Appendix I Waiver Draft 14.012.04.03 - Oct 01, 2018 Page 1 of 6

Appendis Fr Participant Rights
Appendix F-1: Opportunity to Reguest a Fair Hearing

The State provides ak oppormnliy 1o request 2 Fair Hearing under 42 CFR Part 431, Subpart E wo individuals: {a) who are not
given the choice of home and communiry-based services as an alternative to the institutional care specifisd in ftem 1-F of the
requast; {b) are denlad the serviee(s) of their chotce or the provider(s) of their choice, or, (¢} whose services ars dsnisd,
suspended, reduced or terminated. The State provides notice of action as required in 42 CFR §431.214,

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his/her legal
sprasentative) is informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specifv the notice
(5} that are used to offer indrviduals the opportunity to request a Fair Hearing. State laws, regulations. policies and notices
referenced in the description are available 1o CMS upon reguest through the operafing or Medicaid agency.

FEE FOR SERVICE:

Members are given an oral explanation of the appeals (State Fair Hearing) process during the application process by the
iowa Departicent of Human Services (DHS) income maintenance staff. The Department aiso gives members ar oral
sxplapation ar the time of anv contemplated adverse beneflr determination, Depending on the adverse benefit
aerermination, this cowid be providec by the income malntenance worker, case manager. integrated health care coordinator,
community-based case manager. and/or medical provider performing the level of care determinanion. The member 1s also
givar written notice of the following at the Bme of application; and at the time of anv department adverse benefi
dstermination. An adverse bensfit determinanon affects a claim for assisiance in which applicants are nor provided the
choice of home and communify based services as an alternagve to institutional care and members are denied services or
providers of their choice, or whose services are denied, suspended, reduced or terminated.

An adverse beneflt defermination notice of determupation that results in members’ right to appeal inciudes the foliowmng
elemenzs: the right fo request a hearing, the procedure for requesting a hearing. the right 1o be representsd by others at the
hearing, unless otherwise specified by the statute or federal regulation, provisions for payment of legal fees by DHS; and
how to obtain assistance, including the right to continue services while an appeal is pending.

--------------------------------- “thechotce of HCB S vsinstittonal-services Ts discussed with e trember at the time of tie compietion of the application
by DS ncome mainienance staff; and again at the time of the service plan development by the case manager. integrated
healih care coordinater, or community-based case manager,

All DES application forms, notices, pamphlets and brochures contain information on the appeals process and the
opporfunity to request an appeal. This information is available at all of the local offices and on the DHS website. The
process for filing an appeal can be found on all Notices of Decision (NOD). Procedures regarding the appeal hearing can be
found on the Notice of Hearing. As stated in Towa Administrative Code, any person or group of persons may file an appeal
with DS concerning any decision made. The member is encouraged, but not required, to make a writien appea) on a
standard Appeal and Request a Hearing form. Appeals may also be filed via the DHS website. If the member is unwilling
o complere the form, the member would need to request the appeal in writing.

All notices are kept at all local DHS Offices or the case manager. integrated health care coordinaror, or community-based
case manager’s file. The member is given thewr appeal rights in writing, which explains their right to continae with their
current services while the appeal is under consiaeration. Copies of all notices for a change in service are mamtained in the
service file. IME reviews tlis mformation during case reviews.

MANAGED CARE ORGANIZATIONS:
When an HCES member is assigned to a specific MCQ, the assigned MCO community based case manager explains the
member’s appeal rights through the Fair Hearing process during the iniiial infake process.

In accordance with 42 CFR 438, an adverse benefit determination means any of the following:

1} The denial or limited authorization of a requested service, inciuding determinations based on the tvpe or level of service,
requirements for medical necessity. appropriateness, setfing, or effectiveness of a coversd benefir,
(2} The reduction, suspension, o terminanon of a previously authorized service.
(3) The demtal. in whole or in part, of payment for a service. (4) The failure fo provide services in & timelv manner, as
defined by the State.
(5} The failure of an MCO, PIAP, or PAHP 1o act withip the timeframes provided in §438.408(b)(1) and (2} regarding the
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standard resolution of grievances and appeals.

