name]’s internal process, if you disagree with [BH-MCO Name]’s
decision on your Complaint or Grievance, you may ask for an external review or a Fair Hearing or you
may ask for both an external review and a Fair Hearing. Information about external reviews and Fair
Hearings can be found in the member handbook.

6) How can | get help with my Complaint or Grievance?
If you need help filing a Complaint or Grievance, you can call [BH-MCO Name] at [BH-MCO Phone #
& Toll-free TTY/PA RELAY#].

To ask for free legal help with your Complaint or Grievance, you can contact:

e Pennsylvania Health Law Project at 1-800-274-3258 (www.phlp.org); or
e Pennsylvania Legal Aid Network at 1-800-322-7572 (https://palegalaid.net)

Sincerely,
[BH-MCO Name]

cc: [Prescribing Provider]
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ATTACHMENT 2c

STANDARD DENIAL NOTICE FOR REQUESTS THAT ARE
DENIED AS REQUESTED BUT HAVE APPROVED DIFFERENT SERVICES

[DATE] [This MUST be the date the notice is mailed]

[Member or Parent/Guardian Name]
[Address]
[County]

RE: [Member’s name, DOB, and Member or Denial Identifier]

Dear [Member or Parent/Guardian Name]:

This is an important notice about your requested service(s). Read it carefully. Call [BH-MCO Name] at
[BH-MCO Phone # & Toll-free TTY/PA RELAY#] if you have any questions or need help.

[BH-MCO Name] has reviewed the [initial, continued, OR amended] request for [identify SPECIFIC
service with amount, frequency, and dates of service (if applicable)] submitted by [prescriber’s name
and credentials] for [member name] on [date]. The review was completed by [name and credentials].

After [physician] [psychologist] (select the most appropriate description) review, the request is:

Denied as requested, but the following service is approved: [describe the specific service
approved, including the level, frequency, and duration of service].

A different service is approved because: [Explain at a 6th grade reading level in detail every
reason for denial. In addition to the explanation for the decision, include specific references
to approved Medical Necessity guidelines, rules, or protocols on which the decision is based,
in easily understood language. If under the age of 21, denial must be based on medical
necessity. If a member under the age of 21 is denied because of insufficient information to
determine medical necessity, it must be clear that a medical necessity determination could
not be reached with the available information and all information needed to render a
decision must be listed. If denied because of insufficient information and 21 or older, identify
all additional information needed to render decision.]

[If the ASAM criteria was used in this determination include the following: “The use of the
American Society of Addiction Medicine’s ASAM Criteria for Addictive, Substance-Related,
and Co-Occurring Conditions criteria to review your request does not mean that the
American Society of Addiction Medicine was part of [BH-MCO] review of the request.”]
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This decision will take effect on [date].

[If the service(s) requested were previously authorized, in any amount, include the
following:]

The [identify SPECIFIC service] you have been getting will end on [date services will end],
unless you file a Complaint or Grievance by [DATE+1 or 15]. If you file a Complaint or
Grievance by [DATE+1 or 15], your services will continue until a decision is made on your
Complaint or Grievance.

1) What if | disagree with the decision to deny my request for services?

e You may file a Complaint or Grievance with [BH-MCO Name] by [DATE +60].

e You may ask for the Medical Necessity guidelines or other rules [BH-MCO Name] used to make
this decision, at no cost to you. To ask for a copy of Medical Necessity guidelines or other rules
that [BH-MCO Name] used to make the decision, call [BH-MCO Name] at [BH-MCO Phone #
& Toll-free TTY/PA RELAY#] or write a letter.

e You may get a second opinion from another provider in [BH-MCO Name]’s network. Call [BH-
MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#] to get a referral for a
second opinion. Asking for a second opinion will not give you more time to file a Complaint or
Grievance. It will not continue any service that you have been getting.

2) How do I file a Complaint or Grievance?
You can file a Complaint or Grievance by phone, or by writing a letter.

