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NOTICE OF ADVERSE BENEFIT DETERMINATION

	[bookmark: Text5]Date:        
	[bookmark: Text2]CMH ID:		  Consumer #

	[bookmark: Text3]Name: Enter Consumer Name
	[bookmark: Text4]Medicaid ID Number:  Enter Medicaid ID #

	This is to tell you that the following action has been taken:
[bookmark: Text6]Enter the action taken

	The action is based on the following:
[bookmark: Text7]Supporting rationale for action


You can share a copy of this decision with your provider so you and your provider can discuss next steps. If your provider asked for coverage on your behalf, we have sent a copy of this decision to your provider.  

If you don’t agree with our action, you have the right to an internal appeal

You have to ask HealthWest for an internal appeal within 60 calendar days of the date of this notice.  You, your representative, or your doctor can send in your request that must include:
· Your name
· Address
· Member number
· Reason for appealing
· Whether you want a standard or fast appeal (for an expedited or fast appeal, explain why you need one).
· Any evidence you want us to review, such as medical records, doctor’s letters or other information that explains why you need the item or service.  If you are asking for a fast appeal you will need a doctor’s supporting statement.  Call your doctor if you need this information.

Please keep a copy of everything you send us for your records. 


There are 2 kinds of internal appeals:

Standard Appeal – We will give you a written decision on a standard appeal within 30 calendar days after we receive your appeal.  Our decision might take longer if you ask for an extension or if we need more information about your case.  We will tell you if we are taking extra time and will explain why more time is needed.  If your appeal is for payment of a service that you have already received, we will give you a written decision within 60 calendar days.  If you want to ask for an internal appeal, you can either call or send in a written request to:

Lakeshore Regional Entity
5000 Hakes Drive #250
Norton Shores, MI 49441
[bookmark: _Hlk129354658]1-800-897-3301


[bookmark: _Hlk497814900]Expedited or Fast Appeal – We will give you a decision on a fast appeal within 72 hours after we receive your appeal.  You can ask for a fast appeal if you or your doctor believe your health could be harmed by waiting up to 30 calendar days for a decision.  We will automatically give you a fast appeal if a doctor asks for one for you or if your doctor supports your request.  If you ask for a fast appeal without support from a doctor, we will decide if your request requires a fast appeal.  If we do not give you a fast appeal, we will give you a decision within 30 calendar days.  To ask for a fast appeal, you must call:  1-800-897-3301, TTY Phone 711.

Continuation of services during an internal appeal

If you are receiving a Michigan Medicaid service and you file your appeal within 10 calendar days of this Notice of Adverse Benefit Determination Click here to insert 10 day calendar date, you may continue to receive your same level of services while your internal appeal is pending.  You have the right to request and receive benefits while the internal appeal is pending and should submit your request to HealthWest.

Your benefits for that service will continue if you request an internal appeal within 10 calendar days from the date of this notice or from the intended effective date of the proposed adverse action whichever is later.




If you want someone else to act for you

You can name a relative, friend, attorney, doctor, or someone else to act as your representative.  If you want someone else to act for you, call us at: 1-800-897-3301 to learn how to name your representative.  TTY users call 711.  Both you and the person you selected to be your representative must sign and date a statement confirming this is what you want.  You will need to mail or fax this statement to us.  Keep a copy for your records.

Access to Documents

You and your authorized representative are entitled to reasonable access to and a free copy of all documents relevant to your appeal any time before or during the appeal.  You must submit the request in writing.

What happens next?

· If you ask for an internal appeal and we continue to deny your request for coverage or payment of a service, we will send you a written Notice of Appeal Denial.  If the service is covered by Michigan Medicaid, you can ask for a Medicaid State Fair Hearing.
· The Notice of Appeal Denial will give you additional information about the State Fair Hearings process [or Patient Right to Independent Review Act] including how to file the request.
· If you do not receive a notice or decision about your internal appeal within the timeframes listed above, you may also seek a State Fair Hearing with the Michigan Administrative Hearing System.

Get help & more information

· Lakeshore Regional Entity:  If you need help or additional information about our decision and the internal appeal process, call Member Services at: 1-800-897-3301 (TTY:711), Monday through Friday, 8:00 am to 5:00 pm.  You can also visit our website at https://www.lsre.org. 
· Michigan Department of Health and Human Services (MDHHS): Beneficiary Help Line; 1-800-642-3195.  TTY users call 1-866-501-5656 or 1-800-975-7630 (if calling from an internet based phone service).

