SECTION F: ATTACHMENTS
A1 ENROLLEE GRIEVANCE SYSTEM STANDARDS Contract/RFP No. YH14-0001

ATTACHMENT A1 ENROLLEE GRIEVANCE SYSTEM STANDARDS

The Contractor shall have a written policy delineating its Grievance System which shall be in
accordance with applicable Federal and State laws, regulations and policies, including, but not limited
to 42 CFR Part 438 Subpart F. The Contractor shall furnish Grievance System information to
enrollees no later than 12 days after the Contractor receives notice of the enrollment and annually
thereafter. The Contractor shall also provide this information to all providers and subcontractors at
the time of contract. Additionally, the Contractor shall provide written notification of any significant
change in this policy at least 30 days before the intended effective date of the change.

The written information provided to enrollees describing the Grievance System including the grievance
process, the appeals process, enrollee rights, the grievance system requirements and timeframes, shall be
in each prevalent non-English language occurring within the Contractor’s service area and in an easily
understood language and format. Written documents, including but not limited to, the Notice of Action,
the Notice of Extension of Notice of Action, the Notice of Appeal Resolution and Notice of Extension
for Resolution, shall be translated in the enrollee’s language if information is received by the Contractor,
orally or in writing, indicating that the enrollee has a limited English proficiency. Otherwise, these
documents shall be translated in the prevalent non-English language(s) or shall contain information in
the prevalent non-English language(s) advising the enrollee that the information is available in the
prevalent non-English language(s) and in alternative formats along with an explanation of how enrollees
may obtain this information. The Contractor shall also inform enrollees that oral interpretation services
are available in any language. This information must be in large, bold print appearing in a prominent
location on the first page of the document,

For additional information regarding the enrollee Notice of Action process, the Contractor should refer to
the ACOM Policy 414 and 42 CFR Part 438. Failure to comply with any of these provisions may
result in an imposition of sanctions.

At a minimum, the Contractor’s Grievance System Standards and Policy shall specify:
1. That the Contractor shall maintain records of all grievances, appeals and requests for hearing.

2. That the Contractor has a mechanism for tracking receipt, acknowledgement, investigation and
resolution of grievances, appeals and requests for hearing within the required timeframes.

3. Information explaining the grievance, appeal, and fair hearing procedures and timeframes. This
information shall include a description of the circumstances when there is a right to a hearing, the
method for obtaining a hearing, the requirements which govern representation at the hearing, the
right to file grievance and appeals and the requirements and timeframes for filing a grievance,
appeal, or request for hearing.

4. The availability of assistance in the filing process and the Contractor’s toll-free numbers that an
enrollee can use to file a grievance or appeal by phone.

5. That the Contractor shall acknowledge receipt of each grievance and appeal. For grievances, the
Contractor is not required to acknowledge receipt of the Grievance in writing, however, if the
enrollee requests written acknowledgement, the acknowledgement must be made within five
business days of receipt of the request. For Appeals, the Contractor shall acknowledge receipt of
standard appeals in writing within five business days of receipt and within one business day of
receipt of expedited appeals.
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10.

11.

12.

13.

14.

15.

16.

That the Contractor shall permit both oral and written appeals and grievances and that oral
inquiries appealing an action are treated as appeals.

The definition of action [42 CFR 438.400(b)] and that an enrollee, or their designated
representative, may file an appeal of an action taken by the Contractor. Actions include:

a. Denial or limited authorization of a requested service, including the type or level of

service;

Reduction, suspension, or termination of a previously authorized service;

Denial, in whole or in part, of payment for a service;

Failure to provide services in a timely manner, as defined by the State;

Failure to act within the timeframes provided in 42 CFR 438.408(b) required for

standard and expedited resolution of appeals and standard disposition of grievances;

or

f. Denial of a rural enrollee’s request to obtain services outside the Contractor’s
network under 42 CFR 438.52(b)(2)(ii), when the Contractor is the only Contractor in
the rural area.

caow

That the Contractor shall ensure that individuals who make decisions regarding grievances and
appeals are individuals not involved in any previous level of review or decision making and that
individuals who make decisions regarding: 1) appeals of denials based on lack of medical
necessity, 2) a grievance regarding denial of expedited resolution of an appeal or 3) grievances or
appeals involving clinical issues are health care professionals as defined in 42 CFR 438.2 with the
appropriate clinical expertise in treating the enrollee’s condition or disease.

The definition of grievance as a member’s expression of dissatisfaction with any aspect of their
care, other than the appeal of actions. They are no time limits for filing an enrollee grievance.

That an enrollee must file a grievance with the Contractor and that the enrollee is not permitted to
file a grievance directly with AHCCCS.

That the Contractor must resolve each grievance within 10 business days of receipt, absent
extraordinary circumstances. However, no grievances shall exceed 90 days for resolution.
Contractor decisions on enrollee grievances cannot be appealed.

That the Contractor responds in writing, if an enrollee requests a written explanation of the
resolution, and the response must be mailed within 10 business days of resolution of the
grievance.

The definition of a service authorization request as an enrollee’s request for the provision of a
service [42 CFR 431.201].