To file a Complaint or Grievance:

e By Phone: Call [BH-MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#],
e [Include if available] By Fax: Fax a letter to [BH-MCO Fax #]; or
e By Mail: Mail a letter to the following address:

BH-MCO address for filing Complaints or Grievances

3) How long will it take to decide my Complaint or Grievance?

[BH-MCO Name] will send you a written notice of the decision on your Complaint or Grievance within
[30 days; unless the BH-MCO uses a shorter timeframe to provide notice of 1% level decisions] from
when [BH-MCO Name] received your Complaint or Grievance.

4) How do | ask for an early decision on my Complaint or Grievance?

If you or your [doctor] [psychologist] [prescriber] (select the most appropriate description) thinks
that waiting [30 days; unless the BH-MCO uses a shorter timeframe] for a decision could harm your
health, call [BH-MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#] to ask for an early
decision on your Complaint or Grievance.
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You should also ask your [doctor] [psychologist] [prescriber] (select the most appropriate
description) to fax a signed letter to [BH-MCO Fax #] within 72 hours of when you asked for an early
decision on your Complaint or Grievance. The letter should explain why waiting [30 days; unless the
BH-MCO uses a shorter timeframe] for a decision could harm your health.

[BH-MCO Name] will tell you the decision within 48 hours from when [BH-MCO Name] gets your
[doctor’s] [psychologist’s] [prescriber’s] (select the most appropriate description) letter, or within 72
hours from when you asked [BH-MCO Name] for an early decision, whichever is sooner, unless you ask
[BH-MCO Name] to take more time to decide your Complaint or Grievance. You may ask [BH-MCO
Name] to take up to 14 more days to decide your Complaint or Grievance.

5) What happens after | file my Complaint or Grievance?

[BH-MCO Name] will hold a meeting within [30 days; unless the BH-MCO uses a shorter timeframe]
of when you filed your Complaint or Grievance to review your Complaint or Grievance. You may attend
the meeting either in person or by telephone [OR if video conference is available: You may attend the
meeting either in person, by telephone or by videoconference.] You may also bring a family member,
friend, or lawyer to help you during the meeting.

Once you have completed [BH-MCO Name]’s internal process, if you disagree with [BH-MCO Name]’s
decision on your Complaint or Grievance, you may ask for an external review or a Fair Hearing or you
may ask for both an external review and a Fair Hearing. Information about external reviews and Fair
Hearings can be found in the member handbook.

6) How can I get help with my Complaint or Grievance?
If you need help filing a Complaint or Grievance, you can call [BH-MCO Name] at [BH-MCO Phone #
& Toll-free TTY/PA RELAYH].

To ask for free legal help with your Complaint or Grievance, you can contact:
e Pennsylvania Health Law Project at 1-800-274-3258 (www.phlp.org); or
e Pennsylvania Legal Aid Network at 1-800-322-7572 (https://palegalaid.net)

Sincerely,
[BH-MCO Name]

cc: [Prescribing Provider]
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ATTACHMENT 2d

STANDARD DENIAL NOTICE FOR REQUEST FOR MULTIPLE IBHS

[DATE] [This MUST be the date the notice is mailed]

[Member or Parent/Guardian Name]
[Address]
[County]

RE: [Member’s name, DOB, and Member OR Denial Identifier]

Dear [Member or Parent/Guardian Name]:

This is an important notice about your requested service(s). Read it carefully. Call [BH-MCO Name] at
[BH-MCO Phone # & Toll-free TTY/PA RELAY#] if you have any questions or need help.

[BH-MCO Name] has reviewed the [initial, continued, OR amended]_request for [identify SPECIFIC
service/item along with amount, frequency, and dates of service (if applicable)] submitted by
[prescriber’s name and credentials] for [member name] on [date]. The review was completed by
[name and credentials].

