
 
 

 

 
 

 
 
 

     
    

     
     

           
 

         
                                                    

   
 

  
   

    
   

    
 

 
 

     
       

 
 

Request for Redetermination of Medicare Prescription Drug Denial 

Because we, Buckeye Health Plan – MyCare Ohio (Medicare-Medicaid Plan), denied your 
request for coverage of (or payment for) a prescription drug, you have the right to ask us for 
a redetermination (appeal) of our decision.  You have 60 days from the date of our Notice of 
Denial of Medicare Prescription Drug Coverage to ask us for a redetermination. This form 
may be sent to us by mail or fax: 

Address: 
Buckeye Health Plan – MyCare Ohio 

Fax Number: 
1-866-388-1766

Attn: Medicare Pharmacy Appeals 
P.O. Box 31383 
Tampa, FL 33631-3383 

You may also ask us for an appeal through our website at mmp.buckeyehealthplan.com. 
Expedited appeal requests can be made by phone at 1-866-549-8289 (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. 

Who May Make a Request: Your prescriber may ask us for an appeal on your behalf. If you 
want another individual (such as a family member or friend) to request an appeal for you, that 
individual must be your representative. Contact us to learn how to name a representative. 

H0022_19_RedetermForm2_Accepted_07112019 

http:mmp.buckeyehealthplan.com


 

     

  

                

  

    

 
 

 

 

  

                

 

 
 

 
 

 
  

 

 
 

   
 

    
 

         
 

 
             

 
   

 
 

Enrollee’s Information 

Enrollee’s Name Date of Birth 

Enrollee’s Address 

City State Zip Code 

Phone 

Enrollee’s Member ID Number 

Complete the following section ONLY if the person making this request is not the
enrollee: 

Requestor’s Name 

Requestor’s Relationship to Enrollee 

Address 

City State Zip Code 

Phone 

Representation documentation for appeal requests made by someone other than 
enrollee or the enrollee’s prescriber: 

Attach documentation showing the authority to represent the enrollee (a completed 
Authorization of Representation Form CMS-1696 or a written equivalent) if it was not 
submitted at the coverage determination level.  For more information on appointing a
representative, contact your plan or 1-800-Medicare (1-800-633-4227) (TTY: 1-877-486-

2048), 24 hours a day, 7 days a week. 

Prescription drug you are requesting: 

Name of drug: Strength/quantity/dose: 

Have you purchased the drug pending appeal?   ☐ Yes ☐ No 

If “Yes”: 
Date purchased: Amount paid: $ (attach copy of receipt) 

Name and telephone number of pharmacy: 



  
 

                                                        
 

  
 

             
 

        
 

 
 

 
 

   
 

    
   

  
 

 
   

   
 

   
  

   
 

   
 

    
 
 
 

 
   

  
  

 
      
  

Prescriber's Information 

Name  

Address 

City State Zip Code 

Office Phone Fax 

Office Contact Person 

Important Note:  Expedited Decisions
If you 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.  If your prescriber indicates that waiting 7 days could seriously harm your 
health, we will automatically give you a decision within 72 hours.  If you do not obtain your 
prescriber's support for an expedited appeal, we will decide if your case requires a fast 
decision.  You cannot request an expedited appeal if you are asking us to pay you back for a 
drug you already received. 

☐ 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). 

Please explain your reasons for appealing. Attach additional pages, if necessary.  Attach 
any additional information you believe may help your case, such as a statement from your 
prescriber and relevant medical records.  You may want to refer to the explanation we 
provided in the Notice of Denial of Medicare Prescription Drug Coverage and have your 
prescriber address the Plan’s coverage criteria, if available, as stated in the Plan’s denial 
letter or in other Plan documents.  Input from your prescriber will be needed to explain why 
you cannot meet the Plan’s coverage criteria and/or why the drugs required by the Plan are 
not medically appropriate for you. 

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

____________________________________ Date: ___________________ 



    
 

 
  

 
 

  
 

 
      

    

 
 

 
  

   
      

 
      

  
    

          
  

  
      

 
 

    
  

  
 
  
  

    
  

   
  

 
  

Buckeye Health Plan – MyCare Ohio (Medicare-Medicaid Plan) is a health plan that contracts 
with both Medicare and Ohio Medicaid to provide benefits of both programs to enrollees. 

ATTENTION: If you speak English, language assistance services, free of charge, are 
available to you. Call 1-866-549-8289 (TTY: 711) 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. The call is free. 

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia 
lingüística. Llame al 1-866-549-8289 (TTY: 711) de 8 a. m. a 8 p. m., de lunes a viernes. 
Luego del horario de atención, los fines de semana y los días feriados, es posible que se le 
pida que deje un mensaje. Le devolveremos la llamada durante el próximo día hábil. La 
llamada es gratis. 

Notice of Non-Discrimination.  Buckeye Health Plan – MyCare Ohio (Medicare-Medicaid 
Plan) complies with applicable federal civil rights laws and does not discriminate on the basis 
of race, color, national origin, age, disability, or sex. Buckeye Health Plan does not exclude 
people or treat them differently because of race, color, national origin, age, disability, or sex. 
Buckeye Health Plan: 
→ Provides free aids and services to people with disabilities to communicate effectively with 
us, such as qualified sign language interpreters and written information in other formats 
(large print, audio, accessible electronic formats, other formats). 

