
 

PART D COVERAGE DECISIONS, APPEALS, AND 
GRIEVANCES 

For additional information please see your Evidence of Coverage, Chapter 9 (What to do if 
you have a problem or complaint (coverage decisions, appeals, complaints) 

Part D coverage decisions and appeals  

A coverage decision is a decision we make about your benefits and coverage  

If a drug is not covered in the way you would like it to be covered, you can ask us to make an 
“exception.” An exception is a type of coverage decision. When you ask for an exception, your 
doctor or other prescriber will need to explain the medical reasons why you need the exception 
approved. We will then consider your request. Here are two examples of exceptions that you or 
your doctor or other prescriber can ask us to make: 

Covering a Part D drug for you that is not on our List of Covered Drugs (Formulary). 
(We call it the “Drug List” for short.) 

Removing a restriction on our coverage for a covered drug. There are extra rules or 
restrictions that apply to certain drugs on our List of Covered Drugs (Formulary).   

Important things to know about asking for exceptions 

Your doctor must tell us the medical reasons 
Your doctor or other prescriber must give us a statement that explains the medical reasons for 
requesting an exception. For a faster decision, include this medical information from your doctor 
or other prescriber when you ask for the exception. 

We can say yes or no to your request 

• If we approve your request for an exception, our approval usually is valid until the end of 
the plan year. This is true as long as your doctor continues to prescribe the drug for you 
and that drug continues to be safe and effective for treating your condition. 

• If we say no to your request for an exception, you can ask for a review of our decision by 
making an appeal.  

 



Step-by-step: How to ask for a coverage decision, including an exception. 

Step 1: You ask us to make a coverage decision about the drug(s) 

What to do 

• Request the type of coverage decision you want. Start by calling, writing, or faxing 
us to make your request. You, your representative, or your doctor (or other prescriber) 
9can do this. You can also access the coverage decision process through our website. 
Please see your Evidence of Coverage, Chapter 2, Section 1 (PPHP Contacts) for more 
information on how to contact us. 

Step 2: We consider your request and we give you our answer. 

Deadlines for a “fast coverage decision”:  If we are using the fast deadlines, we must give 
you our answer within 24 hours.  

Deadlines for a “standard coverage decision” about a drug you have not yet received: If 
we are using the standard deadlines, we must give you our answer within 72 hours. 

Deadlines for a “standard coverage decision” about payment for a drug you have already 
bought: We must give you our answer within 14 calendar days after we receive your 
request. 

Step 3: If we say no to your coverage request, you decide if you want to make an appeal. 

• If we say no, you have the right to request an appeal. Requesting an appeal means
asking us to reconsider – and possibly change – the decision we made.

Step-by-step: How to make a Level 1 Appeal (how to ask for a review of a coverage 
decision made by our plan) 

Step 1: You contact us and make your Level 1 Appeal. If your health requires a quick 
response, you must ask for a “fast appeal.” 

What to do 

• To start your appeal, you (or your representative or your doctor or other 
prescriber) must contact us. Please see your Evidence of Coverage, Chapter 2, 
Section 1 (PPHP Contacts) for more information on how to contact us.

• If you are asking for a standard appeal, make your appeal by submitting a 
written request.   If you are asking for a fast appeal, you may make your appeal 
in writing or you may call us at the phone number shown in Chapter 2, Section 
1 



• You must make your appeal request within 60 calendar days from the date on the 
written notice we sent to tell you our answer to your request for a coverage decision.  

• You can ask for a copy of the information in your appeal and add more 
information. 
o   

Step 2: We consider your appeal and we give you our answer. 

• If we are using the fast deadlines, we must give you our answer within 72 hours 
after we receive your appeal. We will give you our answer sooner if your health 
requires it.  

• If we are using the standard deadlines, we must give you our answer within 7 
calendar days after we receive your appeal. We will give you our decision sooner if 
you have not received the drug yet and your health condition requires us to do so.  

 

Step 3: If we say no to your appeal, you decide if you want to continue with the appeals 
process and make another appeal. 

Step-by-step: How to make a Level 2 Appeal 

If we say no to your appeal, you then choose whether to accept this decision or continue by 
making another appeal. If you decide to go on to a Level 2 Appeal, the Independent Review 
Organization reviews the decision we made when we said no to your first appeal. This 
organization decides whether the decision we made should be changed.  