That an enrollee shall be given 60 days from the date of the Contractor’s Notice of Action to file
an appeal.

Information explaining that a provider acting on behalf of an enrollee and with the enrollee’s
written consent, may file an appeal.

That the Contractor include, as parties to the appeal, the enrollee, the enrollee’s legal
representative, or the legal representative of a deceased enrollee’s estate.
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17.

18.

19.

20.

21.

22.

23.

24.

25.

That the Contractor must ensure that punitive action is not taken against a provider who either
requests an expedited resolution or supports an enrollee’s appeal.

The resolution timeframes for standard appeals and expedited appeals may be extended up to 14
days if the enrollee requests the extension or if the Contractor establishes a need for additional
information and that the delay is in the enrollee’s interest.

That if the Contractor extends the timeframe for resolution of an appeal when not requested by
the enrollee, the Contractor shall provide the enrollee with written notice of the reason for the
delay.

The definition of a service authorization request as an enrollee’s request for the provision of a
service [42 CFR 431.201].

The definition of a standard authorization request. For standard authorization decisions, the
Contractor must provide a Notice of Action to the enrollee as expeditiously as the enrollee’s
health condition requires, but not later than 14 days following the receipt of the authorization
request with a possible extension of up to 14 days if the enrollee or provider requests an
extension or if the Contractor establishes a need for additional information and delay is in the
enrollee’s best interest [42 CFR 438.210(d)(1)]. The Notice of Action must comply with the
advance notice requirements when there is a termination or reduction of a previously authorized
service OR when there is a denial of an authorization request and the physician asserts that the
requested service/treatment is a necessary continuation of a previously authorized service.

The definition of an expedited authorization request. For expedited authorization decisions, the
Contractor must provide a Notice of Action to the enrollee as expeditiously as the enrollee’s
health condition requires, but not later than three business days following the receipt of the
authorization request with a possible extension of up to 14 days if the enrollee or provider
requests an extension or if the Contractor establishes a need for additional information and delay
is in the enrollee’s interest [42 CFR 438.210(d)(2)].

That the Notice of Action for a service authorization decision not made within the standard or
expedited timeframes, whichever is applicable, will be made on the date that the timeframes
expire. If the Contractor extends the timeframe to make a standard or expedited authorization
decision, the Contractor must give the enrollee written notice of the reason to extend the
timeframe and inform the enrollee of the right to file a grievance if the enrollee disagrees with
the decision. The Contractor must issue and carry out its decision as expeditiously as the
enrollee’s health condition requires and no later than the date the extension expires.

That the Contractor shall notify the requesting provider of the decision to deny or reduce a
service authorization request. The notice to the provider must be written.

That the Contractor shall mail a Notice of Action: 1) at least 10 days before the date of a
termination, suspension or reduction of previously authorized AHCCCS services, except as
provided in (a)-(e) below; 2) at least five days before the date of action in the case of suspected
fraud; 3) at the time of any action affecting the claim when there has been a denial of payment
for a service, in whole or in part; 4) within 14 days from receipt of a standard service
authorization request and within three business days from receipt of an expedited service
authorization request, unless an extension is in effect. For service authorization decisions, the

236
Acute Care/CRS RFP
11/01/2012



SECTION F: ATTACHMENTS

A1 ENROLLEE GRIEVANCE SYSTEM STANDARDS Contract/RFP No. YH14-0001

26.

27.

28.

29.

30.

31.

Contractor shall also ensure that the Notice of Action provides the enrollee with advance notice
and the right to request continued benefits for all terminations and reductions of a previously
authorized service and for denials when the physician asserts that the requested service/treatment
which has been denied is a necessary continuation of a previously authorized service. As
described below, the Contractor may elect to mail a Notice of Action no later than the date of
action when:

a. The Contractor receives notification of the death of an enrollee

b. The enrollee signs a written statement requesting service termination or gives
information requiring termination or reduction of services (which indicates
understanding that the termination or reduction will be the result of supplying that
information)

c. The enrollee is admitted to an institution where he is ineligible for further services

d. The enrollee’s address is unknown and mail directed to the enrollee has no
forwarding address

e. The enrollee has been accepted for Medicaid in another local jurisdiction

That the Notice of Action must explain: 1) the action the Contractor has taken or intends to take,
2) the reasons for the action, 3) the enrollee’s right to file an appeal with the Contractor, 4) the
procedures for exercising these rights, 5) circumstances when expedited resolution is available
and how to request it and 6) the enrollee’s right to receive continued benefits pending resolution
of the appeal, how to request continued benefits and the circumstances under which the enrollee
may be required to pay for the cost of these services. The Notice of Action shall comply with
ACOM Policy 414.

The definition of a standard appeal and that the Contractor shall resolve standard appeals no later
than 30 days from the date of receipt of the appeal unless an extension is in effect. If a Notice of
Appeal Resolution is not completed when the timeframe expires, the member’s appeal shall be
considered to be denied by the Contractor, and the member can file a request for hearing.

