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What Happens When Your Health
Insurance Carrier Says NO

This brochure isa guide to
the dghts vou have when
vour health camier says
“no.” It contain s summary
information about standard and expedited
utilization eview, emergency services, "peer-to-
peerconversations” first level reviews voluntary
second level reviews expedited eviews, and
independent extemal reviews. Colorado law
eouires all health camiers subject tothe state .
insurance law sto follow the same procedures 3+

Anytime vour health carfer denies benefits for
covered services that vouand vour health care
provider feel are med ically necessary or have
medical evidence proving that the services
aren't subject toa contractual exclusion, you
hawve the right to chalkenge that decision. The
decision todeny banefits is known as an
“adverse detemination.”

Hestateinsurancelaws do not apply to:

« federal employee benefit plan s;

» MedicareMedicad plan s;

« employer-provided plans that ae based in
anather state; nor

« selfinsued (self-funded) health plans.
Some self-insured employers use 3 health
insurance company to admin ister their plans,
5o it may not be obwiows that they are
self-insured. Check with youremployer to find
out if vour plan is self-insured .

Self-insured or empioyer-funded pians are
regulated bya federal law known as ERISA .
For information and assistance with
complaints about selfinsued plans, contact:
Us. Department of Labor
Emp loyes Benafits Security Administration
2300 Main Street, Suite 1100
Kansas City, MO 64108
8656-444-327 2 (toll frez)

Most health carriers tod ay carefully evaluate
requests to see a specialist or have certain

med ical proced ures pedormed. A medical
prfessicnal emploved by the health carrier
reviews the request for coverad sevices made
by vour health care provider to make sur the
reque sted services are medically necessary,
approprate, efficient, oreffective. This process
is know nas “utilization review.”

STANDARD UTILIZAT IOMN REVIEW

Prospective

Review |
|

A prospective b

review may be i

performed by 'rl

yvour health

carrierwhen your health cae provider
reciuests preauthonization fora hospital
admissionora course oftreatment (such as a
procedur ora visit toa specialist). Your health
carrier rmust notify vou and vou r providerof its
detemnination within 15 day sof receiving the
request, Undercertain circumstances, this
pericd oftime may be extendad.

Retrospective Review

A et pective review may be pefomed
wihen you or yvour health care provider submit
aclaim for services or treat ment you've
already recaivesd . The purpose of this review is
to determine whether the services and./or
treatment were medically necessarny,
approphate, efficient, oreffective. Your health
carrier must notify vou and yvou r providerof its
detemination within 30 day sof receiving the
recjuest,

Undercertain circumstances, this pericd of
time may be extendad,



EXFEDMTED UTILIZATIIMN REVIEW
Sometime svour medical condition ey
Eouine vou o receive treatment or services
mtherquickly, althoug h
an emergency may not

axist. [fthis is the case,

your health care provider

may submit an urgent care 3

muest o your haalth \ 1
carrier, which would

require your health camrier *
to cond uct its utilization g

rview ina shorter period ﬁ
of time than that allowed -
for standamd utilization meview.

Anurgent car request can be made befor
hospitalization or treatment begins, or while
yiou are hospitalized or undergoing
treatment. In Bothof thess Cicumstances,
the health carrier must take your health
condition intoaccount when making its
determination.

If hos pitalzation or treatment has not
started  the health camier mu st notify vou
and your health care provider of its
determination as scon as possible, but no
more than 72 hours after receiving the
e uest,

Ifvouare in the hospital or undergoing
treatment and vour health care provider
wants toextend vour hospital stay or
continue vour treatment Beyvond what
wias originally authorized  vour health
care provider shoukl maks the request at
least 24 hours priortothe time
hospitalzation or treatment was
sup posed toend. The health
carrier must notify vou and
your health care provider
~.|I of itsdetemination as soon
as possible, but no more
than 24 hours after
receiving the request.

ADVERSE DETERMINATIONS

Anytime a request for benefits for covered
servicasis denied, vour health carrier must
notify vou and vour health care provider,

With standard utilzation review, the notice
may be sent inwiiting orelectronically, With
expedited utilization review, the notice may be
prvided crally, in writing, or electronically. If
notice of adenial is given omlly, written notice
must also be given within 2 days of the o@l
notification.

All notices of adverse detemination must

include all ofthe follcwing:

+  The specific reasonis) for the denial, and
eference tothe plan provision(s) on
which the denial is based .

*  Adescription of any add itional material or
infomnation that may improve the benefit
fequest, and why that material or
infomnation is nece ssary.

+  Acopyofany internal rule, guideline, stc,
that was relied upon by the health camier,
or information to equest a free copy of
what was relied upon.

+ Anexplanation of the clinical or scientific
basis fora denial based on medical
necessity orex perimental treatment, or
infomnation on how to can request a free
axplanation.

