Ld
. 8 Optima Health
Optlma Health ™ APPEALS DEPARTMENT
P.O. Box 62876
Virginia Beach, Virginia 23466-2876

Dear Member:

Thank you for your request for information regarding the Plan’s Complaint process. Please refer to
your member materials for a detailed description of the Plan’s complaint and appeals process.
Enclosed you will find the following information to help guide you should you choose to file a
complaint:

e Complaint Form;

e Designation Authorization Form (To appoint someone such as a physician or family member to
act on your behalf in filing a complaint or appeal);

e Release of Information (This form is used so that the Plan can assist you in obtaining pertinent
medical information from practitioners or providers in which health care services have been
delivered).

In order for the Plan to address your concerns, your complaint must be submitted within 180 days
from the date of your concern with care, service and/or policies and procedures of the Plan. Please
send the completed Complaint Form and any additional information related to your concerns to:

Optima Health
APPEALS DEPARTMENT
P.O. Box 62876
Virginia Beach, VA 23466-2876
OR
Facsimile: (757) 687-6232
Toll-free facsimile: (866) 472-3920

You will be notified in writing within 5 business days that your information was received and the
time required to research your concerns. Procedures for handling complaints and the associated time
frames for resolving complaints will vary by the type of complaint received.

Your continued satisfaction with the Plan is our primary concern. If you have any questions
regarding your complaint, please call the Appeals Department at (757) 687-6230.
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COMPLAINT FORM

Today’s Date:

Member ID # Member's Name:
Address:

Home#: Work#:

Date(s) of Service: Provider/Facility:

Please describe the circumstances regarding your complaint. Use additional paper if needed.

Signature Date
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A member has the right to designate an authorized representative, such as a provider or family
member, to act on his or her behalf in filing an appeal of an Adverse Benefit Determination. This
authorization may be granted for a particular event or date of service after which time the
authorization is revoked, or may be granted for any present or future claim for health care benefits.
Explanation of Benefit statements will not be directed to an authorized representative, but will
continue to be sent to the Member. To designate an authorized representative, please complete this
form and return to Optima Health Appeals Department.

Optima Health Designation Authorization Form

Appeals Department

Member Name:

Member ID#: Date of Birth:

Health Plan: ] Optima Health Plan (OHP) 1 Optima Health Insurance Co. (OHIC)

I hereby designate:

Name Relationship

Address

City, State, Zip

to act on my behalf in pursuing a claim for benefits or an appeal of an adverse benefit
determination.

O This consent is valid for days (Consent is valid for 180 days unless noted
otherwise).
0 Consent is valid until revoked by me.

I, the undersigned, understand that | may revoke this consent at any time. Also, upon fulfillment of
the above stated purpose, | understand that my authorized representative or I may receive a copy of
the release. | agree that a photographic copy of this authorization shall be as valid as the original,
and that this authorization shall be valid for a period of 180 days, unless otherwise noted above.

(State date, event, or condition of expiration)

Signed Date
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AUTHORIZATION TO RELEASE & OBTAIN PROTECTED HEALTH INFORMATION (PHI)

PLEASE PRINT FIRST MIDDLE LAST
Member's Name:

Month Date Full 4-Digit Year

Member ID #: Date of Birth:

| authorize CIOPTIMA HEALTH or [ to exchange information with:

Individual: LI Family
Relationship
Agency: 1 Employer [ EAP
Address: [ Aftercare O] Physician
] Therapist I Referral Source
Phone Number: L

For The Purpose of: [Ibiagnosis, Treatment & Discharge Planning, Continuity of Care OR [ (Be Specific)

This authorization covers the following Protected Health Information (PHI)

To Be RELEASED

To Be OBTAINED

Dates of Service to

(INSERT DATES OF SERVICE FOR INFORMATION TO BE RELEASED)

Dates of Service to
(INSERT DATES OF SERVICE FOR INFORMATION TO BE RELEASED)

O Claims Information

[ List Information Being Requested:

] Clinical Notes O
1 Demographics & Benefits O
O Other:

NOTICE TO PARTY RECEIVING DRUG/ALCOHOL ABUSE INFORMATION: This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR
Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom
it pertains or as otherwise permitted by the 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose.