The definition of an expedited appeal and that the Contractor shall resolve all expedited appeals
no later than three business days from the date the Contractor receives the appeal (unless an
extension is in effect) where the Contractor determines (for a request from the enrollee), or the
provider (in making the request on the enrollee’s behalf indicates) that the standard resolution
timeframe could seriously jeopardize the enrollee’s life or health or ability to attain, maintain or
regain maximum function. The Contractor shall make reasonable efforts to provide oral notice to
an enrollee regarding an expedited resolution appeal. If a Notice of Appeal Resolution is not
completed when the timeframe expires, the member’s appeal shall be considered to be denied by
the Contractor, and the member can file a request for hearing.

That if the Contractor denies a request for expedited resolution, it must transfer the appeal to the
30-day timeframe for a standard appeal. The Contractor must make reasonable efforts to give the
enrollee prompt oral notice and follow-up within two days with a written notice of the denial of
expedited resolution.

That benefits shall continue until a hearing decision is rendered if: 1) the enrollee files an appeal
before the later of a) 10 days from the mailing of the Notice of Action or b) the intended date of
the Contractor’s action, 2) a) the appeal involves the termination, suspension, or reduction of a
previously authorized course of treatment or b) the appeal involves a denial and the physician
asserts that the requested service/treatment is a necessary continuation of a previously authorized
service, 3) the services were ordered by an authorized provider and 4) the enrollee requests a
continuation of benefits.
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32.

33.

34.

35.

36.

37.

For purposes of this paragraph, benefits shall be continued based on the authorization which was
in place prior to the denial, termination, reduction, or suspension which has been appealed.

That the Contractor continues extended benefits originally provided to the enrollee until any of
the following occurs: 1) the enrollee withdraws the appeal, 2) the enrollee has not specifically
requested continued benefits pending a hearing decision within 10 days of the Contractor mailing
of the appeal resolution notice, or 3) AHCCCS issues a state fair hearing decision adverse to the
enrollee.

That for appeals, the Contractor provides the enrollee a reasonable opportunity to present
evidence and allegations of fact or law in person and in writing and that the Contractor informs
the enrollee of the limited time available in cases involving expedited resolution.

That for appeals, the Contractor provides the enrollee and his representative the opportunity
before and during the appeals process to examine the enrollee’s case file including medical
records and other documents considered during the appeals process.

That the Contractor shall provide written Notice of Appeal Resolution to the enrollee and the
enrollee’s representative or the representative of the deceased enrollee’s estate which must
contain: 1) the results of the resolution process, including the legal citations or authorities
supporting the determination, and the date it was completed, and 2) for appeals not resolved
wholly in favor of enrollees: a) the enrollee’s right to request a State fair hearing (including the
requirement that the enrollee must file the request for a hearing in writing) no later than 30 days
after the date the enrollee receives the Contractor’s notice of appeal resolution and how to do so,
b) the right to receive continued benefits pending the hearing and how to request continuation of
benefits and c) information explaining that the enrollee may be held liable for the cost of benefits
if the hearing decision upholds the Contractor.

That if the enrollee files a request for hearing the Contractor must ensure that the case file and all
supporting documentation is received by the AHCCCS Office of Administrative Legal Services
(OALS) as specified by OALS. The file provided by the Contractor must contain a cover letter
that includes:

Enrollee’s name

Enrollee’s AHCCCS 1.D. number

Enrollee’s address

Enrollee’s phone number (if applicable)

Date of receipt of the appeal

Summary of the Contractor’s actions undertaken to resolve the appeal and summary
of the appeal resolution

me a0 o

The following material shall be included in the file sent by the Contractor:

a. The Enrollee’s written request for hearing

b. Copies of the entire appeal file which includes all supporting documentation
including pertinent findings and medical records

c. The Contractor’s Notice of Appeal Resolution

d. Other information relevant to the resolution of the appeal
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38.

39.

40.

41.

That if the Contractor or the State fair hearing decision reverses a decision to deny, limit or delay
services not furnished during the appeal or the pendency of the hearing process, the Contractor
shall authorize or provide the services promptly and as expeditiously as the enrollee's health
condition requires irrespective of whether the Contractor contests the decision.

That if the Contractor or State fair hearing decision reverses a decision to deny authorization of
services and the disputed services were received pending appeal, the Contractor shall pay for
those services, as specified in policy and/or regulation.

That if the Contractor or the Director's Decision reverses a decision to deny, limit, or delay
authorization of services, and the member received the disputed services while the appeal was
pending, the Contractor shall process a claim for payment from the provider in a manner
consistent with the Contractor's or Director's Decision and applicable statutes, Rules, policies,
and contract terms. The provider shall have 90 days from the date of the reversed decision to
submit a clean claim to the Contractor for payment. For all claims submitted as a result of a
reversed decision, the Contractor is prohibited from denying claims for un-timeliness if they are
submitted within the 90 day timeframe. The Contractor is also prohibited from denying claims
submitted as a result of a reversed decision because the member failed to request continuation of
services during the appeals/hearing process: a member's failure to request continuation of
services during the appeals/hearing process is not a valid basis to deny the claim.

That if the Contractor or State fair hearing decision upholds a decision to deny authorization of
services and the disputed services were received pending appeal, the Contractor may recover the
cost of those services from the enrollee.
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