*  Adescription of the camiers review
[appeal) procedure sand the applicable
time limits, and natification of vour dght
to appeal.

EMERGENCY
SERVICES
Health carriers
cannot requine
Yol to get pror
authorization
foremergency services if a person, having
average knowledge of med kine and acting
reasonably would have believed that an
emergency med cal condition ora life-
orlimb-theatening emergency existed |




PEER-TO-PEERCONVERSATIONS

Anytime a prospective review resultsin an
adverse detemination, yvour health care
provider may ask fora “peer-to-pesr
convarsation”; that is an opportunity to spoak
with the eviewer who made the adverse
determination on behalf of the health carrer.
The conversation must take place within 5
day s of receipt of the Equest.

If this conversation does

not resclve the issue

wou may appeal the
adverss detemination.

A peertor peer conversation
is opticnal. You can appeal L
without such aconversation %
evertaking place.

APPEALS PROCEDURES

If vou are not satisfied with your health
carfier sdecisions, vou have the rig ht to
appeal. All health plans subject to state
insurance law must have written procedures
for handling such requests for review. In this
brechure, we summarize the basic process
carriers mu st follow. Fordetails of vour
carfier sspecific procedures, check your
member handbookor call vour health
carfier scustomer service department.

FIRST-LEVEL REVIEW
You may request afirst-level myicw within 120
day s of receiving an adverss determination.
Most camiers will require you to submit vour
recuest in writing. The first-leve | eview will ba
conducted bya physician in consultation with
clinical pesrs, none of whom were involved in
the initial adverss detemination. You do not
have the Aght to attend this review, but you
do have the right to submit wiitten comment s,
documents records, and other rmateral
relating tothe request for banefits,
The camier must notify vou of its decision, in
writing or electronically, within 30 days of
feCeiving vour eouest,
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VOLUNTARY SECOND-LEVEL REVIEW
Health carriers are req uired to offer a
second-level pview process for thos who
are dissatisfied with the first-level review
decision. You may file arequest forone
with vour carrier within 30 days after
receiving the adverse detemnination from
the first-level review. The second-level
review will be conducted by ahealth care
professional or ifoffersd by the health
carmier, a pana | of health care professionals
whohave appropiate expetise in relation
to the case. You akways have the dght to
apEear in peronat the eyview mesating or
attend viaa teleconference.

Frocedures forconducting a second-leval

review must include the follcwing :

*  The review mesting must be
azhedulad within 60 days of Eoeiving
yiour req uest and viou must be notified
in writing at kast 20 days in advance
ofthe review date.

*  foumust be given the opportunity to
ke present and or given the
opportunity to provide add iticnal
wiitten comments, documents,
records, et for Eview,

+  Both vou and the health camier may
hawe an attorney present.

*  The reviewer or the review pana| mu st
considerall of the comments,
documents, records, etc, submitted.

*+  Thewritten dacision must be issued
within 7 days of the review mesting .




EXFEDMTED APFEAL REVIEW

Exped ited review is available for urgent car
ouests of adverse detarminations and for
somecne who has received emergency
services but has not besn discharged froma
facility. Either vou or vour health cae
provider may request an expedited Eview,
and the rquest may be made omlly orin
wiriting. The expedited review will be
conducted by clinical peers who we e not
involved in the initial adverse detemination.
You donot have the nght toattend this
Eview, but vou do have the rght to submit
written comments, documents, reoords and
other material relating to the rquest for

e nefits.

The camier must notify vou of its decision as
speadily as possible, but not moe than 7 2
hours after Eceiving vour request, The
decision must be communicated to you or
vour health care provider by the fastast
means. If notice is givenorally, written notice
must also be givenwithin 3 days of the oral
notification. —

If the expedited rview
process doos not resolve
the issue, under some
circumstances you or
vour health care provider
iy red uest a voluntary
second level appeal or
ouest an independent
extemal review.

MNOT IFICATIONS

The following information must be included
in all notifications:

« the name, title, and qualifying credentials
of the reviewers;

= astatement of the reviewers’

understand ing of the eouast;

« the dacision, inclear terms;and

= arefeence tothe documentation or
evidence used as the basis for the decision.

If the eview results ‘
inan advers -
detemnination, the L ‘\
following must also
be included:

= the specific rason(s) ¢
forthe adverss
detemmination,
including the specific - —
plan provisions and
med ical mtionalke;

= astatement that yvou have the ght to
receive copies of all documents, records,
and octher relevant information;

= acopyof anyinternal mle, guideline eto,
that was relied upon by the reviewer or
infomnation on how vou can eouest a fros
copy of what was elied upEon; and

= anexplanation of the clinical or scientific
basis fora denial based on med ical
necessity orex permental treatment, or
infomnation on how you can rquest a free
cxplanation.

