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Member Appeal Form

Wellcare Prime by Absolute Total Care (Medicare-Medicaid Plan)
Attention: Appeals and Grievances — Medicare Operations
7700 Forsyth Blvd | St. Louis, MO | 63105
Fax: 1-844-273-2671

As a member of Wellcare Prime by Absolute Total Care (Medicare-Medicaid Plan) you have the right to
file an appeal for any denials related to medical services (Part C) or prescription drug (Part B) coverage.
You may file appeal requests in writing or by calling Member Services at 1-855-735-4398 / TTY: 711,
Monday through Friday, 8:00 a.m. to 8:00 p.m. After hours, on weekends and on holidays, you may be
asked to leave a message. Your call will be returned within the next business day. Wellcare Prime will
give you a decision within the following timeframes from receiving your request:

Standard Medical Pre-Service Appeals: 30 calendar days
Standard Part B Prescription Drug Related Appeals: 7 calendar days
Expedited Medical Pre-Service Appeals: 72 hours

Expedited Part B Prescription Drug Related Appeals:72 hours

Appeals related to payment issues For Part C and Part B drugs will be given a standard appeal decision
within 60 calendar days of request receipt. If we need more information and the delay is in your best
interest or if you ask for more time, we have up to 14 more calendar days for Part C Pre Service. We will
tell you or your representative in writing if we decide to take extra days to make the decision.

“Expedited appeals mean you feel that using the standard deadlines could cause serious harm to your life
or health or jeopardize your ability to regain maximum function. You must also be asking for coverage for
medical care or a drug you have not yet received.

Member’s Name: Last First

Medicare ID Number:

Member Date of Birth:

Relationship to Member* (please choose one): [(dself [parent [ Legal Guardian ] Spouse
L1 other:

*If other than “Self” is selected, proof of guardianship, power of attorney or an Appointment of
Representative (AOR) form will be required. The AOR form can be found on our website.

Name of Person Submitting the Appeal:

Phone Number(s): Home: Cell:

Street Address:

City: State: Zip: County:
Physician:
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Appeal Type (please choose one):
Standard Pre-Service (Medical) Appeal — (30 calendar days review)
] Expedited Pre-Service (Medical Appeal — (72 hours review)
[] standard Part B (Prescription Drug) Appeal — (7 calendar days review)
] Expedited Part B (Prescription Drug) Appeal — (72 hours review)
] standard Payment Issues Appeal (Part C and Part B drugs) — (60 calendar days review)

What was denied? (Please include a copy of the denial letter.)

Why do you think you should have <this/these> medical service(s)/prescription or payment?

What is the best way to reach you regarding this appeal? (please choose one): [_]Phone [] Email
|:|Other:

Signature of Person Appealing: Date:

If you have any questions please call our Member Services number at 1-855-735-4398 / TTY: 711,
Monday through Friday, 8:00 a.m. to 8:00 p.m. After hours, on weekends and on holidays, you may be
asked to leave a message. Your call will be returned within the next business day.

Wellcare Prime by Absolute Total Care (Medicare-Medicaid Plan) is a health plan that contracts with
both Medicare and South Carolina Medicaid to provide benefits of both programs to enrollees.

For Administrative Use Only

Appeal Number: Date Received:




Multi-Language Insert

Multi-Language Interpreter Services

ATENCION: Si habla espafiol, contamos con servicios de asistencia linglistica que se encuentran disponibles
para usted de manera gratuita. Llame al 1-855-735-4398 (TTY: 711), de 8a.m. a 8 p.m., de lunes a viernes.
Después del horario de atencion, los fines de semana y dias feriados federales, es posible que se le solicite
dejar un mensaje. Se le devolvera la llamada el siguiente dia habil. La llamada es gratuita.
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ATTENTION : si vous parlez francais, des services d'assistance linguistique gratuits sont a votre disposition.
Appelez le 1-855-735-4398 (TTY : 711) du lundi au vendredi, de 8 h a 20 h. En dehors des heures d'ouverture
et durant le week-end et les jours fériés, il vous sera peut-étre demandé de laisser un message. Vous serez
rappelé le jour ouvrable suivant. L'appel est gratuit.

