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Request for Redetermination of Medicare Prescription Drug Denial

TEXAS TEXAS ™~ _Medicaid @

Superior HealthPlan STAR+PLUS Medicare-Medicaid Plan (MMP) denied your request for coverage of (or
payment for) name of prescription drug. You have the right to ask us for a redetermination (appeal) of our
decision. Use this form to appeal this decision.

e You may ask for an appeal within 65 days of the date of our Notice of Denial of Medicare Prescription
Drug Coverage.

e You can also learn more about filing an appeal on our website at mmp.SuperiorHealthPlan.com.

o Expedited appeal requests can be made by phone at 1-866-896-1844 (TTY: 711). Hours are from 8 a.m.
to 8 p.m., Monday through Friday. 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.

Your prescriber can ask for an appeal on your behalf. If you want another person (like a family member or
friend) to file an appeal for you, that person must be your representative. Call us at 1-866-896-1844 (TTY: 711)
to learn how to name a representative.

Plan enrollee information

Enrollee name:

Member ID Number: Date of birth (MM/DD/YYYY):
Mailing address:
City, State, ZIP code:
Phone:

Prescription & prescriber information

Name of drug you asked for:

Strength/quantity/dose:

Prescriber name:
Office address:

City, State, ZIP code:
Office phone: Office fax:

Office contact person:

Did you already purchase this drug? [ ] Yes [ ]No
If YES:
Date purchased: Amount paid: (attach copy of receipt)

Pharmacy name:

Pharmacy phone number:
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https://centene-my.sharepoint.com/personal/cn179812_centene_com/Documents/Desktop/2025%20MMP%20Coverage%20redetermination%20updates%201.22.2025/mmp.SuperiorHealthPlan.com

Do you need an expedited (fast) decision?

[ ] Check this box if you believe you need a decision within 72 hours. If you have a supporting statement
from your prescriber, attach it to this request.

e Ifyou or your prescriber believe that waiting 7 days for a standard decision could seriously harm your
life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.

e I[fyour prescriber indicates that waiting 7 days could seriously harm your health, we’ll automatically
give you a decision within 72 hours. You can’t ask for an expedited appeal if you’re asking us to pay
you back for a drug you already got.

e I[fyoudon’t get your prescriber's support for an expedited appeal, we’ll decide if your case requires a
fast decision.

Explain why you think this drug should be covered

e Attach any additional information you think may help your case, like a statement from your prescriber
or medical records.

¢ Include a copy of the Notice of Denial of Medicare Prescription Drug Coverage

e Your prescriber will need to explain why you can’t meet our plan’s coverage rules and/or why the drugs
required by the plan aren’t medically appropriate for you.

e Other information we should consider:

Representative information

Complete this section ONLY if the person making this request is not the enrollee or the enrollee’s prescriber.
You must attach documentation showing your authority to represent the enrollee (like a completed Form CMS-
1696 or a written equivalent) if it wasn’t submitted at the coverage determination level. For more information
on appointing a representative, Call us at 1-866-896-1844 (TTY: 711).

Representative name:

Relationship to enrollee:

Street address:
City, State, ZIP code:
Phone:

Sign & submit this form

Signature of person requesting the appeal (the enrollee, prescriber or representative):

Signature: Date:

Fax or mail your completed form and any supporting information to:

Address: Fax Number:
[Attn: Medicare Pharmacy Appeals [1-866-388-1766]
P.O. Box 31383

Tampa, FL 33631-3383]




Superior HealthPlan STAR+PLUS Medicare-Medicaid Plan (MMP) is a health plan that contracts with both
Medicare and Texas Medicaid to provide benefits of both programs to enrollees.
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English: Language assistance services, auxiliary aids and services, and
other alternative formats are available to you free of charge. To obtain
this, call 1-866-896-1844 (TTY: 711).

Spanish: Contamos con servicios de asistencia linguistica, servicios y
asistencia auxiliares y otros formatos alternativos para usted de forma
gratuita. Para recibirlos, llame al 1-866-896-1844 (TTY: 711).

Spanish: Contamos con servicios de interpretacion gratuitos para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para obtener

un intérprete, llamenos al 1-866-896-1844 (TTY: 711). El horario de atencion es de lunes
aviernes, de 8 a.m. a 8 p.m. Después del horario de atencion, los fines de semana y los
dias festivos, es posible que se le pida que deje un mensaje. Se le devolvera la llamada el
siguiente dia habil. Alguien que habla espafiol puede ayudarle. Este es un servicio gratuito.

Vietnamese: Chung téi c6 dich vu théng dich mién phi dé tra 15i bat ky cau héi nao
cla quy vi vé chuang trinh stc khde hodc chuong trinh thudc clia ching téi. D€ nhan
théng dich vién, chi can goi cho ching téi theo s6 1-866-896-1844 (TTY: 711). Gid lam
viéc 1a tu Thi Hai dén Thi Sau, tir 8 a.m. dén 8 p.m. Vao cac ngay cudi tuan va ngay lé
cua tiéu bang hoac lién bang, quy vi ¢ thé dugc yéu cau dé lai tin nhan. Sé cé ngudi
phan héi cudc goi clia quy vi vao ngay lam viéc ti€p theo. Mét nhan vién nai tiéng
Viét c6 thé giup quy vi. Dich vu nay dugc mién phi.

