
CCC Plus Member Grievance and Appeal Rights
What is a Grievance?
A “Grievance” is a complaint. You can submit a grievance orally or in writing.  Your health plan must have a system in place to respond to grievances and appeals from members. The Plan must also provide reasonable assistance in completing forms and other steps such as providing interpreter services and toll-free numbers that have adequate TTY/TTD and interpreter capability. 
Your health plan must respond to all grievances and must send you a receipt of a grievance. The Plan must respond orally or in writing in a reasonable amount of time, but no later than 30 days. The Plan will issue faster responses or “expedited responses” orally or in writing, within a twenty-four (24) hour period.
What is an Appeal?
A coverage decision is an initial decision a plan makes about your benefits and coverage or about the amount, they will pay for your medical services, items or drugs.  An “appeal” is a formal way of asking a health plan to review a decision and change it if you think they made a mistake.  If you or your doctor disagrees with a decision made by your health care provider, you can appeal that decision. You can submit an appeal orally or in writing.
A CCC Plus member has the right to appeal any adverse benefit decision by the health plan that relates to coverage or payment of services.  You must submit an appeal to the health plan within 60 days receipt of written notification of a denial of coverage or payment of services.  A member has the right to be represented by an attorney and can designate an authorized representative to act on behalf of the member (this requires written consent).
You can call Member Services with your plan and tell them you would like to appeal a decision.  Your Care Coordinator can also help you submit an appeal. You can also call the Office of the State Long-Term Care Ombudsman Office and ask to speak to a CCC Plus Advocate and discuss your right to appeal. The phone number is 1-800-552-5019.  
There are Two Types of CCC Plus Health Plan Appeals
· Standard Appeals – Plans must respond within 30 days and are generally resolved within 30 days from receipt of the appeal. The period can be extended by up to 14 days at the member’s request or when helpful to the member. Submit a standard appeal orally or in writing; and if you submit orally, you must follow up with a written appeal request.

· Expedited Appeals – Plans must respond within 72 hours and are generally resolved within 72 hours from receipt of the appeal. This period can be extended by up to 14 days at the member’s request or when helpful to the member.  Expedited appeals are for cases in which the submission of a standard process could jeopardize the member’s life or health or ability to attain, maintain, or regain maximum function.  Submit the appeal orally or in writing. You do not have to follow up an oral expedited appeal in writing. 

· Continuation of Benefits – In some cases, you can continue to receive denied services while you are waiting for an appeal decision if you ask for an appeal within (10) days from your being told that your request is denied or care is changing; or by the date, the change or service is scheduled to occur. 



*If you do receive continued services and the appeal results in another denial, you may have to pay for the cost of any continued benefits that you received.

State Fair Hearing Appeals
[bookmark: _GoBack]CCC Plus Members have the right to appeal the Health Plan’s adverse decision to the Department of Medical Assistance Services (DMAS) and request a Fair Hearing under the following guidelines:
· A health plan’s appeals process is finished, within 120 calendar days after receipt of the health plan’s appeal decision. For appeals not filed within this timeline, an acceptable reason for the delay. As determined by DMAS must exist.
· You can submit standard appeals and expedited appeals orally or in writing to DMAS.
· If a member has denied services, you can request continuation of benefits and in some cases; you may be able to continue receiving services while waiting for an appeal to be decided. You may be able to continue the services that are scheduled to end or be reduced if you  ask for an appeal:
· Within ten  (10) days from being told that your request is denied or care is changing; or
· By the date, the change in services will occur.
*If you do receive continued services and the appeal results in another denial, you may have to pay for the   cost of any continued benefits that you received.
· After the State fair hearing, a Member can appeal the Department’s final administrative appeal decision through the circuit court system.
If the appeal decision reverses a decision to deny, limit, or delay services and the services were not provided while the appeal was pending, the Health Plan must authorize the disputed services promptly and as quickly as a Member’s health condition requires, but no later than (72) hours from the date the Health Plan receives the notice reversing the decision.  
The Health Plan does not have the right to appeal DMAS’ appeal decisions. A member has the right to appeal a final DMAS administrative appeal decision through the court system; however, the court review is limited to legal issues only.
Listed below are the timeframes for State Fair Hearings:
· Standard Appeals – If the DMAS Client Appeals Division has all the information needed, the Appeals Division will tell the member the final decision within 90 days of receipt of the appeal request.

· Expedited Appeals – If the DMAS Client Appeals Division has all the information needed, the Appeals Division will tell a member the final decision within 72 hours receipt of the appeal request.

