Members' Rightsand Responsibilities
Palicy
The Scott and White Health Plan recognizes the rights of members:

To be provided with information regarding member’ s rights and responsibilities

To be provided with information about SWHP, its services and the practitioners providing member’s care.

To participate in decision-making regarding member’ s health care.

To have candid discussion of appropriate or medically necessary treatment options for member’ s conditions,

regardless of cost or benefit coverage

e To have an advance directive, such asaLiving Will or Durable Power of Attorney for Health Care
Directive, that expresses member’ s choice about future care or names someone to decide if member cannot
speak for himself/hersel f

e To betreated with respect; member’s provider and other caring for member will recognize higher dignity
and respect the need for privacy as much as possible

e Toexpect that medical information is kept confidential in accordance with member’ s Health Care
Agreement

e Tovoice complaints, appeas, or grievances about the member’ s coverage through SWHP or care provided
by SWHP providersin accordance with member’ s Health Care Agreement

¢ To make recommendations regarding Scott & White Health Plan’s member rights and responsibilities

policies.

The Scott and White Health Plan addr essesthe member’s responsibility:

e Tochoose aprimary care physician (PCP) and to notify a Member Relations Coordinator regarding any
changesin PCP selection

e Tonotify SWHP regarding any out-of-Plan care

e Toprovideinformation to Plan providers about member’s health, including past illnesses, hospital stays, and
use of medicine, and to provide copy of advance directive if one exists

o Tofollow SWHP ingtructions and rules and to abide by terms of member’s Health Care Agreement
To cooperate and to follow care prescribed to the best of member’ s ability as recommended by member’s
Plan providers

o Toadvise SWHP or Plan providers of any dissatisfaction member may have in regard to care received while
apatient and to allow opportunity for intervention to alter outcome whenever possible

e Tounderstand your health problems and participate in devel oping mutually agreed-upon treatment goals to
the degree possible.

e TogivePlan providersacopy of an advance directive, if one exists.

Procedure

The Scott and White Health Plan shall inform all members of the rights and responsibilities by way of the Scott
and White Health quarterly newsdletter. All new members will receive aMembers Rights and Responsibility
brochure with their enrollment materials.

The Scott and White Health Plan shall inform all Plan providers of the above members’ rights and
responsibilities by way of the provider newdletters. All new providers will receive a copy of the members
rights and responsibilities in the provider manual.

This policy and procedurewill bereviewed annually by Scott and White Health Plan administration and
will be updated asrequired.
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Member Rights and Responsibilities

Rights:

1.

You have the right to be provided with information about Scott & White Health
Plan, its services, and the providers and practitioners giving your care.

2. You have the right to receive information regarding your member rights and
responsibilities.

3. You have the right to be treated with respect and recognition of your dignity and
right to privacy.

4. You have the right to participate in decision-making regarding your healthcare.

5. You have the right to a candid discussion of appropriate or medically necessary
treatment options for your conditions, regardless of cost or benefit coverage.

6. You have the right to voice complaints, appeals or grievances about your coverage
through the Scott & White Health Plan or the care provided by Plan providers in
accordance with your Healthcare Agreement.

7. You have the right to make recommendations regarding Scott & White Health Plan’s
member rights and responsibilities policies.

8. You have the right to have an advance directive, such as a Living Will or Durable
Power of Attorney for Healthcare Directive. These documents express your choices
about your future care or name someone to decide if you cannot speak for yourself.

9. You have the right to expect that medical information is kept confidential in
accordance with your Healthcare Agreement.

Responsibilities

1. Itis your responsibility to choose a primary care physician (PCP) and to notify Scott
& White Health Plan Customer Service of any change in PCP selection.

2. It is your responsibility to notify Scott & White Health Plan regarding any out-of-
Plan care.

3. Itis your responsibility to follow Scott & White Health Plan instructions and rules
and abide by the terms of your Healthcare Agreement.

4. Itis your responsibility to provide information (to the extent possible) that the
organization and its practitioners and providers need in order to provide care.

5. Itis your responsibility to understand your health problems and participate in
developing mutually agreed-upon treatment goals to the degree possible.

6. Itis your responsibility to follow plans and instructions, to the best of your ability,
for care that you have agreed on with your practitioner(s) and provider(s).