PROHIBITION ON REDISCLOSURE: The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse member. This information is
confidential and protected by Federal Law. Any further redisclosure is strictly prohibited unless patient provides specific written consent for the subsequent disclosure of this information.
This authorization is subject to patient revocation at any time except to the extent that action has already been taken.

If not previously revoked, this consent will expire (check one): (1 30 days [ Other:

(Specify Date or Event)

| voluntarily sign this authorization, and | understand that my health care will not be affected if | do not sign this form. | also understand that | have the right to receive
a copy of this authorization. | also understand that | may revoke or modify this authorization at any time by written notification. | understand that my revocation or
modification of this authorization will not affect any actions taken by the entity in reliance on this authorization before it receives my request for revocation or
modification. | must sign my written request and include it with my complaint or appeal documentation.

Patient / Representative Signature Patient / Representative PRINTED Name Date (Month/Day/Year)
IF NOT SIGNED BY PATIENT,
AUTHORITY TO SIGN ON BEHALF OF PATIENT:
Witness Signature Witness PRINTED Name Date (Month/Day/Year)

INCLUDE THIS COMPLETED FORM WITH YOUR COMPLAINT OR APPEAL DOCUMENTATION



Optima Health Alternative Language Options for Notices and other Written Information

English: This Notice has Important Information. This notice has important information about your application or coverage through Optima Health. Look for key dates in this notice. You
may need to take action by certain deadlines to keep your health coverage or help with costs. You have the right to get this information and help in your language at no cost. Call
1-855-687-6260.

Ambharic:

£V TNFOEE MPI, aPLE AAD<:: LV TINFOEL O TIANFP ORI 10ptima Health OA AATLTCPTF 147 Mol avl8 AAD-:: AHY “INFOEL AL LT RAG S PGPFT PATD i PG
147217 ATIPmA OLI° O P17 ATITH APAFA NFOAT OLHE 180T ACIPE a@-08: ALOLATP LTAA:: NZNP $IE PATPII° &P LUT avlB9° 1P &0& P99 T av(it AAP 1 1-855-687-6260
LM (y::

Arabic:

A ) rling g ¢ Uad Y1138 6 daeet )l Gyl sl e Gany) Optima Health sl (ualid) 48 58 (sa) @by alal) dukazill sl o of @lillay (3lati daga Cila slaa o jUady) 138 (5 siny Aaga cilaghia o JUadY) 138 g giny
6260-687-855- 1 Juai¥) oa 5h A8 gl ) 5o linly saeLusal) 5 e slaall 038 o Jgumnl) 8 3ol clialy Sl 8 saclise o Jgeandl 5l daal) Lkazill sl o Lliall Aleil) ael sall Jsla Jd ¢l ja)

Bengali/Bangla:
2R fFefate I99T OY @AW 9% T Optima Health  (FSPBT (2e1x) - a8 MY GT Wi FAT APNF 774F 3T FONESH SFF WPT o @FAw 2 [Fwfae

CFy FAT WD S (¥ A AR (RN FOES IO TE S J] @A [RET Wzl AMed o At flow B ISR w3 97 FE
®e AME T AEE SN AgeldF A% 8 A FRFel MIF OHFEH S FERI. FT 1-855-687-6260.

Chinese (Mandarin):
BRAEEEERFE. ARMEA X T Optima Health FHIFECARR Y T LA5 R, (A4 ACEH Ay B B 0], A5 S R 01 2 i RGO R A 173l DT P Bt A5 £
LA, B NS OHRE ., AR SR ARIRUS S b SChis, R AT LASe 2 BRI AR K g b SR, GRS 1-855-687-6260.