The legal basis for this decision is 42 CFR 440.230(d), Michigan's Mental Health Code, Public Act 258, and/or applicable policy found in the Medicaid Provider Manual, Mental Health and Substance Abuse Services.  These provide the basic legal authority for us to place appropriate limits on a service based on such criteria as medical necessity or on utilization control procedures.  Section 1557 of the Patient Protection and Affordable Care Act prohibits discrimination based on race, color, national origin, sex, age, or disability. 

Non-Discrimination and Accessibility Notice

HealthWest complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.  HealthWest does not exclude people or treat them differently because of race, color, national origin age, disability, or sex.

HealthWest provides free aids and services to people with disabilities to communicate effectively with us, such as:
· Qualified sign language interpreters.
· Written information in other formats (large print, audio, accessible electronic formats, other formats).
· Provides free language services to people whose primary language is not English, such as:
º    Qualified interpreters
º     Information written in other languages
If you need these services, contact Customer Service at 231-720-3201
If you believe HealthWest has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with our Customer Services Department:
HealthWest
Customer Services Department
376 E Apple Avenue
Muskegon, MI  49442
231-720-3201
Customer.Services@HealthWest.net

You can file a grievance by mail, fax or email.  If you need help in filing a grievance, our Complaints and Grievance Coordinator is 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 U.S. Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 1-800-368-1019, 800-537-7697 (TTD) Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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ATTENTION: Language assistance services are available to you free of charge. Also,
you have the right to receive information in a different format, such as audio, Braille, or
iarge font due to special needs at no additional cost. Call

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

1. Albanian: VINI RE: Keni né dispozicion shérbime falas t& ndihmés me gjuhén.
Gjithashtu, keni t& drejté t& mermi informacion né njé format tjetér, té tillé si audio,
Braille (Braj) ose me font t& madh pér shkak té nevojave té posagme pa kosto shtesé.
Telefononi numrin

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

2. Arabic: e sl b GBS Gall ol Glaa ol dabia 4 a0l saeliad) lass ol
u\;“shhmy‘wm*ﬁhl,‘ i A o paal) QS s a0 A 3 Sl slad)

e Juail
1300.897-3301 (ITY. Mickigan Relay at -1.1).

3. Bengali:

SO O T HAWOR SAPTYE WP IAAYF CIoT T34 4 TS,
R TG HENE AGIS - [F] A6 QGRS ST [BA FAAG G-
WIS, (AT 1 TG FIE CTFF [P SN ST W WA 7570g| {

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).
4. Chinese: ilfik: %l LG kIR & PRSI % . SEAb, SEATHUB 9 E CATH
R AR AP L, BT POCRRF R, LB

®H. oty W, WEeh
1-800.897 3301 (TTY Michigan Relay at 7-1-1).

5. Croatian: PAZNJA: Usluge jezitne podrske dostupne su bez naknade. Takoder
imate pravo besplatno primati informacije u razlicitom formatu, primjerice zvugnom,
na braiici il s velikim fontom zbog posebnih potreba. Nazovite

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

6. German: ACHTUNG: Sprachliche Hiffe erhalten Sie kostenlos. Wenn Sie
besondere Bedarfnisse haben, haben Sie auch das Recht, kostenlos Informationen
in einem unterschiedlichen Format zu erhalten, beispielsweise als Audio, Braille oder
in groRem Druck. Informationen erhalten Sie unter folgender Telefonnr.:
1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

7. Hindi:

AT 2. W T AT A A 52 T 81 A 2, A A o7 % b o et g

A 31 7 i i e e e e e A 8
1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

8. ltalian: ATTENZIONE: Sono a Sua disposizione servizi gratuiti di assistenza
linguistica. Inoltre, se Lei ha particolari esigenze, ha il diritto di ricevere gratuitamente
le informazioni in un formato differente, come audio, Braille o a caratteri grandi.
Chiami il numero verde

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).
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9. Japanese: IE : EBXBEY—ERAIEHTIHMAVELGET. Fi. ¥
B=—ADI. A—T 44 AF. RELITF U FEEDRID T+ —T v FTH
BERIMOEHNHYFT GEBNHEALL) . BE