7. Itis your responsibility to give Plan providers a copy of an advance directive, if one
exits.

8. Itis your responsibility to advise Scott & White Health Plan or Plan providers of any

dissatisfaction you may have in regard to your care while a patient, and to allow the
opportunity for intervention to alter the outcome whenever possible.
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POLICY
Scott and White Health Plan
POLICY ON ADVANCE DIRECTIVES AND ACCEPTANCE OR REFUSAL OF TREATMENT

It is the policy of Scott and White Health Plan to comply with the applicable state and federal law regarding
advance directives and medical powers of attorney. It is also the policy of the Health plan to require its
providers to comply with Texas law regarding informed consent and the patient’s right to accept or refuse
medical or surgical treatment. Because of these requirements and in order to honor the wishes of the member
or member’s legal representative regarding treatment and the withdrawal of withholding of life-sustaining
procedures, it is the policy of the Health Plan to provide written information to all adult members, regarding:
(1) their right to accept or refuse treatment; (2) their right to formulate advance directives; and (3) the written
policies of the Health Plan respecting the implementation of such rights.

It is the policy of the Health Plan to require appropriate contracted providers to document in each adult
member’s medical records whether or not the member has executive an advance directive.

It is the policy of the Health Plan to require appropriate contracted providers to treat all members equally in
the provision of care without regard as to whether or not the member has executed an advance directive.

It is the policy of the Health Plan to provide educational opportunities to its staff and the community on
issues concerning advance directives.

It is the policy of the Health Plan to require appropriate contracted providers to comply with the Patient Self-
Determination Act, Omnibus Budget Reconciliation Act of 1990, P.L. 101-508, sec. 4206 and 4751, 104 stat.
1388, 1388-115, and 1388.204 (classified respectively at 42 U.S.C. 1395cc(f) and 1396(a) (1994)) and the
Advance Directives Act, Texas Health and Safety Code §§ 166.01 et seq.

The above policy statements shall not be interpreted to supersede or obviate the provisions contained in the
members’ evidence of coverage, including the Schedule of Benefits.

Created 11/91; Revised 7/8/02
SWHP420



11. COMPLAINT AND APPEAL
PROCEDURE

11.1  Purpose

11.1.1 Health Plan recognizes that a member,
physician, provider, or other person designated to
act on behalf of a member may encounter an event
in which performance under this Agreement does
not meet expectations. It is important that such an
event be brought to the attention of the Health
Plan. The Health Plan is dedicated to addressing
problems quickly, managing the delivery of Health
Care Services effectively, and preventing future
complaints or appeals.

11.1.2 The Medical Director has overall
responsibility for the coordination of the complaint
and appeal procedure. For assistance with this
procedure, individuals should contact the Health
Plan office.

11.2 Complaints

11.2.1 Health Plan will send an acknowledgment
letter of the receipt of oral or written Complaints
from Complainants no later than five (5) business
days after the date of the receipt of the Complaint.
The acknowledgment letter will include a
description of Health Plan’s Complaint procedures
and time frames. If the Complaint is received
orally, Health Plan will also enclose a one-page
Complaint form, which must be returned for
prompt resolution of the Complaint.

11.2.2 Health Plan will acknowledge,
investigate, and resolve all Complaints within
thirty (30) calendar days after the date of receipt of
the written Complaint or one-page complaint form
from the Complainant. However, investigation and
resolution of Complaints concerning emergencies
or denials of continued stays for hospitalization
shall be concluded in accordance with the
immediacy of the case and will not exceed one (1)
business day from receipt of the Complaint.

11.2.3 Health Plan will investigate the Complaint
and issue a response letter to the Complainant
within thirty (30) days from receipt of the
Complaint explaining the specific medical and/or
contractual reasons for the resolution and the
specialization of any physician or other provider
consulted. The response letter will contain a full
description of the process for appeal, including the
time frames for the appeals process and the time
frames for the final decision on the appeal.
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11.3. Appeals

11.3.1 If the Complainant is not satisfied with
Health Plan’s resolution of the Complaint, the
Complainant will be given the opportunity to
appear before an appeal panel or address a written
Appeal to an appeal panel.

11.3.2 Health Plan will send an acknowledgment
letter of the receipt of oral or written appeal from
Complainants no later than five (5) business days
after the date of the receipt of the Appeal. The
acknowledgment letter will include a description of
Health Plan’s Appeal procedures and time frames.
If the Appeal is received orally, Health Plan will
also enclose a one-page Appeal form, which must
be returned for prompt resolution of the Appeal.

11.3.3 Health Plan will appoint members to the
complaint appeal panel, which shall advise the
Health Plan on the resolution of the Complaint.
The complaint appeal panel shall be composed of
equal numbers of Health Plan staff, Participating
Providers, and members. No member of the
complaint appeal panel may have been previously
involved in the disputed decision. The
Participating Providers must have experience in the
same or similar specialty that typically treats the
medical condition, performs the procedure or
provides the treatment in the area of care that is in
dispute and must be independent of any physician
or provider who made any prior determination. If
specialty care is in dispute, the appeal panel must
include a person who is a specialist in the field of
care to which the appeal relates. The members
may not be employees of Health Plan.