French: Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire de Optima Health. Rechercher les dates
clés dans le présent avis. Vous devrez peut-étre prendre des mesures par certains délais pour maintenir votre couverture de santé ou d'aide avec les colts. Vous avez le droit d'obtenir
cette information et de I'aide dans votre langue a aucun co(t. Appelez 1-855-687-6260.

German: Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen beziiglich lhres Antrags auf Krankenversicherungsschutz durch
Optima Health. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten bis zu bestimmten Stichtagen handeln miissen, um lhren Krankenversicherungsschutz oder
Hilfe mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Rufen Sie an unter 1-855-687-6260.

Hindi:

T GAAT § Hge agur St fRga 81 =3 =T & Optima Health & ATE T F AT ATEET AT FALS FaTE § Hge TR TR {Tgd g1 30 =1 7 Tagd 7ge aqore et =
| ATTHRT ARTT H AT A € AL T T Faos wa AT Fgrar & forg T g Srar § Feears :37 £ ST0d gF Tt g1 3T are foar freft smra & sraey sirot & 29 Sraeerdr
T TRTAAT T TTH FF FT ATIFT g1 FiT 1-855-687-6260

Ibo: Okwa a nwere Ozi Di Mkpa. Okwa a nwere ozi di mkpa maka akwukwo anamachoihe ma o bu mkpuchi gi sitere na Optima Health (Ahuike Optima). Choo ubochi
ndi di mkpa n'okwa a. I nwere ike ime ihe tupu ufodu ubochi iji dowe mkpuchi ahuike gi ma ¢ bu enyemaka n'ugwo. I nwere ike ikike inweta ozi na enyemaka a n'asusu gi
na akwughi ugwo o bula. Kpo 1-855-687-6260



Korean: 0| SX|= | 28t YEYULICL O] SX|= SE|O A S E #obH HEEl= KoLt H&0f| CHot 0f @ SR YEYLICHL Ol SX|2| F2 ERE
NOLEMAIR. HSPAM = FIotel 4 22l0|Lt H[ S0 2ot =Z0f 2 E £ OpZ 2 S XZ{OF2t LTt FSPAIM = W= H| & Qlo| 7I3te] AU 2 O] YEA =S LS
HE|7F UELICL 2 &H3totA A2 1-855-687-6260.

Kru/Bassa: Naum po wudu na Ke kpa de mit. O mo de kpa de 64 ni dyi kana-kana dyi dé Optima Health ma. M ti kpa d& 6¢ ni dé naim po wudud ma. M ti kpa ¢ 6¢ ni dé naum po
wiidiio ma. M 6¢ dé 6t m ké natim po pod > mi pé dyi. O ju ké i dyi de Ba nyidn, h widid ma 6i di dyi. Wa Bi di 68 wa ké naim p6 widi na keBasa wiidi mal po. Sebel 1-855-687-6260.

Navajo: Dii saad iliinii baa hane’. Naaltsoos-ni’iinittsoozigii éi doodago kwe’é Optima Health nik’é’ésti’'igii bina’iditkidgo dii kwe’é hazhd’6 baa akoninizin dooleet.
Yootkaat yeedaq’ nich’j’ é'élyaago bika’igii hadidii’jjt. Dii niké’ésti’igii éi doodago béeso da bee nikd a’doowotigii bikaa’go da at'ée dooleet ako t'dadoo bee e’e’aahi baa
yitkaahgo tsxjjtgo hasht’e diiliit nii da dooleet. Bee haz'aanii holo dii két'éego yaa halne’igii bee nika a’doowotgo déé t'aa nizaadk’ehji bee nit hodoonih taadoo ba gh ilini.
‘Atah anot'i’igii bee baa ‘ahaygagéé bich’j’ bibéésh bee hane’i hwéédilni. 1-855-687-6260.