Step 1: To make a Level 2 Appeal, you (or your representative or your doctor or other 
prescriber) must contact the Independent Review Organization and ask for a review of 
your case. 

Step 2: The Independent Review Organization does a review of your appeal and gives you 
an answer. 

• If your health requires it, ask the Independent Review Organization for a “fast 
appeal.”  If the review organization agrees to give you a “fast appeal,” the review 
organization must give you an answer to your Level 2 Appeal within 72 hours after 
it receives your appeal request. 

• If you have a standard appeal at Level 2, the review organization must give you an 
answer to your Level 2 Appeal within 7 calendar days after it receives your appeal. 



What if the review organization says no to your appeal? 
If this organization says no to your appeal, it means the organization agrees with our decision not 
to approve your request. (This is called “upholding the decision.” It is also called “turning down 
your appeal.”)  

If the Independent Review Organization “upholds the decision” you have the right to a Level 3 
appeal. However, to make another appeal at Level 3, the dollar value of the drug coverage you 
are requesting must meet a minimum amount. If the dollar value of the drug coverage you are 
requesting is too low, you cannot make another appeal and the decision at Level 2 is final. The 
notice you get from the Independent Review Organization will tell you the dollar value that must 
be in dispute to continue with the appeals process.   

If the dollar value of the coverage you are requesting meets the requirement, you choose 
whether you want to take your appeal further. 

• If your Level 2 Appeal is turned down and you meet the requirements to continue
with the appeals process, you must decide whether you want to go on to Level 3 and
make a third appeal. If you decide to make a third appeal, the details on how to do
this are in the written notice you got after your second appeal.

Level 3, 4, 5 Appeals 

There are three additional levels in the appeals process after Level 2 (for a total of five levels of 
appeal).  your Evidence of Coverage, Chapter 9 (What to do if you have a problem or 
complaint (coverage decisions, appeals, complaints) 

Complaints/Grievances: The formal name for “making a complaint” is “filing a grievance” 

Step-by-step: Making a complaint 

Step 1: Contact us promptly – either by phone or in writing.   Please see your Evidence of 
Coverage, Chapter 2, Section 1 (PPHP Contacts) for more information on how to contact 
us. 

Step 2: We look into your complaint and give you our answer. 

• If possible, we will answer you right away. If you call us with a complaint, we may be
able to give you an answer on the same phone call. If your health condition requires us to
answer quickly, we will do that.

• Most complaints are answered in 30 calendar days. If we need more information and
the delay is in your best interest or if you ask for more time, we can take up to 14 more
calendar days (44 calendar days total) to answer your complaint. If we decide to take
extra days, we will tell you in writing.



• If we do not agree with some or all of your complaint or don’t take responsibility for the 
problem you are complaining about, we will let you know. Our response will include our 
reasons for this answer. We must respond whether we agree with the complaint or not. 

You can also make complaints about quality of care to the Quality Improvement 
Organization 

• You can make your complaint to the Quality Improvement Organization. If you 
prefer, you can make your complaint about the quality of care you received directly to 
this organization (without making the complaint to us).  

o The Quality Improvement Organization is a group of practicing doctors and 
other health care experts paid by the Federal government to check and improve 
the care given to Medicare patients.  

o To find the name, address, and phone number of the Quality Improvement 
Organization for your state, look in your Evidence of Coverage Chapter 2, 
Section 4. If you make a complaint to this organization, we will work with 
them to resolve your complaint. 

• Or you can make your complaint to both at the same time. If you wish, you can make 
your complaint about quality of care to us and also to the Quality Improvement 
Organization. 

You can also tell Medicare about your complaint 

You can submit a complaint directly to Medicare. To submit a complaint to Medicare, go to 
www.medicare.gov/MedicareComplaintForm/home.aspx. Medicare takes your complaints 
seriously and will use this information to help improve the quality of the Medicare program.  

If you have any other feedback or concerns, or if you feel the plan is not addressing your issue, 
please call 1-800-MEDICARE (1-800-633-4227). TTY/TDD users can call 1-877-486-2048. 
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