11.3.4 No later than five (5) business days before
the scheduled meeting of the panel, unless the
Complainant agrees otherwise, the Health Plan will
provide to the Complainant or the Complainant’s
designated representative:

11.3.4.1 any documentation to be presented to the
panel by Health Plan staff;

11.3.4.2 the specialization of any physicians or
providers consulted during the investigation; and

11.3.4.3 the name and affiliation of each Health
Plan representative on the panel.

11.3.5 The Complainant, or designated
representative if the enrollee is a minor or disabled,
is entitled to:



11.3.5.1 appear before the complaint appeal panel
in person or by other appropriate means;

11.3.5.2 present alternative expert
testimony; and

11.3.5.3 request the presence of and question any
person responsible for making the prior
determination that resulted in the Appeal.

11.3.6 Notice of the final decision of Health Plan
on the Appeal will include a statement of the
specific medical determination, clinical basis, and
contractual criteria used to reach the final decision.
The notice will also include the toll-free telephone
number and the address of the Texas Department
of Insurance.

11.3.7 Health Plan will complete the Appeals
Process no later than the thirty (30)
calendar days after the date of the receipt
of the written request for Appeal or one-
page appeal form from the Complainant.

11.3.8 Investigation and resolution of Appeals
relating to ongoing emergencies or denials of
continued stays for hospitalization shall be
concluded in accordance with the medical or dental
immediacy of the case but in no event to exceed
one (1) business day after the Complainant’s
request for Appeal. Due to the ongoing emergency
or continued hospital stay, and at the request of the
Complainant, Health Plan shall provide, in lieu of a
complaint appeal panel, a review by a Participating
Provider who has not previously reviewed the case
and is of the same or similar specialty who
typically treats the medical condition, performs the
procedure, or provides the treatment under
discussion for review of the Appeal. The physician
or provider reviewing the Appeal may interview
the patient or the patient’s designated
representative and shall render a decision on the
Appeal. Initial notice of the decision may be
delivered orally if followed by written notice of the
determination within three (3) days. Investigation
and resolution of Appeals after emergency care has
been provided shall be conducted in accordance
with the standard Appeal process described above,
including the right to a review by an appeal panel.

11.4. Appeal of Adverse
Determinations

11.4.1 A member, a person acting on behalf of
the member, or the member’s physician or health
care provider may appeal an  Adverse
Determination orally or in writing to a Member
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Relations Coordinator. Health Plan will send an
acknowledgment letter of the receipt of oral or
written Appeal of Adverse Determination from
Complainants no later than five (5) business days
after the date of the receipt of the Appeal. The
acknowledgment letter will include a description of
the Health Plan’s Appeal procedures and time
frames, as well as a reasonable list of documents
needed to be submitted by the Complainant for the
Appeal. If the Appeal is received orally, the Health
Plan will also enclose a one-page Appeal form,
which must be returned for prompt resolution of
the Appeal.

11.4.2 Health Plan will issue a response letter to
the patient or a person acting on behalf of the
patient, and the patient’s physician or health care
provider, explaining the resolution of the appeal;
and provide written notification to the appealing
party of the determination of the Appeal, as soon as
practical, but in no case later than thirty (30)
calendar days after the date the Health Plan
receives the written Appeal or one-page Appeal
form from the Complainant. If the Appeal is
denied, the written notification shall include a clear
and concise statement of:

11.4.2.1 the specific clinical basis for the Appeal
denial;

11.4.2.2 the specialty of the physician or other
health care provider making the denial; and

11.4.2.3 notice of the appealing party’s right to
seek review of the denial by an Independent
Review Organization as provided in this Evidence
of Coverage.

11.4.3 If the “Appeal of Adverse Determinations”
is denied and within ten (10) business days the
provider sets forth in writing good cause for having
a particular type of specialty provider review the
case, the Appeal denial shall be reviewed by a
Participating Provider in the same or similar
specialty who typically treats the medical
condition, performs the procedure, or provides the
treatment under discussion for review in the
Adverse Determination, and such specialty review
will be completed within fifteen (15) business days
of receipt of the request from the provider.

11.4.4 Health Plan will provide an expedited
Appeal procedure for emergency care denials,
denials of care for Life-Threatening Conditions and
denials of continued stays for hospitalized patients.
The procedure will include a review by a
Participating Provider who has not previously
reviewed the case and who is of the same or a



similar specialty who typically treats the medical
condition, performs the procedure, or provides the
treatment under discussion for review. The time in
which such expedited Appeal will be completed
will be based on the medical immediacy of the
condition, procedure or treatment, but may in no
event exceed one (1) business day from the date all
information necessary to complete the Appeal is
received.