= astatement describing the precedues
forobtaining an independent extamal
review of the adverse determination.

For first-level reviews (both standard and
expedited ), the notification must include
anexplanation of the procedures for
obtaining avolun tary second-level review
oran independent extemal review.

INDEPENDENT EXTERNA L REVIEW

If you are denied benefits for health
servicesand disagmee with vour health
carmier's adverse determination, you mey
be able torequest an inde pendent
axternal eview after the first- or second-
leve| Eview.

The denial notice sent toyvou by vour
health camierwill explain the procedures
forobtaining an independent extemal
review.



EXTERMAL REVIEW

summary of the process:

=Your pouest must be submitted in
writing to vour health camierwithin a0 days
of eceiving the

final adverse s -¥
determination Py 1\ “4“ $ I_f
frorm vour ul

e —

health carrier.

-The independant = -
atemal review will &

e cond ucted by

an entity certified by the Division of
Insurance, and assigned on a rotating basis.
»For the extemal review, vou may submit
new information with vour request, if it is
significantly d ifferent from information
provided or considersd during the health
carrier sintemal eview prcess.

<Inrmost cases the external reviews rwill
provide vou with written notice of its
decision within 30 working daysafter vou
haive filed vour red ue st with vour health
carrier.

«If your medical condition warrants it, the
process can e expadited.

«|If the external reviewar everse s your
health carrier s decision, your health carrier
st approve benefits for the covesd
services (inaccorance with the tems and
conditionsofthe plan ).

MEDICARE AND MEDICAID

Medicare has adifferent sat of rules for
appeals. The requirements in this brochure
dio not apply. Call the Division of Insurance
at 30 3-89 - 2046 or 800-930-3745 (toll free
outside Denver metroareal o find out
about Medicare's appeals niles,

Pecple on Medicaid may have add itional
appzal rights. For more information, call
Medicail at 303-866-3513 0r 800-221-394 3
(toll free cutside of Denver metmo.).
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OTHER TYPES OF GRIEVANCES

If vou have acomplaint about something
other than denial of coverage resulting from
a utilization review decision (such as not
getting an appEointment with yviou rdoctor
quickly) call vour health carrier's customer
service department and ask how toregister
yvourcomplint. For many carriers the
grigvance procedu es will e the same for
both coverage denials and othercomplaints.

Some camiers have different proceduresto
handle different types of problkems.
Forthese other types of complain ts, first
complete the health carrier's mview
procedues, If you are still not satisfied,
youcan contact the Colorado Division of
Insurance. You may also contact the Division
if you beligve the health carrier did not follow
the time frames or require ments for the
appeals proce ss. Before filing a complaint, it
isimmportant tocomplete the health carrier's
review process | If viou have not first
completed the review process, the Division
may referyou first to the health carrier.
You can fik acomplaint by sending a ketter
stating the facts of the case to

Colorade Division of Insurance

1560 Broadway, Suite 850

Denver, COB0202
orcomplete the comphint formonline at

wiwnw dora stateco s/ insurance

The Division of Insurance can:

» help vou record your complaint against
the health carrier;

»thomughly investigate vour complaint;

» make sure the carrier follows state Bw.

The Division of Insurance cannoet:

» Eview or fore a favorable utilization
review decision;

= 2O ire yourcamier to pay for servicesthat
are excluded by the policy;

» provide legal services that may be needed
to settle complicated disputes.
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CONSUMER TIPS

Read vour policy or me mber hand book
carefully. The key togetting quality health
care is being aneducated consumer. [fyou
e lieve viou may have beenwrong kv denied
coverage, create a paper trail by maintaining
the following :your policy; copies of denial
ettars: copies of any corres pondence
betwes n vou and vour health camier or
betwresn your health care provider and
wvour health camier; detailed notes of
conversations with yvour health carrier, and
copies of corespondence with the Division
of Insurance.

In all correspondence to the Division,
please include: your name, address,
telephone number; nameof the
company; member ID number; policy
numberand type of policy.

Forall telephone calls, keep awritten ecord
of the date and time, name of the person
wou spo ke with, and what was discussed.
You may wish o send acopy of any etterto
yvouremployvers benefits manager. Your
emploveris interested in your satisfaction
with the haalth carrier. The benafits manager
may have some leverage with the health
carrier, since employers can consider
chanqging health carriers if e mplovess ae
not satisfied.

Conuumer Protection

Cnn.lsumer p{ﬂtlecﬂun
IS5 OUr missron

Colerade Division of Insurance
1560 Broadway, Suite 850
D nver, 00 80202
303-594-7409
203-804-7 490 Consumer Information
B00-930-37 45 itoll free outside Denver)
Web: v dora,state cousin surance
Ermail: insurancecdorastate cous
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