→ Provides free language services to people whose primary language is not English, such as 
qualified interpreters and information written in other languages. 

If you need these services, contact Buckeye Health Plan's Member Services at 1-866-549-
8289 (TTY: 711) 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. 
If you believe that Buckeye Health Plan has failed to provide these services or discriminated 
in another way on the basis of race, color, national origin, age, disability or sex, you can file a 
grievance by calling the number above and telling them you need help filing a grievance; 
Buckeye Health Plan's Member Services is available to help you. 
You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint 
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. 
Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, 
HHH Building, Washington, DC 20201, 1-800–368–1019 (TDD: 1-800–537–7697). 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html


 
         
 

Language Services 
English: ATTENTION: If you speak English, language assistance services, free of charge, are available to 
you. Call 1-866-549-8289 (TTY: 711). 
Spanish: ATEl'ICION: si habla espaiiol, tiene a su disposici6n servicios gratuitos de asistencia lingiiistica. 
Llame al 1-866-549-8289 (TTY: 711). 
Chinese Mandarin: 1~, :~~2j®ffltfi..R. i.iJ!Jl-'~l!lg;;;Jffl11!m in!J.:!ii'm-866-549-8289 

TY: 711 • 
Chinese Cantonese: 1.3:.~ : ~a*i~~lfl)t, i~l!J'ffl1~$t!tf,Jif i f;W.Jff6l~. ~J.J('l[ 
1-866-549-8289 (TTY 7 11). 

German: ACHTUNG: \Venn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen 
zur Verfugung. Rufnummer 1-866-549-8289 (TTY 7 11). 
Arabic: ,...>! J...:;1 .0~ ill! _;il_,l, "-J~I ,,c.WI c:it...i;. J.. ,<.J!_;..ll W I w.l>..ll ~ l:i) ::U._,.,J.. 

.(71 1 :,.s,i]I_, ,....ll u.11.,, e"->} 1-866-549-8289 
Pennsylvania Dutch: Geb Acht: \Vann du Deitsch (Pennsylvania Gennan / Dutch) schwetzscht, kannscht 
du mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: 
1-866-549-8289 (TTY: 7 11). 
Russian: BHHMAJIBE: EclIB Bid roBopBTe Ha pyccKoM Jl3h1Ke, TO BaM 11;ocT)'11Hld 6ecDJJaTHlde YCJIYIB 
nepeBoµa. 3BoHHTe 1-866-549-8289 (renerai!n: 711). ~ 
French: ATTEl'ITION : Si vous parlez fran9ais, des services d'aide linguistique vous sont proposes 
gratuitement. Appelez le 1-866-549-8289 (ATS: 711). 
Vietnamese: CHU Y: N~u b;µi n6i Ti~g Vi~t, c6 cac djch vu h6 trQ' ngon ngfr miln phi danh cho b;µi. Goi 
s6 1-866-549-8289 (TTY: 7 11). 
Cushite (Oromo ) : XIYYEEFFA .. lllNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, 
kanfaltiidhaan ala, ni argama. Bilbilaa 1-866-549-8289 (TTY: 7 11). 
Korean: -92.I : EJ-~Ol~ .M~of.AI~ ~~. ~Ol J;I~ .A~i::JIA~ !:;!.a~ Ol~of~ * 2.l~Ll[f. 
1-866-549-8289 (TTY 7 11) ~ o ~ ~£fol -9~.Al.2. 
Italian: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica 
gratuiti. Chiarnare ii numero 1-866-549-8289 (TTY: 711). 
Japanese: 
!i~'.lJi'.l:e\: B*~~~~:S~tt0~~, ~rfO) ~~~~t!~ ~flJJ:llL 1tct.::lta;9. 1-866-549-8289 
(TTY: 711) a;c\ .t:>'lii:~:SI ~L ~if*-a< t.::~L '· 
Dutch: AANDACHT: Als u nederlands spreelct, kunt u gratis gebruikmaken van de taalkundige diensten. Bel 
1-866-549-8289 (TTY: 7 11). 
Ukrainian: YBAr A! J!Jcnlo BH po3MOBJL'l€Ie }'l-'!)aiilc&KOIO MOBOIO, BH MOJKeTe 3BepffYTHCJI 11;0 6e3KOllITOBHOI 
CJIYll-'6H MOBHOI ni.z\:IpHMKH. Tene<j)oHYiire :ia HOMepOM 1-866-549-8289 (TeJieTalm: 7 11 ) . 
Romanian: ATENTJE: Dad. vorbip limba romana, va stau la dispozi~e servicii de asistenia lingvistica, 
gratuit Sunati la 1-866-549-8289 (TTY: 711). 
Somali: LA SOCO: Haddii aad ku hadasho Ingiriisi, adeegyada taageerada luqada, oo bilaash ah, ayaad heli 
kartaa, \Vac 1-866-549-8289 (TTY: 711). 
Nepali: t>IFI~ ~'f':IR'll •l<':![-1§ >R<f1!$;)m "1'1l~~f.r~Wl'!T~u 1 'j;l,~ 

1-866-549-8289 (R:R:• lf 7 11) I 
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