After [physician] [psychologist] (select the most appropriate description) review, the following
services are:

Approved (IF APPLICABLE):
[Type of service(s), amount, frequency, authorized dates]

Approved other than as requested (IF APPLICABLE):
[Type of service(s), amount, frequency, authorized dates]

Denied:
[Type of service(s), amount, frequency, denied dates]

The reason for this decision is: [Explain at a 6th grade reading level in detail every reason for denial.
In addition to the explanation for the decision, include specific references to approved Medical
Necessity guidelines, rules, or protocols on which the decision is based, in easily understood
language. If under the age of 21, denial must be based on medical necessity. If a member under the
age of 21 is denied because of insufficient information to determine medical necessity, it must be
clear that a medical necessity determination could not be reached with the available information
and all information needed to render a decision must be listed. If denied because of insufficient
information and 21 or older, identify all additional information needed to render decision.]
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[If the ASAM criteria was used in this determination include the following: “The use of the
American Society of Addiction Medicine’s ASAM Ceriteria for Addictive, Substance-Related, and
Co-Occurring Conditions criteria to review your request does not mean that the American Society
of Addiction Medicine was part of [BH-MCO] review of the request.”]

This decision will take effect on [date].

[If the service(s)requested were previously authorized, in any amount, include the following:]

The [identify SPECIFIC service] you have been getting will end on [date services will end],
unless you file a Complaint or Grievance by [DATE+15]. If you file a Complaint or Grievance
by [DATE+15], your services will continue until a decision is made on your Complaint or
Grievance.

1) What if | disagree with the decision to deny my request for services?

e You may file a Complaint or Grievance with [BH-MCO Name] by [DATE +60]

e You may ask for the Medical Necessity guidelines or other rules that [BH-MCO Name] used to
make this decision at no cost to you. To ask for a copy of Medical Necessity guidelines or other
rules that [BH-MCO Name] used to make the decision, call [BH-MCO Name] at [BH-MCO
Phone # & Toll-free TTY/PA RELAY#] or write a letter.

e You may get a second opinion from another provider in [BH-MCO Name]’s network. Call [BH-
MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#] to get a referral for a
second opinion. Asking for a second opinion will not give you more time to file a Complaint or
Grievance. It will not continue any service that you have been getting.

2) How do I file a Complaint or Grievance?
You can file a Complaint or Grievance by phone, or by writing a letter.

To file a Complaint or Grievance:
e By Phone: Call [BH-MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#],
e [Include if available] By Fax: Fax a letter to [BH-MCO Fax #]; or
e By Mail: Mail a letter to the following address:

BH-MCO address for filing Complaints or Grievances

3) How long will it take to decide my Complaint or Grievance?

[BH-MCO Name] will send you a written notice of the decision on your Complaint or Grievance with
[30 days; unless the BH-MCO uses a shorter timeframe to provide notice of 1t level decisions] from
when [BH-MCO Name] received your Complaint or Grievance.

4) How do I ask for an early decision on my Complaint or Grievance?

If you or your [doctor] [psychologist] [prescriber] (select the most appropriate description) thinks
that waiting [30 days; unless the BH-MCO uses a shorter timeframe] for a decision could harm your
health, call [BH-MCO Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#] to ask for an early
decision on your Complaint or Grievance.
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You should also ask your [doctor] [psychologist] [prescriber] (select the most appropriate
description) to fax a signed letter to [BH-MCO Fax #] within 72 hours of when you asked for an early
decision on your Complaint or Grievance. The letter should explain why waiting [30 days; unless the
BH-MCO uses a shorter timeframe] for a decision could harm your health.

[BH-MCO Name] will tell you the decision within 48 hours from when [BH-MCO Name] gets your
[doctor’s] [psychologist’s] [prescriber’s] (select the most appropriate description) letter, or within 72
hours from when you asked [BH-MCO Name] for an early decision, whichever is sooner, unless you ask
[BH-MCO Name] to take more time to decide your Complaint or Grievance. You may ask [BH-MCO
Name] to take up to 14 more days to decide your Complaint or Grievance.