Chinese : TAMFEML 0 B 1) AR, AT AR 20 18 S FRAMT 1) 48 R B BB )1 1) ] REH 1Y)
fETSERT . ands e B ARES, BEFRNE 2B LA e Bie I s BiFE
1-866-896-1844 (TTY: 711) HLIRAMENAR . U AR S PN Bl R H g, m] RE & BR B
= BAEET M T/EHNEIELEE. gt N BT LE ., A%
AR o

Korean: SAS| A L= S|4 F S HEHA 02 = U= 2 EEZ20
HHEHSH| ot RE 89 MH[ATE JAESLICH SSAL 2Rt 22 28 Y
~38Y, 2 AIEEH 2% 8A|7HX| 1-866-896-1844 (TTY: 711) 2 2 EHALO|
Agte AR FH U 37U = HAIXIZE EH FAIH O S L0
MotEC|ZELICE 2= 0 E FAISHE 89 2282 B8 = JASULCE &Y
MHAE 222 NSELUCHL

NA4WCMINS45004M_TXNM 04/24
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sh5al) 5l daiall Ak Joa (585 8 ALl (4l e DU dlae 458 das i ledd i3 tArabic
(711 :TTY) 1-866-896-1844 i 5 o Uy Juai¥l s 3 )58 pn e e Jsanll Uy Aualal)
Al e 3 Al & 5 elie (alla) 88 daaadl ) GaBY) e cilise 8 delull ) Wlua 8 delid) (e
OSar A Janll oy JSA ey JLai¥) 3 glaian s el Sy S Y s il 3la) O g el
(e U5 Aol o3 gy A pad) Caaaty yadd dlaeluy ¢

et = S i Gl S Gl s o (S Sl e e S S O S5 L el ol sUrdu
s (711 :TTY) 1-866-896-1844 ) <a ra (ar —d S an yia o Juag s lan Ji Cida iy
COkaat Bl L ) ) A 2R S IS amea By oSS 0 80l e 8 e o
N D R PR YU RS EPR L S Ly e PRk SWREN) VA . - NVERAE ST g
(= s ke ay o S S aae (Sl et e SS Y Sl 50

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible
ninyong tanong tungkol sa aming planong pangkalusugan o plano sa gamot. Upang
makakuha ng interpreter, tumawag lang sa amin sa 1-866-896-1844 (TTY: 711) mula 8 a.m.
hanggang 8 p.m., Lunes hanggang Biyernes. Para sa mga oras pagkatapos ng trabaho,
Sabado at Linggo, at pista opisyal, maaaring magpaiwan sa inyo ng mensahe. May tatawag
sa inyo sa susunod na araw na may pasok. May makakatulong sa inyo na nagsasalita ng
Tagalog. Isa itong libreng serbisyo.

French: Nous proposons des services d’interpretes gratuits pour répondre a toutes vos
questions sur notre régime de santé ou de médicaments. Pour obtenir les services d’un
interprete, appelez-nous au 1-866-896-1844 (TTY : 711) du lundi au vendredi, de 8 ha 20 h. Si
vous appelez pendant les week-ends et jours féri€s, vous devrez peut-étre laisser un message.
Nous vous rappellerons le jour ouvrable suivant. Un interlocuteur francophone pourra vous
aider. Ce service est gratuit.

Hindi: AR WY T S W & dR H 37Tch fobd i} FaTd &1 SdTd g & g,
@%ﬁgWﬁWﬁ%l@W@ﬂTﬁ%%ﬁW%ﬁ1 866 896-1844
(TTY: 711) TR BIct B | DT JHY IR FHIR H YehaR 8 ol 9 I7d 8 99l db |
LRI 3R g 1 ey Ggdl |, &rrq@fqaﬁﬂ%m ferq b gT ot Jehell B |
3T B feag W 3MUds Hid BT SdTS %mwm%a"rdlm arell BIs HI Afad
3D GG R Thdl ¢ | T8 U :[cd Jal g
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German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren
Gesundheits- oder Medikamentenplanen haben. Um einen Dolmetscher in Anspruch

zu nehmen, rufen Sie uns von Montag bis Freitag zwischen 8 und 20 Uhr unter folgender
Telefonnummer an: 1-866-896-1844 (TTY: 711). An Wochenenden und an Feiertagen
werden Sie moglicherweise aufgefordert, eine Nachricht zu hinterlassen. Wir rufen Sie am
nachsten Werktag zurtick. Ein deutschsprachiger Mitarbeiter wird Ihnen behilflich sein.
Dieser Service ist kostenlos.