11.4.5 Notwithstanding any provisions to the
contrary, in a circumstance involving an enrollee’s
life-threatening condition, the enrollee is entitled to
an immediate Appeal to an Independent Review
Organization and is not required to comply with
procedures for an “Appeal of Adverse
Determination” described in this Evidence of
Coverage.

11.4.6 Health Plan reserves the right to refer any
“Appeal of Adverse Determinations” directly to an
Independent Review Organization prior to any
determination being made through the internal
review process described in this Evidence of
Coverage.

11.5. Independent Review of Adverse
Determinations

11.5.1 Health Plan will permit any party whose
Appeal of an Adverse Determination is denied to
seek review of that determination by an
Independent Review Organization assigned to the
appeal in accordance with Article 21.58C of Texas
Insurance Code.

11.5.2 Health Plan will provide to the Independent
Review Organization no later than the three (3)
business days after the date of request by the Party
a copy of:

11.5.2.1 any medical records of the enrollee that
are relevant to the review;

11.5.2.2 any documents used by the plan in
making the determination;

11.5.2.3 the written notification described in
Section 5.2 of this document;

11.52.4 any  documentation and  written
information submitted to the Health Plan in support
of the Appeal; and

11.5.2.5 a list of each physician or health care
provider who has provided care to the enrollee and
who may have medical records relevant to the
Appeal.
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11.5.3 Health Plan will comply with the
Independent Review Organization’s determination
with respect to the medical necessity or
appropriateness of health care items and services
for an enrollee.



Appeals and Grievance Procedures
1. PURPOSE

1.1

1.2

1.3

2.1

2.2

23

24

Scott and White Health Plan recognizes that an enrollee, physician, provider, or other
person designated to act on behalf of an enrollee may encounter an event in which
performance under this agreement does not meet expectations. It is important that such an
event be brought to the attention of the Health Plan. The Health Plan is dedicated to
addressing problems quickly, managing the delivery of Health Care Services effectively,
and preventing future Appeals or Grievances.

The Medical Director of the Scott and White Health Plan has overall responsibility for the
coordination of the Appeal and Grievance procedure. For assistance with this procedure,
individuals should contact a Member Relations Coordinator at the Health Plan office.

The procedures described in this section may be used if you have an Appeal or Grievance
that you want to submit to Scott and White Health Plan for review and resolution. These
procedures include:

1.3.1 Medicare Standard Appeals Procedure

1.3.2 Medicare Expedited/72-Hour Appeals Procedure

1.3.3 Peer Review Organization (PRO) Immediate Review of Hospital Discharges

1.3.4 The Scott and White Health Plan Grievance Procedure

DEFINITIONS

Appeal - Any of the procedures that deal with the review of adverse organization
determinations on the health care services a member is entitled to receive or any amounts
that the member must pay for a covered service.  These procedures include
Reconsiderations by the Health Plan, review by an independent review entity, hearings
before Administrative Law Judges (of the Social Security Administration), review by the
Department Appeals Board (DAB), and judicial review.

Grievance - Any complaint or dispute other than one involving an Organization
Determination. Examples of issues that involve a complaint that will be resolved through
the Grievance rather than the Appeal process are: waiting times in physician offices;
rudeness or unresponsiveness of customer service staff.

Peer Review Organization (PRO) - Groups of health care professionals who are hired by
the Federal Government to review medical necessity, appropriateness and quality of
medical care and services provided to Medicare beneficiaries. Upon request, the PRO also
reviews hospital discharges for appropriateness and quality-of-care complaints.

Reconsideration - Coverage decisions regarding such issues as payment for emergency
services, post-stabilization care, urgently needed services, payments to non-contracting
medical providers or facilities, and discontinuation of services.

Section 10 in SeniorCare Contract
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2.5

2.6

3.1

32

33

3.4

Second Level Grievance - is a request for the Health Plan to reverse a previous decision
for a Grievance regarding such issues as quality of services, office waiting times, physician
behavior, adequacy of facilities, and involuntary disenrollment.

Time-Sensitive — A situation in which waiting for a standard decision or an authorization
for a service could seriously jeopardize your life or health, or your ability to regain
maximum function.