5) What happens after | file my Complaint or Grievance?

[BH-MCO Name] will hold a meeting within [30 days; unless the BH-MCO uses a shorter timeframe]
of when you filed your Complaint or Grievance to review your Complaint or Grievance. You may attend
the meeting either in person or by telephone [OR if video conference is available: You may attend the
meeting either in person, by telephone or by videoconference.] You may also bring a family member,
friend, or lawyer to help you during the meeting.

Once you have completed [BH-MCO Name]’s internal process, if you disagree with [BH-MCO Name]’s
decision on your Complaint or Grievance, you may ask for an external review or a Fair Hearing or you
may ask for both an external review and a Fair Hearing. Information about external reviews and Fair
Hearings can be found in the member handbook.

6) How can I get help with my Complaint or Grievance?
If you need help filing a Complaint or Grievance, you can call [BH-MCO Name] at [BH-MCO Phone #
& Toll-free TTY/PA RELAYH].

To ask for free legal help with your Complaint or Grievance, contact:

e Pennsylvania Health Law project at 1-800-274-3258 (www.phlp.org); or
e Pennsylvania Legal Aid Network at 1-800-322-7572 (https://palegalaid.net)

Sincerely,
[BH-MCO Name]

cc: [Prescribing Provider]
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Non-Discrimination Notice

[BH-MCO] complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, creed, religious affiliation, ancestry, sex gender, gender identity
or expression, or sexual orientation.

[BH-MCO] does not exclude people or treat them differently because of race, color, national origin, age,
disability, creed, religious affiliation, ancestry, sex gender, gender identity or expression, or sexual
orientation.

[BH-MCO] provides free aids and services to people with disabilities to communicate effectively with
us, such as:

e Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, other
formats)

[BH-MCO] provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact [BH-MCO Name] at [BH-MCO phone# & Toll-free TTY/PA
RELAY#].

If you believe that [BH-MCO] has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, creed, religious affiliation, ancestry, sex gender, gender
identity or expression, or sexual orientation, you can file a complaint with:

[BH-MCO Name], The Bureau of Equal Opportunity,
[BH- MCO Mailing Address for Room 223, Health and Welfare Building,
Complaint/Grievances], P.O. Box 2675,
[Address line] Harrisburg, PA 17105-2675,
[Address line] Phone: (717) 787-1127, TTY/PA Relay 711,
[Telephone number], [TTY/PA Relay number], Fax: (717) 772-4366, or

[Fax], or Email: RA-PWBEOAO@pa.gov
[Email]

You can file a complaint in person or by mail, fax, or email. If you need help filing a complaint, [BH-
MCQ] and the Bureau of Equal Opportunity are available to help you.

You can also 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:
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U.S. Department of Health and Human Services,
200 Independence Avenue SW.,

Room 509F, HHH Building,
Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
OCRMail@hhs.gov

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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Attachment 3b

Language Assistance Services

Taglines in the top fifteen (15) prevalent languages in Pennsylvania, in addition to English tag line
in large print, for all large significant publications and communications.

ATTENTION: If you speak a language other than English, free
language assistance services are available to you. Appropriate
auxiliary aids also available free of charge. Call: [BH-MCO phone
number] (TTY: phone number).

Spanish

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar
informacion en formatos accesibles. Llame al [BH-MCQO phone number] (TTY: phone number) o
hable con su proveedor.