(6) For a resident of a rural area with only one MCO. the denial of an enrollee's request o exercise his or her right, under
6438.52(b)(2)(ii). to obtain services outside the network.

{7) The denial of an enrollee's reguest to disputie a financial lrability, including cost sharing, copavments. premiums,
deductibles. comsurance. and other enrcliee financial habilities.

In accordance with 42 CFR 438, an appeal means a review by an MCO of an adverse benefit determination that it has
1ssued.

MCOs give their members written notice of all adverse benefit determinations, not only service authorization adverse
benefil determinations. in accordance with state and federal rules. regulations and policies. including but not limited to 42
CFR 438. MCO enrollment materials must contain all information for appeals rights as delineated i 42 CFR 43810,
including: (A ) the right to file an appeal: (B) requirements and timeframes for filing an appeal; (C) the availabilitv of
assistance in the filing process: (D) the right to request a State Fair Hearing after the MCO has made a determination of a
member’s internal MCO appeal which s adverse to the member. The fact that, if requested by the member, benefits that the
MCOQ seeks to reduce or werminate will continue if the member files an appeal or requests a State fair hearing within the
specified timeframe and that the member may be required to pay the cost of such services furnished while the appeal or state
fair hearing 1s pending if the final decision 1s adverse to the member.

MCOs must provide members any reasonabie assistance in completing forms and taking other procedural steps, This
includes. but 1s not hmited to providing interpreter services. and toll-free numbers that have adgequate TTY/TTD and
interpreter capability. Upon determination of the appeal. the MCO must ensure there is no deley in notification or mailing
to the member and member representative the appeal decision. The MCO’s appeal decision notice must describe the adverse
benefit determinations taken, the reasons for the adverse benefit determination, the member’s right 1o request & State fair
hearing, process for filing a fair hearing and other information set forth in 42 CFR 438 408(¢).

MCOs must maintain an expedited appeals process when the standard tune for appeal could seriousty jeopardize the
member’s life, physical or mental health or ability 1o attain, maintam or regain maximumn function. The MCO must also
prowvide general and targeted education to members and providers regarding expedired appeals including when an expeditad
appeal 1s appropriate and procedures for providing written certification thereof.

The MCO’s appeal process must conform to the following requirements:

— Allow members. or providers acting on the member’s behalf. sixty (60} calendar davs from the date of adverse benefit
determination notice within which to file an appeal,

— In accordance with 42 CFR 438.402. ensure that oral requests seeking to appeal an adverse benefit determination are
treated as appeals. However, an oral request for ap appeal must be followed by a writien request, unless the member or the
provider requests an expedited resolution.

— The MCO must dispose of expedited appeals within 72 hours after the Contractor recetves notice of the appeal, unless
this timeframe is extended pursuant to 42 CFR 438.408 (c).

— In accordance with 42 CFR 438.410, if the MCO denies the request for an expeditad resolution of a member’s appeal, the
MCO must ransfer the appeal to the standard thirty (30) calendar day timeframe and give the member written notice of the
denial within two (2) calendar days of the expedited appeal request. The MCO must also make 2 reasonable attempt o give
the member prompt oral notice.

= The MCO must acknowledge receipt of each standard appeal within three (3) business dayvs.

— The MCO must make a decision on standard, non-expedited, appeals within thirty (30) calendar days of receipt of the
appeal. This timeframe may be extended up to fourteen (14) calendar davs. pursuant o 42 CFR 438 408, If the timeframe 15
extended, for any extension not requested by the member, the MCO must give the member written notice of the reason for
the delay.

= In accordance with 42 CFR 438.408, writiten notice of appeal disposition must be provided with citation of the Iowa Code
and/or Jowa Administrative Code sections supporting the adverse bensfit determination in nor-authorization and care
review letters that advise members of the right to appeal. For notice of an expedited resolution, the Contracior must also
make reasonable efforts to provide oral notice. The written notice of the resolution must inciude the results of the resolution
and the date it was completed. For appeals not resolved wholly in favor of the member. the written notice must include the
right to request a State fair hearing. including the procedures to do so and the right to request 1o receive benefits while the
hearing 1s pending. including instructions on how to make the request. The MCO shall direct the member to the Agency
Appeal and Request for Hearing form as an option for submitting a request for an appeal.  This shall also include notice that
the member may be held Iiable for the cost of those benefits if the hearing upholds the Contractor’s adverse benefit
determination.
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Members enrolled in an MCO must exhaust the enfity’s iniernal grievance processas before pursuing 2 State Fair
Hearing. This requirement 1s outlined in the concurrent §1915(b) waiver. Part TV, Section E.