LUU Y: Néu quy vi néi tiéng Viét, ching toi cd cac dich vu hd tro ngdn ngtt mién phi cho quy vi. Vui long
g0i 1-855-735-4398 (TTY: 711), tlr 8 a.m. dén 8 p.m., Th& Hai dén Th( Sau. Sau gid lam viéc, vao cubi
tuan va ngay |1& lién bang, quy vi cé thé duoc yéu cau dé lai tin nhan. Cudc goi clia quy vi s& duac tra 1o
vao ngay lam viéc tiép theo. Cudc goi nay duwoc mién phi.

HINWEIS: Wenn Sie Deutsch sprechen, steht Ihnen ein kostenloser Ubersetzungsdienst zur Verfiigung.
Wahlen Sie daflir 1-855-735-4398 (TTY: 711) von Montag bis Freitag zwischen 8 und 20 Uhr. AuBerhalb dieser
Zeiten, an Wochenenden und gesetzlichen Feiertagen werden Sie moglicherweise gebeten, eine Nachricht zu
hinterlassen. Ihr Anruf wird innerhalb des nachsten Arbeitstages beantwortet. Der Anruf ist kostenlos.

BHMMAHWE: ecnn Bbl roBOpUTE Ha PYCCKOM A3bIKe, Bbl MOXeTe 6eCnNaTHO NONyYMTb MOMOLLb
nepesoguvka. [103BoHMTe MO HOMepy 1-855-735-4398 (TTY: 711), C8a.m. 4O 8 p.m. C MOHe[eSIbHIKa

No NATHULY. B Hepabouee Bpems, B BbIXOAHbBIE AHW W FTOCYAAPCTBEHHbBIE MPA3AHVKNA BAaC MOTYT
NONPOCUTb OCTaBUTL COOOLLEHME. Bam Nepe3BOHAT Ha cnefyolwmii pabounii AeHb. 3BOHKM becnnaTHble.
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ATENCAO: se falar portugués, estdo disponiveis servigos de assisténcia gratuitos no seu idioma. Ligue para
0 numero 1-855-735-4398 (TTY: 711) de segunda-feira a sexta-feira, das 8:00 as 20:00. Se ligar fora deste

horario, num fim de semana ou num feriado federal, podera ter de deixar mensagem. A sua chamada sera
devolvida no proximo dia util. A chamada é gratuita.

ATANSYON: Si ou pale Kreyol-Franse, sevis asistans lang disponib gratis pou ou. Rele 1-855-735-4398
(TTY: 711), soti lendi pou rive vandredi, de 8& am. pou 8¢ pm. Apre lé travay, nan wikenn ak jou konje federal
yo, yo ka mande w pou kite yon mesaj. Y ap retounen w apel la nan pwochen jou ouvrab la. Apél la gratis.



YBATA: AKLL0 BM BONOAETE YKPAIHCHKOK MOBOHD, BaM H6e3KOLWTOBHO AOCTYMHI MOCAYrM MOBHOI
NiATPUMKK. TenepoHymTe 3a Homepom 1-855-735-4398 (TTY: 711) 3 8:00 0 20:00 3 NoHei/1Ka
no N'ATHUULO. Y Hepobounii Yac, y BUXiAHI Ta AepKaBHI CBATA BAC MOXKYTb MOMNPOCUTMN 3a/IMLWNTH
noBigoOMANeHHS. Bal A3BiHOK byae 0b6pobaeHo NpoTArom HacTynHoro poboyoro AHA. [13BiHOK
He3KOLWTOBHMN.
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VINI RE: Nése flisni shqip, ju ofrohen shérbime té asistencés gjuhésore, pa pagese. Telefononi numrin
1-855-735-4398 (TTY: 711), nga ora 8:00 deri né 20:00, nga e héna né té premte. Pas kétij orari, gjaté
fundjavave dhe pushimeve zyrtare federale, mund t'ju kérkohet té€ lini njé mesazh. Telefonata juaj do t€ marré
pérgjigje brenda dités vijuese té€ punés. Telefonata €shté pa pagese.
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