Magellan

Connect Nevada: Strengthening Youth, Empowering Families HEALTH.
Appeal Request Form

Today's Date:

An appeal is when you ask someone to take another look at a decision they made about your child/youth's services, like if they said
no to something or reduced it. If you disagree with what Magellan of Nevada decided about your child/youth's services, use this
appeal form within 60 days of getting the first letter saying no.

Authorization Number:

Appeal Urgency: Standard Appeal Type: Choose One
Date(s) of Services you are appealing (Start Date) ‘(End Date)
Provider Name: Service Location:

Child/Youth's Information

Child/Youth’s Name (First, MI, Last):

Street Address:

City: State: Zip Code:
Phone Number: Email:

Parent/Guardian (Name): Phone Number:

(1) Tell us why you do not agree with our denial decision and (2) why you are filing the appeal

To make your appeal stronger, include proof like the denial letter, medical records, notes from the doctor, test
results, and any other documents that can help. Send these documents with the appeal form.

(3) Child/Youth Consent for My Provider to File an Appeal on my Behalf
(Complete the Child/Youth's Freedom of Choice & Consent Form - Send back to us)
The Child/Youth gives Choose One consent for to file this appeal on

(4) Authorized Representative Information

You can ask someone to assist you with your appeal, like your healthcare provider. If you decide to do this, please let us
know below and fill out the Authorized For Use and Disclosure Form, then send it back to us. This way, we can share
the same appeal information with that person as we do with you, unless you ask us to stop.

Representative Name (First, MI, Last):
Street Address:
‘City: ‘ State: Zip Code:

Representative Phone Number: Email:

Relationship to Member:
(5) You, the Child/Youth's Parent/Legal Guardian/Authorized Representative/Provider, need to sign this form

Signed: Date:

- | Please call our Customer Experience Associates
(8:00 a.m. — 5:00 p.m. PST) if you have questions or need
help with completing this Appeal Request Form.

Mail, Email, or Fax this Appeal Request Form, Appeal Supporting
Documents, Member Consent Form, and/or Authorized Use and
Disclosure Form to:

Attn: Magellan of Nevada - Appeals & Grievances Department e Telephone:1-833-396-4310

e P.0O. Box 34028, Reno, NV 89533 o TTY:7-1-1

¢ Email: NevadaAppealsGrievances@Magellanhealth.com : e MagellanofNevada.com

e Fax: 1-888-656-5426
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HEALTH.

Discrimination is against the law

Magellan* complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Magellan does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

Magellan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact your Magellan member service center 1-833-396-4310.

If you believe that Magellan 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 with:
Civil Rights Coordinator, Corporate Compliance Department
8621 Robert Fulton Drive
Columbia MD 21046
Phone: 800-424-7721 (TTY 711)
compliance@magellanhealth.com
You can file a grievance by mail or email. If you need help filing a grievance, the Civil Rights Coordinator 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
athttps://ocrportal.hhs.gov/ocr/smartscreen/main.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/index.html|

*Magellan refers to all applicable subsidiaries and affiliates of Magellan Health, Inc., including but not limited to
Magellan Healthcare, Inc, and its subsidiaries.


https://www.hhs.gov/civil-rights/filing-a-complaint/index.html
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English ATTENTION: If you speak english, language assistance services, free of charge, are available
to you. Call 1-877-543-3875 (TTY: 1-800-456-4006).
Spanish ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtiistica. Llame
al 1-877-543-3875 (TTY: 1-800-456-4006).
Chinese S SRR L L B R SRR - EE 1-877-543-3875 (TTV:
1-800-456-4006) -
Vietnamese CHU Y: N&u ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6 1-877-
543-3875 (TTY: 1-800-456-4006).
Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-877-543-3875 (TTY: 800-456-4006)
Korean FO = HE AMEStAl=E 82, A X3 ABIAE fF22 0|Eota &= UASLICEH 1-877-
543-3875 (TTY: 1-800-456-4006) H2 = X 3tof A AIL.
Armenian NRTUANRESNRL Bph jununtd bp huykphl, wuyw dkq win]&wp Jupng ki npadungpdby
Equljut wowljgnipjuts Swnwynipjniiutp: Quuquhwntp 1-877-543-3875 (TTY
(hhnunnhul)‘ 1-800-456-4006):
Farsi Lad sl 81 oy sy () gt i€ e SER s )8 L3 40 R idn g8
8 (el 1.877-543-3875 (TTY: 1-800-456-4006) b .23l e aal b
Russian BHUMAHMUE: Ecnu Bbl roBOpUTE Ha PYCCKOM fA3bIKE, TO BaM AOCTYMNHbI 6ecnaaTHble ycayrn nepesoaa.
3soHuTe 1-877-543-3875 (TTY: 1-800-456-4006).
Japanese IEEE: BREZESNDGEES. BEHOSEXEEZ AW EITEYT, 1-877-543-
3875 (TTY: 1-800-456-4006)F T, HEFEICTIEMBS LY,
Arabic -877-543-3875 -1 a8 n daail  Jlaally el ji1 65 4 all) Sae busall Glead (8 Aalll SY Soai i€ 1Y) 3ds sala
.(1-800-456-4006 :aS3ll 5 puall s 48 5) 1
Punjabi fprs foG. 71 3T Unrdt ¥%< 9, 31 3 g Ae3T Ae 3073 Bt He3 Busey J1 1-877-
543-3875 (TTY: 1-800-456-4006) 3 & 4|
Cambodian | U8y 10 SMEASUNW MaNTSI, NS SWIRAMan
INWESAS WU AMGEISNUUITENY G SIf0F) 1-877-543-3875 (TTY:
1-800-456-4006)1
Hmong LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-
877-543-3875 (TTY: 1-800-456-4006).
Hindi & ¢: afq 3T & Fieid € < 37U fore god H TN JeTadl ¥aTd SUdsy § | 1-877-543-3875
(TTY: 1-800-456-4006) TR HId B |
Thai B ﬁﬁamvgmmmvlmUammmsﬂs[ﬂﬁ’u%mi‘mUmﬁamqmm"lﬁw% Tns 1-877-543-3875 (TTY:

1-800-456-4006).
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