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

10. Korean: Z1: 210] X|@ AH|AE 282 MSELCH £3 Aot 71 6|8
o0 erle, HAt =& 2 28 St 22 UE ¥4o= IRE ¥ M7t

AFLICH Motz
1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

11. Polish: UWAGA: Uslugi jezykowe zapewniane sa bezplatnie. Maja Paristwo
réwniez prawo uzyska te informacje bez dodatkowych kosztéw w innej postaci, np.
nagrania d2wigkowego, alfabetem Braille'a lub wieksza czcionka w zwiazku ze
szczegéinymi potrzebami. Prosze zadzwoni¢ pod numer:

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

12. Russian: BHUMAHUE: Ycnym no  oKkasaHMio  R3blkOBOW NOMOWM
npepocTaensioTca Bam GecnnatHo. Kpome TOro, YMMTLIBaR WHAMBMAyanbHble
OTPEGHOCTH, Bbl UMeeTe NPaBo Ha NonyueHie MHAOPMALWM B YIOGHOM ANS Bac
hopMaTe, Hanpumep, ayauo, WpHT BpainA WK KPYNHbIM WPHATOM, 663 Kakmx-
MO [ONONHUTENLHLIX 3aTpaT. o3soHMTe Mo TenedoHy

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

13. Spanish: ATENCION: Hay servicios de asistencia con idiomas a su disposicion,
sin costo. Ademas, tiene derecho a recibir informacion en un formato diferente, como
audio, Braille o fuente grande debido a necesidades especiales, sin costo adicional.
Llame al

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

14. Tagalog: BIGYANG PANSIN: Ang mga serbisyo ng pantulong sa wika ay handa
ninyong magagamit nang walang bayad. At, mayroon kayong karapatang
makatanggap ng impormasyon sa ibang format, tulad ng audio, Braille, o malaking
font sanhi ng mga espesyal na pangangailangan nang walang dagdag na bayad.
Tumawag sa

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).

15. Vietnamese: CHU ¥: Dich vy h5 tro' ngén ngG duroc cung cAp midn phi cho quy
vi. Ngoai ra, quy vi c6 quyén nhan théng tin & dinh dang khac, ching han nhu am
thanh, che néi hoac phong ch@ I6n do nhu cu dc biét ma khong mAt thém chi phi.
Hay goi

1-800-897-3301 (TTY: Michigan Relay at 7-1-1).
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Date:  


 


 


 


 


 


 


 


CMH ID:


 


 


  


Consumer #


 


Name: 


Enter Consumer Name


 


Medicaid ID Number:  


Enter Medicaid ID #


 


This is to tell you that the 


following action has been taken:


 


Enter the action taken


 


The action is based on the following:


 


Supporting rationale for action


 


You can share a copy of this decision with your provider so you and your provider can discuss next 


steps. If your provider asked for coverage on your behalf, we hav


e sent a copy of this decision to your 


provider.  


 


 


If you don’t agree with our action, you have the right to an internal appeal


 


 


You have to ask HealthWest for an internal appeal within 60 calendar days of the date of this notice.  


You, your 


representative,


 


or your doctor


 


can send in your request that must include:


 


·


 


Your name


 


·


 


Address


 


·


 


Member number


 


·


 


Reason for appealing


 


·


 


Whether you want a standard or fast appeal (for an expedited or fast appeal, explain why you 


need one).


 


·


 


Any evidence you 


want us to review, such as medical records, doctor’s letters or other 


information that explains why you need the item or service.  If you are asking for a fast appeal 


you will need a doctor’s supporting statement.  Call your doctor if you need this informa


tion.
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Date:                CMH ID:        Consumer #  

Name:  Enter Consumer Name  Medicaid ID Number:   Enter Medicaid ID #  

This is to tell you that the  following action has been taken:   Enter the action taken  

The action is based on the following:   Supporting rationale for action  

You can share a copy of this decision with your provider so you and your provider can discuss next  steps. If your provider asked for coverage on your behalf, we hav e sent a copy of this decision to your  provider.       If you don’t agree with our action, you have the right to an internal appeal     You have to ask HealthWest for an internal appeal within 60 calendar days of the date of this notice.   You, your  representative,   or your doctor   can send in your request that must include:      Your name      Address      Member number      Reason for appealing      Whether you want a standard or fast appeal (for an expedited or fast appeal, explain why you  need one).      Any evidence you  want us to review, such as medical records, doctor’s letters or other  information that explains why you need the item or service.  If you are asking for a fast appeal  you will need a doctor’s supporting statement.  Call your doctor if you need this informa tion.  