MEDICARE APPEALS PROCEDURE

As a Member of Scott and White Health Plan, you have the right to have any decision
about our payment for, or failure to arrange or continue to arrange for, what you believe
are Covered Services (including non-Medicare covered Benefits) under Health Plan
reconsidered. Coverage decisions that are commonly reconsidered include decisions with
respect to:

3.1.1 Payment for Emergency Services, Post-Stabilization Care, or Urgently Needed
Services;

3.1.2 Payment for any other health services furnished by a Non-Contracting Medical
Provider or Facility that you believe should have been arranged for, furnished, or
reimbursed by the Health Plan;

3.1.3 Services you have not received, but which you feel the Health Plan is responsible to
pay for or arrange; or

3.1.4 Discontinuation of services that you believe are Medically Necessary Covered
Services.

You should use the Health Plan Grievance Procedures (discussed below) for complaints
that do not involve coverage decisions such as those set forth. If you have a question about
what type of complaint process to use, please call a Scott and White Health Plan Member
Relations Coordinator.

As discussed below, Health Plan has a Standard Determination and Appeal procedure and
an expedited determination and Appeal procedure.

Who May File an Appeal:

3.4.1 You may file an Appeal.

3.4.2 Someone else may file the Appeal for you on your behalf. You may appoint an
individual to act as your representative to file the Appeal for you by following the
steps below:

34.2.1 Give us your name, your Medicare number and a statement, which
appoints an individual as your representative. (Note: You may also
appoint a physician or a Provider.) For example: I, [your name]

Section 10 in SeniorCare Contract
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appoint __ [name of representative]  to act as my representative in
requesting an Appeal from the Scott and White Health Plan and/or the
Health Care Financing Administration regarding the denial or
discontinuation of medical services.

3.4.2.2  You must sign and date the statement.

3.4.2.3  Your representative must also sign and date this statement unless he/she is
an attorney.

3.4.2.4  You must include this signed statement with your Appeal.

3.4.3 A Non-Contracting Physician or other Provider who has furnished you a service may
file a standard Appeal of a denied claim if he/she completes a waiver of payment
statement, which says he/she will not bill you regardless of the outcome of the

Appeal.

3.5 Support for Your Appeal

3.5.1 Scott and White Health Plan is responsible for gathering all necessary medical
information relevant to your request for Reconsideration (Appeal). However, it may
be helpful to include additional information to clarify or support your request. For
example, you may want to include in your Appeal request information such as
medical records or physician opinions in support of your request. To obtain medical
records, you may send a written request to your Primary Care Physician. If your
medical records from a Specialist are not included in your medical record from your
Primary Care Physician, you may need to make a separate request to the Specialist
who provided medical services to you.

3.5.2 You have the opportunity to provide additional information in person or in writing.
In the case of an expedited decision or Appeal, you or your authorized representative
may submit evidence, in person, via telephone, or in writing transmitted by fax at the
address and telephone number referenced below under the expedited/72-hour review
procedure.

Section 10 in SeniorCare Contract
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4.1

4.2

4.3

MEDICARE STANDARD APPEALS PROCEDURE

In the case of a Standard Determination and Appeal, Health Plan must make a
determination (decision) on your request for payment or provision of services within the
following time frames:

4.1.1 Request for Service. If you request services, or require Prior Authorization of a
Referral for services, Health Plan must make a decision as expeditiously as your
health requires, but no later than fourteen (14) calendar days after receiving your
request for service. An extension of up to fourteen (14) calendar days is permitted,
if you request the extension or if we have a need for additional information and the
extension of time benefits you. For example, if we need additional medical records
from Non-Contracting Medical Providers that could change a denial decision.

4.1.2 Requests for Payment. If you request payment for services already received, the
Health Plan will make a decision on whether or not to pay the claim no later than
sixty (60) calendar days from receiving your request. If the decision is made in your
favor, we will make payment within thirty (30) days.

Health Plan must notify you in writing of any adverse decision (partial or complete) within
the time frames listed above. The notice must state the reasons for the denial and also
must inform you of your right to Reconsideration as well as the Appeals process. If you
have not received such a notice within fourteen (14) calendar days of your request for
services, or within sixty (60) days of a request for payment, you may assume the decision
is a denial, and you may file for an Appeal.

If you decide to proceed with the Medicare Standard Appeals Procedure, the following
steps will occur:

I.  You must submit a written request for Reconsideration to Health Plan at 2401 South
31% Street, Temple, TX 76508. You may also request a Reconsideration through the
Social Security office (or, if you are a railroad retirement beneficiary, through a
Railroad Retirement Benefits Office). You must submit your written request within
sixty (60) calendar days of the date of the notice of the initial decision.

Note: The sixty (60)-day limit may be extended for good cause. Include in your
written request the reason why you could not file within the sixty (60)-day time
frame.