Appendix F: Participant-Rights

Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the State operates another dispuie
resolution process that offers participants the opportunity to appeal decisions that adversely affect their services while
preserving their right to a Fair Hearing. Select one:

No. This Appendix does not apply
& Yes. The State operates an additional dispute resolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process.
mcluding: (a) the State agency that operates the process; (b) the nature of the process (i.e.. procedures and
timeframes), mcluding the types of disputes addressed through the process; and. (c) how the right to a Medicajd Fair
Hearing is preserved when a participant eiects to make use of the process: State laws, reguiations, and pelicies
referenced m the description are available to CMS upon request through the operaung or Medicaid agency.

Each MCO operates its own ternal grievance and dispute resolution processes. In accordance o 42 CFR 438.408
(f). a managed care enrollze may request 2 State Fair Hearing onlv afier receiving notice that the MCO 15 upholding
the adverse benefit determination.

The policies and procedures regarding the MCO grievance and appeals svstem are outlined in the concurrent §1913
{(b) waiver, Part TV, Section E. MCO members can appeal any adverse bensfit determination within 60 calendar
days, An adverse benefit determination 1s defined as the; (1) denial or limited authorization of a requesied service,
including the type or level of service. requirements for medical necessity, appropriateness, setting, or effectivensss
of a covered benefit; (ii) reduction, suspension or termination of a previously authorized service; (iii) denial, in
whole or in part. of payment for a service; (iv) failure to provide services in a timely manner; (v) failure of the MCO
to act within the required timeframes; or (vi) the denial of an enrollee’s request to dispute a financial liabilitv,

including cost sharing, copayments, premiums, deductibles, coinsurance. and other enrollee financial Habilities.
MCGOs must ensure that oral requests seeking to appeal ap adverse benefit determination are treated as appeals,
Howsver, an oral request for an appeal must be followed by a written request, unless the member or the provider
requests an expedited resolution. MCOs must make a decision on standard. non-expedited, appeals within thirty (30)
calendar days of receipt of the appeal. This timeframe mav be extended up ic fourteen (14) calendar days, pursuant
to 42 C.FR § 438.408. Expedited appeals must be disposed within seventv-two (72) hours unless the timeframe is
extended pursuant to 42 CFR § 438 408 and 410. MCO members can also file grievances with their MCO:
grievances are any written or verbal expression of dissatisfaction about any matter other than an adverse bepefis
determination.” MCO members have the right to request a State Fair Hearing if dissatisfied with the outcome of the
MCO appeals process. MCOs notify members of this right through enrollment materials and notices of adverse
beneiit determination, including information that the MCO grievance and appeals process is not a substiture for a
Fair Hearing. MCOs must acknowledge receiprt of a grievance within three (2) business davs and must make a
decision on grievances and provide written notice of the disposition of grievance within thirty (30) calendar days of
receipt of the grievance or as expeditiously as the member’s health condition requires. This timeframe may be
extended up to fourteen (14) calendar days, pursuant to 42 C.F.R. § 438 408,

Appendix F: Participant-Rights

Appendix F-3: State Grievance/Complaint Svste

o

-

a. Operation of Grievance/Coemplaint System. Select one:

No. This Appendiz does not apply

'® Yes. The State operates a grievance/complaint sysiem that affords participants the opportunity to register
grievances or complaints concerning the provision of services under this waiver

b. Operational Responsibility. Specify the State agency that is responsible for the operation of the grievance/complaint
systern:
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FEE FOR SERVICE:

IME 15 responsible for operation of the complaint and grievance reporting process for all fee-for-service
members. In addition. the Department maintains an HCBS Quality Assurance and Technical Assistance Unit
comiract that 1s responsible for the handling of fee-for-service member complaints and grievances in regards to
provision of services under this waiver.