Chinese; Mandarin

FE  MBRN[BRX], BIINEREATCRESHEIRS - LA RBRESINE TEM
RS - DIEREISR IR HER - 205 [BH-MCO phone number] (TTY: phone number) XA 1H
: [BH-MCO phone number] (TTY: phone number)) B&EBEHRFZIRHED - »

Nepali

BICEIRE ﬁaauﬁﬁqwﬁumaﬁa[@uﬁauﬁm SR SYS Herddl a8 U
S Ul TMI[ GICIIGDIlT SHBHR] Yald 0 YUY Helddl ¥ Hdl6[ foq f: R B'CIFTD S
[BH-MCO phone number]| (TTY: phone number) HI ®H THE@ET ST TE—IHT P

TR

Russian

BHUMAHME: Ecnu BbI TOBOPUTE Ha PYCCKHI, BaM JIOCTYITHBI OSCIIJIaTHBIC YCIYTH S3BIKOBOM
noagep>kku. COOTBETCTBYIOLIME BCIIOMOTATENbHBIE CPEJCTBA U YCIIYTH 0 MPEAOCTaBICHHUIO
uH(pOpMaIMY B IOCTYIHBIX (popMaTax Takxke MperocTaBisitores oecriatHo. [lo3BonuTe o renedony
[BH-MCO phone number] (TTY: phone number) wiu o6patutech K CBOEMY MOCTABIIHUKY YCIYT.
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Arabic

il Ailia Gladd g 3aclise Jila g 8 ¢85 LS dilaall 45 glll Sac Lusall hlaad Sl 53 giiud ¢y jel) dadll Coaati CuiS 1)) 14

[BH-MCO phone number] (TTY: phone number) & e Joail Ulas Ledl) J gm ol ¢Sy ity il glaal)
sl atie ) i

Haitian Creole

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd aladispozisyon w gratis pou lang ou pale a. Ed ak
sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou. Rele nan
[BH-MCO phone number] (TTY: phone number) oswa pale avek founise w la.”

Vietnamese

LUU Y: Néu ban néi tleng Viét, chiing t6i cung cap mién phi cac dich vu hd trg ngon ngir. Cac hd trg
dich vy phu hop dé cung cap thong tin theo cac dinh dang dé tiép can ciing dugc cung cap mién phi. Vui
1ong goi theo s6 [BH-MCO phone number] (TTY: phone number) (Nguoi khuyét tat: [BH-MCO
phone number] (TTY: phone number) hoic trao d6i véi ngudi cung cip dich vu cia ban.”

Ukrainian

YBAT A: fIkmio Bu po3MOBIISIETE YKpaiHChKa MOBa, BaM JOCTYITHI O€3KOIITOBHI MOBHI TTOCITYTH.
BinnoBinHi 1onmomikHi 3ac00M Ta MOCIYTH /IS HaJaHHA iH(popMarlii y TocTynmHuX (popMaTax Takox
nocTymHi 0e3komToBHO. 3arenedonyiite 3a HomepoMm [BH-MCO phone number] (TTY: phone
number) a60 3BEpHITHCS A0 CBOTO IMOCTAYaTbHUKAY.

Chinese; Cantonese

IR MRER[PX], HMATUATRERREESHIRE. AU REREEENHSTE

EARFS, LUEEBIRXIBMEF, FEE [BH-MCO phone number] (TTY: phone number) 2t £2
1@;%;;151/\%:!1:!%0 ]

Portuguese

ATENCAO: Se vocé fala [inserir idioma], servigos gratuitos de assisténcia linguistica estdo disponiveis
para vocé€. Auxilios e servigos auxiliares apropriados para fornecer informagdes em formatos acessiveis
também estdo disponiveis gratuitamente. Ligue para [BH-MCO phone number] (TTY: phone
number) ou fale com seu provedor.”