2. Health Plan will conduct a Reconsideration and notify you in writing of the decision,
using the following time frames:

Request for Service. If the Appeal is for a denied service, we must notify you of the
Reconsideration decision as expeditiously as your health requires, but no later than
thirty (30) days from receipt of your request. We may extend this time frame by up

Section 10 in SeniorCare Contract
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to fourteen (14) days if you request the extension or if we need additional
information, and the extension of time benefits you; for example, if we need
additional medical records from Non-Contracting Medical Providers that could
change a denial decision.

Request for Payment. If the Appeal is for a denied claim, the Health Plan must
notify you of the Reconsideration determination no later than sixty (60) days after
receiving your request for a Reconsideration determination.

4.4 Our Reconsideration decision will be made by a person(s) not involved in the initial
decision. A physician must make all Reconsiderations of determinations based on lack of
medical necessity with appropriate expertise in the field of medicine appropriate for the
services at issue. During the Reconsideration, you or your authorized representative may
present or submit relevant facts and/or additional evidence for review either in person or in
writing.

4.4.1 If we decide to uphold the original adverse decision, either in whole or in part, we
will automatically forward the entire file to the Center for Health Dispute Resolution
(CHDR) for a new and impartial review. CHDR is HCFA’s independent contractor
for Appeal reviews involving managed care plans, like the Scott and White Health
Plan. We must send CHDR the file within thirty (30) days of a request for services
and within sixty (60) days of a request for payment. CHDR will either uphold the
decision or issue a new decision. If we forward the case to CHDR, we will notify
you of our decision as discussed above.

4.4.2 For cases submitted for review, CHDR will make a Reconsideration decision and
notify you in writing of their decision and the reasons for the decision. If CHDR
upholds our decision, their notice will inform you of your right to a hearing before
an administrative law judge of the Social Security Administration. If CHDR decides
in your favor, we must provide or authorize the service within thirty (30) days, or
make payment within sixty (60) days.

443 If there is at least $100 in controversy, you may request a hearing before an
administrative law judge (ALJ) by submitting a written request with the Health Plan,
CHDR or the Social Security Administration withing sixty (60) days of the date of
CHDR’s notice that the Reconsideration decision was not in your favor. This sixty
(60)-day notice may be extended for good cause. All hearing requests will be
forwarded to CHDR. CHDR will then forward your request and your
Reconsideration file to the hearing office. Health Plan will also be made a party to
the Appeal at the ALJ level.

4.4.4 Either you or Health Plan may request a review of an ALJ decision by the
Departmental Appeals Board (DAB), which may either review the decision or
decline review.

4.4.5 If the amount involved is $1000 or more, either you or Health Plan may request that
a decision made by the DAB, or the ALJ if the DAB has declined review, be
reviewed by a Federal district court.

Section 10 in SeniorCare Contract
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4.4.6 Any initial or reconsidered decision made by Health Plan, CHDR, the ALJ, or the
DAB can be reopened by any party (a) within twelve months, (b) within four (4)

years for just cause, or (c) at any time for clerical correction of an error or in cases of
fraud.

4.4.7 The reconsidered determination is final and binding upon Health Plan.

5.  MEDICARE EXPEDITED/72-HOUR DETERMINATION AND
APPEAL PROCEDURE

5.1 You have the right to request and receive expedited decisions affecting your medical
treatment in a Time-Sensitive situation. If Health Plan decides, based on medical criteria,
that your situation is Time-Sensitive or if any physician makes the request for you or calls
or writes in support of your request for an expedited review, we will issue a decision as
expeditiously as your health requires, but no later than seventy-two (72) hours after
receiving the request. We may extend this time frame by up to fourteen (14) days if you
request the extension or if we need additional information, and the extension of time
benefits you; for example, if we need additional medical records from Non-Contracting
Medical Providers that could change a denial decision.

5.2 Types of Decisions Subject to Expedited/72-Hour Review

5.2.1 Expedited Determinations. If you believe you need a service, or continue to need a
service, and you believe it is a Time-Sensitive situation, you or any physician
(including a physician with no connection to Scott and White Health Plan) may
request that the decision be expedited. If Health Plan decides that it is a Time-
Sensitive situation, or if any physician states that it is one, we will make a decision
on your request for a service on an expedited/72-hour basis (subject to an extension
as discussed above).

5.2.2 Expedited Appeals. If you want to request a Reconsideration (Appeal) of a decision
to deny a service you requested or to discontinue a service you are receiving that you
believe is a Medically Necessary Covered Service and you believe it is a Time-
Sensitive situation, you may request that the Appeal be expedited. If a physician
wishes to file an expedited Appeal for you, you must give him or her authorization to
act on your behalf. If we decide that it is a Time-Sensitive situation, or if any
physician states that it is one, we will make a decision on your Appeal on an
expedited/72-hour basis (subject to an extension as discussed above).