MANAGED CARE ORGANIZATION:

IME Member Services MCO Member and MCO Liaison: Designated IME Member Services staff serves as & laison
for any MCO grievance/complaint that is reported to [IME Policy staff by an MCO member or his/her

advocate. IME Policy sends the pertinent details of the grievance/compiaint to the MCO liaison., The IME MCO
liaisor comumunicates and coordinates with the MCO and member to grievance/complaint te resolution: and. the
resolution 1s communicated to the IME Policy staff who received the original grievance/complaint. This process
serves to support those MCO members who may be confused about the MCO grievance/complaint process to follow
or members who have not been able to resolve their grievance/complaint with their MCOs.

Grievances/complaints follow the parameters and timelines in accordance with 42 CFR 438 408 and 438.410.

A grievance/complaint means an expression of dissatisfaction about anv matter other than an adverse henefit
determination. Grievances may incluge, but are nof limiied to. the quality of care or services provided. and aspects of
mrerpersonal relationships such as rudeness of a provider or employee, or failure 1o respect the enrollee's righs
regardless of whether ramedial action is requested. Grievance includes an enrollee’s right to dispute ap extension of
time proposed by the MCO to make an authorization decision,

MCQ Grievance/Complaint Syster;

The MCO must provide mformation about 1ts grievance/complaint svsiem to all providers and subcontractors at the
time they enter info a contract. Further, the MCO 1¢ responsible for maintenance of grievance records in accordance
with 42 CFR 438.4i6.

The MCO must provide Information about its grievance/complaint system to all members and provide reasonable
assistance in completing forms and taking procedural steps. This responsibility also includes: but is not limited to.

auxiliary aids and services upon request (e.g. interpreter services and toll-free numbers that have TTY/TTD and
inierpreter capability).

The MCO member handboock must mclude information. consistent with 42 CFR

38.10.

The MCO must insure that individuale who make decisions on grievances have not been involved in any previous
level of review or decision-making and is not & subordinate of such individual,

MCO Grievance/Complainr Process:

A member may submit an oral or writien grievance af any time to the MCO. With written consent of the member. a
provider or an authorized represeniative mav fiie a grievance on behalf of a member. There is not a timeline for
submission.

The MCO must acknowledge receipt of the grievance.

The MCC must process the grievance resolution within 30 days of the date that the grievance is receivad and issue a
written notification to the member 1n accordance with 42 CFR 438 .408.

The resolution may be extended by fourteen (14) days upon member request. [f the member does not request an
extension, the MCO must make reasonable sfforts to give the member prompt oral notice of the delay; and within
two (2) calendar days provide the member with a written notice of the basis for the decision to extend the
timeframe. If the member does not agree with the extension. he/she may file an additional grievance to the
EXIENSIOn.

¢. Description of System. Describe the grievance/complaint system. including: (a) the types of grievances/complaints
that participants may register: (b) the process and timelines for addressing grievances/complaints; and. (c) the

mechanisms that are used to resolve grisvances/complaints. State laws, regulations. and policies referenced in the
description are available 1o CMS upon request through the Medicaid agency or the operating agsncy (if applicable).
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Any fee-for-service walver member. member’s relative/guardian. agency staff. concerned citizen or other public
agency staff may report a complamnt regarding the care. treatment. and services provided to a member. A complaini
may be submitied in writing, in person, by e-mail or by telephone. Verbal reports may require submission of a
detaiied written report. The corplaint mav be submitted to an HCBS Provider Quality Oversight Specialist. HCBS
Program Manager, any IME Unit, or Bureav Chief of Long Term Care. Complaints by phone can be mads to 2
regional HCBS Provider Quality Assurance Oversight Speciaiist al their local number or by calling the IVE. The
Bureau of Long Term Care has established a committee to review complaints. The committee will meet biweekly 1o
review current complaints,

Once received. the HCBS Quality Assurance and Technical Assistance Unit shall initiate mvestigation within one
busmess day of receipt and shall submit a findings report to the Quality Assurance Manager within 15 days of
finalizing the investigation. Once approved by the Quality Assurance Manager. the findings report is provided to the
complainant and the provider in guestion. If the complainant is & member, they are informed by the HCRS Qualiry
Assurance and Technical Assistance Unit Incident and Complaint Specialist that filing 2 grievance or making &
complaint is not a pre-requisite or substituie for a Fair Hearing.