Bengali

(TS fone: fm i QT (qeT OIRe SN G fo e tes10 Ol SRl
G

W ONAL (AR | e Te: 1 OTIT9 [ AN 0B O (AN O L _@"TZLE AP
=91eT 8 T3 =8 T N (e [ SN[ (IR [BH-MCO phone number] (TTY:
phone number) N[ (= BT BN YN HIANT] ANFPIKI AT FAT g1~

French

ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le [BH-MCO phone number] (TTY:
phone number) ou parlez a votre fournisseur. »
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Cambodian

WBWRGESSHANA: [PUMSIOHD/RS W 0010801

O PRUINSWH ISSAIESLS I SEIIUHI ST SSw

SIHUORYDT0RUD ISWwEnEiY]

SOORINDUASH SO suERicRuISTIunS LS

P DI IS WSSATSE SIS 10 §I0N110(] [BH-MCO phone number] (TTY: phone
number) US 100 SHOMN 1000 IURIH [T

Korean
7ol [2H=0f15 ARSI = 2

o O
qo o
HAo2 YBE NS NBE &

= 210 X[ MH|AE 0|83t = USL|C} O] & 7tsTt
Z 7|7 S MH[AE B2 2 KNS E LT [BH-MCO phone
O 2 T[St ALE MH[A M-S EH O 225t Al

rE

number] (TTY: phone number)

Gujarati
tdlot AU %1 AR 5RUAl GlAAL Sl Al HEA BUMLS 1A ASLAAL A AMHIRL HI2 [ Budsu B,

21024 AULSRAR T AUSLA WANSA(FU A sloeHiHTedl D50 wsal M Dol AcuA ugl
[Baoll D5 GUAGY ©. [BH-MCO phone number] (TTY: phone number) UR Sl 531 A &lcll
AHIRL YELAL A Al 8.7
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ATTACHMENT 4a
Decision Notice After Peer-to Peer Review

[Use for Denials Partially Changed After Peer-to-Peer Consultation]

[Date the notice is mailed]

[Member or Parent/Guardian Name]
[Address]
[County]

RE: [Member’s name, DOB, and Member Identifier]
Subject: Partial Approval of Services After Peer-to-Peer Review
Dear [Member or Parent/Guardian Name]:

This is an important notice about your requested service(s). Read it carefully. Call [BH-MCO Name] at
[BH-MCO Phone # & Toll-free TTY/PA RELAY#] if you have any questions or need help.

Based on a review of information provided to [BH-MCO Name] during a discussion with your
provider, [BH-MCO Name] has changed its decision to deny services requested for you

The following services have been authorized from [include date services were requested to start] until
[include date authorized services will end]:

[list all approved services]

[designate if a service was approved other than requested]

[include each individual service approved in its own bullet]

[include specifics of the services approved, including hours per week, service type,
and dates requested]

The following services have been denied:

e [list all services denied]

e [include each individual service denied in its own bullet]

e [include specifics of the service denied, including hours per week, service type, and
dates requested]

The reason your services were not approved as requested is because:

[Explain at a 6th grade reading level in detail every reason for the decision. In addition to the
explanation for the decision, include specific references to approved Medical Necessity guidelines,
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rules, or protocols on which the decision is based, in easily understood language. If services are denied
because of insufficient information, identify all additional information needed to render decision.]

[If the ASAM criteria was used in this determination include the following: “The use of the
American Society of Addiction Medicine’s ASAM Criteria for Addictive, Substance-Related,
and Co-Occurring Conditions criteria to review your Grievance does not mean that the
American Society of Addiction Medicine was part of the review of your Grievance.”]

This decision will take effect on [date].

[If the service(s) requested were previously authorized, in any amount, include the following:]

The [identify SPECIFIC service] you have been getting will end on [date services
will end], unless you file a Complaint or Grievance by [DATE+1 or 15]. If you file a
Complaint or Grievance by [DATE+1 or 15], your services will continue until a
decision is made on your Complaint or Grievance.

1) What if | disagree with the decision to deny my request for services?

e You may file a Complaint or Grievance with [BH-MCO Name] by [DATE+60].

e You may ask for the Medical Necessity guidelines or other rules [BH-MCO Name] used to
make this decision, at no cost to you. To ask for a copy of Medical Necessity guidelines or
other rules that [BH-MCO Name] used to make the decision, call [BH-MCO Name] at [BH-
MCO Phone# & Toll-free TTY/PA RELAY#] or write a letter.

e You may get a second opinion from another provider in [BH-MCO Name]’s network. Call [BH-
MCO Name] at [BH-MCO Phone# & Toll-free TTY/PA RELAY#] to get a referral for a
second opinion. Asking for a second opinion will not give you more time to file a Complaint or
Grievance. It will not continue any service that you have been getting.