Section 10 in SeniorCare Contract
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5.3 How to Request an Expedited/72-Hour Review

5.3.1 To request an expedited/72-hour review, you or your authorized representative may
call, write, fax or visit the Scott and White Health Plan. Be sure to ask for an
expedited/72-hour review when you make your request.

Call: 1-800-456-7947
TDD/TDY: 1-254-724-3038
Write: Scott and White Health Plan

ATT: Expedited 72-Hour Review Unit/MRC
2401 South 31* Street

Temple, TX 76508

Fax: 1-254-298-3385

Walk-in: Scott and White Health Plan
2401 South 31% Street
Temple, TX 76508

Hours: 8 am -5 pm
5.4 How Your Expedited/72-Hour Review Request will be Processed

5.4.1 Upon receiving your Reconsideration request the Health Plan will determine if your
request meets the definition of Time-Sensitive.

5.4.1.1 If your request does not meet the definition, it will be handled within the
Standard review process. You will be informed by telephone or in person
whether your request will be processed through the expedited seventy-two
(72) hour review or the standard review process. You will also be sent a
written confirmation within two (2) working days of the phone call. If you
disagree with the Health Plan’s decision to process your request within the
standard time frame, you may file a Grievance with Health Plan. The
written confirmation letter will include instructions on how to file a
Grievance. If your request is Time-Sensitive, you will be notified of our
decision as expeditiously as your health requires but no later than seventy-
two (72) hours. You will also be sent a follow-up letter within 2 working
days of the phone call (subject to extension as described above).

5.4.2 Your request must be processed within seventy-two (72) hours if any physician
calls or writes in support of your request for an expedited/72-hour review, and the
physician indicates that applying the standard review time frame could seriously
jeopardize your life or health or your ability to regain maximum function.
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6.1

6.2

6.3

5.4.2.1 If a Non-Contracting Medical Provider supports your request, Health Plan
will have seventy-two (72) hours from the time it receives all the
necessary medical information from that Provider.

5.4.3 The Health Plan will make a decision on your Appeal and notify you of it within
72-hours of receipt of your request. If we decide to uphold the original decision,
either in whole or in part, the entire file will be forwarded by the Health Plan to
CHDR for review as expeditiously as your health requires, but no later than 24
hours after our decision. CHDR will send you a letter with their decision within ten
(10) working days of receipt of your case from Health Plan.

5.4.4 If you have questions regarding these rights, you may contact a Member Relations
Coordinator at 1-800-456-7947.

PEER REVIEW ORGANIZATION (PRO) IMMEDIATE REVIEW
OF HOSPITAL DISCHARGES

You have the right to receive all the Hospital care that is necessary for the proper diagnosis
and treatment of your illness or injury. According to Federal law, your discharge date
must be determined solely by your medical needs. When you are being discharged from
the hospital, you may receive a written notice of explanation called a Notice of Non-
Coverage. This document outlines your rights, and you do not have to disagree with the
non-coverage determination in order to receive it. The hospital is required to issue this
notice. You have the right to request a review by a Peer Review Organization (PRO) of
any written Notice of Non-Coverage that you receive from Health Plan or from the
Hospital on our behalf stating that we will no longer pay for your Hospital care. Such a
request must be made by noon of the first workday after you receive the Notice of Non-
Coverage. You cannot be made to pay for your Hospital care until the PRO makes its
decision.

PROs are groups of doctors who are paid by the Federal Government to review Medical
Necessity, appropriateness, and quality of Hospital treatment furnished to Medicare
patients, including those enrolled in the Scott & White Health Plan. The phone number
and address of the PRO for your area is:

Texas Medical Foundation

Philip K. Dunne, CEO

901 Mopac Expressway South
Barton Oaks Plaza Two, Suite 200
Austin, TX 78746

If you ask for immediate review by the PRO by noon on the workday following a Notice of
Non-Coverage, you will be entitled to this process instead of the Standard Appeals process
that is described in this section. You will also be protected from liability for hospital
services until the PRO makes its decision. Instead of PRO review you may Appeal the
Notice of Non-Coverage within 60 days as discussed above by requesting that Health Plan
reconsider the decision. The advantage of the PRO review is that you will get the results
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within three working days if you request the review on time. Also, you are not financially
liable for hospital charges during the PRO review process. This same protection does not
apply in the case of the Health Plan Reconsideration process.