Gujarati: UL Acll ecll Aoltll Aoetl Al dHa 8 2% Acl sleguel
UR2lellotl ettt ual Hi2 AUHIRL WA gtRell Hgc Acuxll 8. geunl
Doclell MR, WA WU 1-866-896-1844 (TTY: 711) UR SIAL 5. MR SIUS%6ll
A Rl AgallR Yol UaR 8 cwoauell Acoll 8 cdru Yelad B.
[Zots UR ual et%’ac[l 3 uellal 2%1Qletl £QA, duA As DA% ysall HIR
s3cll wlcll 3B B, AR SlAoll ANl Scllol SIHSEsetl ALl €Qll ViER
z»uquu zgtqél. Al sl 518 cqasdduidl Hee 53 As B, v As
Hsd Aal 9.

Russian: EC/n y BaC BO3HMKIN KaKme-nMbo BOMPOChI O HalleM NiaHe MeanUmMHCKOro
CTPaxOBaHWA WV MN1aHe C MOKPbLITUEM JIeKapPCTBEHHbIX MPEenapaTos, Bam AOCTYMHbI
becnnaTHble yCnyru nepeBoaymKka. ECv Bam HykeH nepeBoaUnK, MPOCTO MO3BOHMTE Ham
no Homepy 1-866-896-1844 (TTY: 711). Yachl paboTbl: ¢ 8 a.m. 40 8 p.m. C NOHeAeNbHMKa
MO NATHWLY. B BbIXOAHbIE VI NPa3AHNYHbIE OHM GefepanbHOro YPOBHA UM Ha YPOBHE
LWTaTa BaC MOryT MONPOCUTb OCTaBUTb COObLLEHME. Bam Mepe3BOHAT Ha cneayioLmi
pabouni feHb. Bam OKaxkeT MOMOLLb COTPYAHMK, FOBOPALLMI Ha PYCCKOM A3blke. [laHHas
ycnyra 6ecnnaTHa.

Japanese: Bt DEEOCEZFFEICODVWTCCERAHIEEIE. EROBERY
—ERXREZZHFRAWEITET, BREFAT HICIE. AR ~EEBOFH]
8 B~ £F1£ 8 BF(Z. 1-866-896-1844 (TTY : ™M) ETHEBEL &Ly, Bk,
FMBF, BFBEHEICAVvE—PFRIVELHIGEELAHYET., TDEE
. ROBEAICHYRLEEBEFEW:-LET, BEREOERBUELHIEGLE
T, cNITERDY—ERTT,
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Laotian: WONCSHIVVINIVCUWITFNIS (WDODLUNNHINILNUNIVOINILLNJONVCCED
F2UWIV U] £9299WONCS). HINCDINIVHVCUVWITI WIICCORNTMIWONCSI
1-866-896-1844 (TTY: 711) C2LO 8 LVICFIMI 8 LDICCIY, OVDVWIDVIN. VIHFOLLY
cS003N, WnI999u0 ot oVWN, VIVSINIETNHLEN IMEINSHOIVIO. VIV
LoSLNIVIVTNLWIB IV ITS0OINVOLU. FTUBVULOIWITIVIOTIVINFOS VIV,
VCCLVNIVUINIVWS

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi
domanda possa avere in merito al nostro piano farmacologico o sanitario. Per usufruire
di un interprete, e sufficiente contattare il numero 1-866-896-1844 (TTY: 711) dal lunedi
al venerdi, dalle 8:00 alle 20:00. Nei fine settimana e nei giorni festivi statali o federali
potrebbe essere necessario lasciare un messaggio. La ricontatteremo entro il giorno
lavorativo successivo. Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que
possa ter sobre 0 nosso plano de saude ou medicagao. Para obter um intérprete, contacte-
nos atraves do numero 1-866-896-1844 (TTY: 711). O servico esta disponivel de segunda-
feira a sexta-feira, das 8:00 as 20:00. Se ligar ao fim de semana ou num feriado, podera

ter de deixar mensagem. A sua chamada sera devolvida no proximo dia util. Um falante de
portugués podera ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou
plan sante oswa plan medikaman nou an. Pou jwenn yon entepret, senpleman rele nou nan
1-866-896-1844 (TTY: 711) soti 8¢ a.m. rive 8e p.m., Lendi pou Vandredi. Apre & biwo yo
femen, nan wikenn ak pandan jou ferye, yo gendwa mande w pou ou kite yon mesaj. Y ap
tounen rele w pwochen jou biwo yo louvri a. Yon moun ki pale Kreyol Ayisyen kapab ede w.
Se yon sevis gratis.

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktéra pomoze Panstwu uzyskac
odpowiedzi na ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji
lekéw. Aby skorzystac z ustugi ttumaczenia ustnego, wystarczy zadzwoni¢ pod numer
1-866-896-1844 (telefon tekstowy (TTY): 711) w godzinach od 8:00 do 20:00, od
poniedziatku do pigtku. W weekendy i Swieta konieczne moze byc pozostawienie
wiadomosci. Oddzwonimy w nastepnym dniu roboczym. Zapewni to Panstwu pomoc osoby
maowigcej po polsku. Ustuga ta jest bezptatna.
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