2) Howdo I file a Complaint or Grievance?
You can file a Complaint or Grievance by phone, or by writing a letter.

To file a Complaint or Grievance:
e By Phone: Call [BH-MCO Name] at [Phone# & Toll-free TTY/PA RELAY#]

e [Include if available] By Fax: Fax a letter to [BH-MCO Fax #]; or
e By Mail: Mail a letter to the following address:

BH-MCO address for filing Complaints or Grievances

3) How long will it take to decide my Complaint or Grievance?
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[BH-MCO Name] will send you a written notice of the decision on your Complaint or Grievance
within [30 days; unless the BH-MCO uses a shorter timeframe to provide notice of 1%t level
decisions] from when [BH-MCO Name] received your Complaint or Grievance.

4) How do | ask for an early decision on my Complaint or Grievance?

If you or your [doctor] [psychologist] [prescriber] (select the most appropriate description)
thinks that waiting [30 days; unless the BH-MCO uses a shorter timeframe] for a decision could
harm your health, call [BH-MCO Name] at [Phone # & Toll-free TTY/PA RELAY#] to ask for an
early decision on your Complaint or Grievance.

You should also ask your [doctor] [psychologist] [prescriber] (select the most appropriate
description) to fax a signed letter to [BH-MCO Fax#] within 72 hours of when you asked for an
early decision on your Complaint or Grievance. The letter should explain why waiting [30 days;
unless the BH-MCO uses a shorter timeframe] for a decision could harm your health.

[BH-MCO Name] will tell you the decision within 48 hours from when [BH- MCO Name] gets
your [doctor’s] [psychologist’s| [prescriber’s] (select the most appropriate description) letter, or
within 72 hours from when you asked [BH-MCO Name] for an early decision, whichever is sooner,
unless you ask [BH-MCO Name] to take more time to decide your Complaint or Grievance. You
may ask [BH-MCO Name] to take up to 14 more days to decide your Complaint or Grievance.

5) What happens after | file my Complaint or Grievance?

[BH-MCO Name] will hold a meeting within [30 days; unless the BH-MCO uses a shorter
timeframe] of when you filed your Complaint and Grievance to review your Complaint or Grievance.
You may attend the meeting either in person or by telephone [OR if video conference is available:
You may attend the meeting either in person, by telephone or by video conference.] You may also
bring a family member, friend or lawyer to help you during the meeting.

Once you have completed [BH-MCO Name]’s internal process, if you disagree with [BH-MCO
Name]’s decision on your Complaint or Grievance, you may ask for an external review or a Fair
Hearing or you may ask for both an external review and a Fair Hearing. Information about external
reviews and Fair Hearings can be found in the member handbook.

6) How can I get help with my Complaint or Grievance?
If you need help filing a Complaint or Grievance, you can call [BH-MCO Name] at [BH-MCO

Phone# & Toll-free TTY/PA RELAY#].

To ask for free legal help with your Complaint or Grievance, you can contact:
e Pennsylvania Health Law Project at 1-800-274-3258 (www.phlp.org); or
e Pennsylvania Legal Aid Network at 1-800-322-7572 (https://palegalaid.net)
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Sincerely,
[BH-MCO Name]
cc: [Member Representative, if designated]

[Provider]
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ATTACHMENT 4b

Decision Notice After Peer-to-Peer Review

[Use for Denials Changed After a Peer-to-Peer Consultation]

[Date the notice is mailed]

[Member or Parent/Guardian Name]
[Address]
[County]

RE: [Member’s name, DOB, and Member Identifier]
Subject: Approval of Services After Peer-to-Peer Review
Dear [Member or Parent/Guardian Name]:

This is an important notice about your requested service(s). Read it carefully. Call [BH-MCO
Name] at [BH-MCO Phone # & Toll-free TTY/PA RELAY#] if you have any questions or
need help.