Note: You may file an oral or written request for an expedited/72-hour Health Plan Appeal
only if you have missed the deadline for requesting the PRO review. Specifically state that
you have missed the immediate PRO review deadline, you want an expedited Appeal (or
72-hour) and that you believe your health could be seriously harmed by waiting for a
standard Appeal.

If you are concerned about the quality of care you have received, you may file a complaint
with the Peer Review Organization (PRO) in your local area. (The name, address, and
telephone number of your local PRO are referenced in section 6.2 above.)

7. HEALTH PLAN GRIEVANCE PROCEDURES

7.1 As a Scott and White Health Plan Member, you have the right to file a Grievance about
problems you observe or experience, including:

7.1.1 Grievances about the quality of services that you receive;

7.1.2 Grievances regarding such issues as office waiting times, physician behavior,
adequacy of facilities, or other similar Member concerns;

7.1.3 Involuntary Disenrollment situations;

7.1.4 If you disagree with our decision to process your request for a service or to continue
a service under the standard fourteen (14) day time frame rather than the
expedited/72 hour time frame;

7.1.5 If you disagree with our decision to process your Appeal request under the standard
thirty (30) day time frame rather than the expedited/72 hour time frame.

7.2  QGrievances

7.2.1 Health Plan will send an acknowledgment letter of the receipt of oral or written
Grievances from you no later than five (5) business days after the date of the
receipt of the Grievance. The acknowledgment letter will include a description of
the Health Plan’s Grievance procedures and time frames. If the Grievance is
received orally, the Health Plan will also enclose a one-page Grievance form,
which must be returned for prompt resolution of the Grievance.
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7.2.2 Health Plan will acknowledge, investigate, and resolve all Grievances
within thirty (30) calendar days after the date of receipt of the written
Grievance or one-page Grievance form from you. However,
investigation and resolution of Grievances concerning emergencies or
denials of continued stays for hospitalization shall be concluded in
accordance with the immediacy of the case and will not exceed one (1)
business day from receipt of the Grievance.

7.2.3 Health Plan will investigate the Grievance and issue a response letter to
you within thirty (30) days from receipt of the Grievance explaining the
specific medical and/or contractual reasons for the resolution and the
specialization of any physician or other provider consulted. The response
letter will contain a full description of the process for Second Level
Grievance, including the time frames for the Second Level Grievance
process and the time frames for the final decision on the Grievance.

8. SECOND LEVEL GRIEVANCE

8.1 If you are not satisfied with the Health Plan’s resolution of the Grievance, you will
be given the opportunity to appear before a Grievance panel or address a written
Grievance to a Grievance panel.

8.2 Health Plan will send an acknowledgment letter of the receipt of oral or written
Grievance from you no later than five (5) business days after the date of the receipt
of the Grievance. The acknowledgment letter will include a description of the
health plan’s Second Level Grievance procedures and time frames. If the Second
Level Grievance is received orally, the health plan will also enclose a one-page
Second Level Grievance form, which must be returned for prompt resolution of the
Grievance.

8.3 Health Plan will appoint members to the Grievance panel, which shall advise the
Health Plan on the resolution of the Grievance. The Grievance panel shall be
composed of equal numbers of Health Plan staff, physicians or other providers, and
enrollees. No member of the Grievance panel may have been previously involved
in the disputed decision. The physicians or other providers must have experience in
the same or similar specialty who typically treats the medical condition, performs
the procedure or provides the treatment in the area of care that is in dispute and
must be independent of any physician or provider who made any prior
determination. If specialty care is in dispute, the Grievance panel must include a
person who is a specialist in the field of care to which the Grievance relates. The
enrollees may not be employees of the Health Plan.

8.4 No later than five (5) business days before the scheduled meeting of the panel,
unless you agree otherwise, the Health Plan will provide to you or your designated
representative:

Section 10 in SeniorCare Contract
Appeals and Grievance Procedures Page 10



8.4.1 any documentation to be presented to the panel by the Health Plan staff;

8.4.2 the specialization of any physicians or providers consulted during the
investigation; and

8.4.3 the name and affiliation of each Health Plan representative on the panel.
8.5 You or your designated representative is entitled to:

8.5.1 appear before the Grievance panel in person or by other appropriate means;

8.5.2 present alternative expert testimony; and

8.5.3 request the presence of and question any person responsible for making the
prior determination that resulted in the Grievance.

8.6 Notice of the final decision of the Health Plan on the Grievance will include a
statement of the specific contractual criteria used to reach the final decision. The
notice will also include the toll-free telephone number and the address of the Texas
Department of Insurance.

8.7 Health Plan will complete the Grievance process no later than the thirty (30)
calendar days after the date of the receipt of the written request for Grievance or one-
page Grievance form from you.
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