Persian/Farsi:
Omla e el OS50 B a2U w3Y Cand (a4 s sl pl Lo 038 (i 5uS sla du 5 4s <l Optima Health Gidss s e aul s 3 s L3 ege <l Db (5 sl dsadle ] () ol paga cileSUa) 5 gla Anadle) ()
6260-687-855-1 .2 iy 50 81 5 Gy sea s 5 3 sa Gl ar ) S0 (et ) 458 a5 cle Dal ol U a1 sa 5 Ba o) ) lad 058 SaS a4 b 43y 38 Ladad ) 501 s dada 5 4y (il 59 1 20 o))

Russian: B gaHHOM yBegomneHUM cogepKUTca BaxkHaa MHGoOpMmaLma. B 4aHHOM yBEAOM/IEHMM COAEPKUTCA BaXKkHan MHPOpMauma o Balweit 3asBKe MM CTPaXOBOM MOKPbITUU B
KomnaHum Optima Health. O6paTnTe BHUMaHMe Ha Ba*KHble AaTbl, YKa3aHHble B JaHHOM yBeAOoMAeHMU. Ecaun Bbl XOTUTE NPOAOAKATL NO/Ib30BATLCA Me/.CTPAaX0BaHMEM UK NOAYYUTb
NOMOLLb C ONNaToM, BO3MOXKHO, Bam noTpebyeTca NpuHATL pelleHne 4o onpeaeneHHon aatbl. Y Bac ectb npaBo Ha 6ecniaTHoe noayvyeHne gaHHOM MHGOPMaLMKM U MOMOLLN Ha
poaHOoM a3biKe. 3BOHMTE No TesnepoHy 1-855-687-6260.

Spanish: Este Aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud o cobertura a través de Optima Health. Preste atencion a las
fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene
derecho a recibir esta informacion y ayuda en su idioma sin costo alguno. Llame al 1-855-687-6260.

Tagalog: Ang Paunawang Ito ay Naglalaman ng Mahalagang Impormasyon. Ang paunawang ito ay naglalaman ng mahalagang impormasyon tungkol sa inyong aplikasyon o saklaw sa
pamamagitan ng Optima Health. Hanapin ang mahahalagang petsa na nakasaad sa paunawang ito. Maaaring kailanganin ninyong gumawa ng hakbang bago sumapit ang ilang partikular
na takdang petsa upang mapanatili ang inyong saklaw na pangkalusugan o tulong sa mga gastusin. Mayroon kayong karapatan na matanggap ang impormasyong ito at makakuha ng
tulong sa inyong wika nang walang bayad. Tumawag sa 1-855-687-6260.

Urdu:

A G = Sl 0aeS) 0 0 S 05U GulS 70 s s ) 3a 0 gAMbl ol e s Sm)sS =0 S Optima Health b sl 53 50 (S G Gae 55 el - 292 94 M) Al e (g

-855- 1 s b Gl e O ol S oA oS i ) (S 0 ) ey b Bl o s S &Y sl Cina S g sS (S ol oSU Gl 080 S s Gl U O 5EYAS (a geade
687-6260

Viethamese: Thong bao nay cé théng tin quan trong. Thong bado nay cé théng tin quan trong vé don ding ky hodc vé bdo hiém clia quy vi thong qua Optima Health. Quy vi hdy xem
nhitng ngdy quan trong trong thong bao nay. Quy vi cé thé can dua ra hanh dong trudc ngay hét han cu thé dé duy tri bdo hiém strc khde clia quy vi hodc hé tro thanh toadn cho céc chi
phi. Quy vi cé quyén nhan dwoc thong tin va su hd tro nay theo ngdn ngit ma quy vi mudn ma khéng phai trd thém chi phi nao. Xin goi s6 1-855-687-6260.

Yoruba: Akiyesi yii ni Alayé Pataki. Akiyesi yii ni alayé pataki nipa ohun ti o béére fin tabi gbigha itoju nipasé Optima Health. Wo awon 0j6 t6 se kéké ninud akiyesi yii. O & nilod lati gbé
ighése nipa ghedéke kan Iati setdju ilera re tabi seranw & nipa iye owd. O ni eté lati gba alayé yii ati iranwo yii ni edé re laisan owd. Pé séri 1-855-687-6260.
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