Based on a review of information provided to [BH-MCO Name] during a discussion with your
provider, [BH-MCO Name] has changed its decision to deny the services requested for you and
has approved all of the requested services.

The following services have been authorized from [include date services were requested to
start] until [include date authorized services will end]:

o [list all services approved, list must be the same as the list of services
originally requested]

Sincerely,

[BH-MCO Name]

cc: [Member Representative, if designated]

[Provider]
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PerformCARE

UM DECISION TIMEFRAMES

HealthChoices, Act 146, and NCQA Comparison

TYPE OF HealthChoices Act 146 NCQA
REQUEST DECISION NOTICE DECISION NOTICE DECISION NOTICE
Standard At least verbally Written Within 2 business days | Within 2 business | Within 14 calendar | Electronic or
/Routine Non within 2 business notice within | of the receipt. days of days of receipt of | written within 14
Urgent days of receipt of 2 business communicating request. calendar days of
request. days of the decision. request.
(Pre-Service/ decision.

Prospective

Utilization

Review)

Standard / Send additional information letter Request additional information within 48 | 45 calendar days to provide additional

Routine within 48 hours of receipt of request & | hours of the request for service. information & 14 calendar days from
allow up to fourteen (14) Days. receipt of information for decision &

Additional notice.

Information The decision & verbal notice must be

Extension made within 2 business days from

(Non-Urgent when the information is received or

Pre-Service/ due date for information, whichever is

Prospective sooner. Written notification must be

Utilization within 2 business days of decision.

Review) Completed decision and notice must

be received by Member within 21 days
of receipt of request.
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Urgent Prior At least verbally Written notice | Within 2 business | Within 2 business | Within 72 hours of | Electronic or
Authorization within 2 business within 2 | days of the receipt. days of receipt of request. | written

days of receipt of business days communicating notification of
(Urgent request. of decision. the decision. the decision with
Service 72 hours of
Review) request.
Urgent Prior If additional information is required Request additional information within 48| Notify member of need for additional

Authorization

(Pre-Service

for Urgent requests, PerformCare will
notify the requestor immediately with
what specific information is needed to

hours of the request for service

information within 24 hours of receipt
of request.

Review) make the decision, so that all urgent Allow 48 hours to provide information.
decisions are made within 24 hours of
Additional the receipt of an Urgent request. Decision within 2 calendar days of
Information Peer-to-peer reviews when necessary receipt of information.
Extension are arranged and conducted so that
all urgent decisions are made within
24 hours of the receipt of an Urgent
request.
Urgent At least verbally Written notice | Within 1 business Written or electronic | Within 24 hours of | Electronic or
Concurrent within 1 business within 1 day of the receipt of | confirmation of the receipt of request. | written
Review day of receipt of business day of | all supporting decision within 1 notification of the
request. receipt of information business day of decision within 72
** Non- request. necessary to communicating the hours of request
Urgent * At least verbally complete the decision.
Concurrent within 1 business review.
Review. day of receipt of

request.
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Post-service
Review/
Retrospective

Within 30 calendar days of receipt of
request.

For PA Medicaid, post-service review
only applies to 6 Criteria
Dissatisfaction Complaints.

A denial of payment after a service has
been delivered because the service(s)
was provided without authorization by
a provider not enrolled in the
Pennsylvania Medical Assistance
Program, or a denial of payment after
a service has been delivered because
the service is not a covered benefit.

Within 30 days of the receipt of all
supporting information reasonably
necessary to complete the review.

Written or electronic confirmation of its
decision with 15 business days of
communicating the decision.

Within 30 calendar days of receipt of
request.

NOTE: Most restrictive guideline must be used for all UM decision timeframes and notifications.
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