MCO members must exhaust the entity’s internal grievance and appeals processes before pursuing a State Fair
Hearing. The policies and procedures regarding the MCO grievance and appeals svstem are outiined in the
concirrent §1915(b) waiver, Part [V, Section E. MCO members can appeal any “action” within 60 days. An
“action” is defined as the: (i) denial or limited authorization of a requesied service, nciuding the type or leve] of
service; (i) reduction. suspension or termination of & previously authorized service: (iii} denial, in whole or m part,
of payment for a service; (1v) failure to provide services in & imely manner; or (v) fatlure of the MCQC two act within
the required timeframes set forth in 42 CFR 438.408(b). In accoraance with 42 CFR 438.406. oral requests seeking
an appeal are treated by the MCO as an appeal: however, an oral request for an appeal must be followed by a written
equest, unless the member or the provider requests an expedited resolution.

MCO members have the right to request a State Fair Hearing if dissatisfied with the outcome of the MCO appeals
process. MCOs notify members of this right through enroliment materials and notices of action. In accordance with
42 CFR 438.406, the MCO provides the member and their representative opportunity, before and during the appeals
process, to examine the member’s case file. including medical records and any other documents or records
considered during the appeals process. In addition. the member and their representative have the opportunity to

present evidence and allegations of fact or law in person as well as in writing. Upon determination of the appeal. the
MCO must promptly notify the member and his/her representative of the appeal decision. The MCO’s appeal
decision notice must describe the actions takern, the reasons for the action. the member’s right to request a State Fair
Hearing, process for filing a Fair Hearing and other information set forth in 42 CFR 438.408(e).

MCOs must ensure thar the mdividuals rendering decisions on grievances and appeals were not involved in previous
levels of review or decision-making and are health care professionals with appropriate clinical expertise in treating
the member's conditien or disease if the decision will be in regard to any of the following: (i) an appeal of a denial
based on lack of medical necessity: (i) a grievance regarding denial of expedited resolution of an appeal: or (ii1) any
grievance or appeal involving clinical issues. Appeals must be resoived by the MCO within 30 calendar days of
recelpt; this fimeframe may be extended up to 14 calendar days. pursuant to 42 CFR 438.408(¢c),

MCOs must resolve appeals on an expediied basis when the standard time for appeal could seriously jeopardize the
member’s health or ability to maintain or regamn maximum function. Such expedited appeals must be resolved within
72 hours after the MCO receives notice of the appeal. unless this timeframe 1s extended pursuant to 42 CFR 438.408
(c). Standard appeals must be resolved within 30 calendar days: this timeframe may be extended up to 14 calendar
days, pursuant to 42 CFR 438.408(c). If the timeframe is extended, for any extension not requested by the member,
the Contractor must give the member written notice of the reason for the delay. Within 90 calendar davs of the date
of notice from the MCO on the appeal decision, the member may request a State Fair Flearing.

MCO members can also file grievances with their MCO: grievances are any written or verbal expression of
dissatisfaction about any matter other than an “action,” as defined above. Grievances may be filed either orally or in
writing; receipt is acknowledged by the MCO within 3 business days and resolved within 30 calendar davs or as
expeditiousty as the member’s health condition requires. This timeframe may be extended up to 14 calendar days,
pursuant to 42 CFR 438.408(c).

MCQOs are reguired to rack all grievances and appeals in their information systems: this includes data on clinical
reviews, appeals, grievances and complaints and their outcomes. MCOs are responsible for reporting on grisvances
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and appeals to DHS. This includes maintepance and reporting to the State the MCO member grievance and appeals
logs which includes the current status of all erievances and appeals and processing timelines.

https://wms-mmdl.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp ~ 5/30/2018



Appendix F: Waiver Drait LTA.012.64.05 - Oct 01, 2018 Page 1 of &

Lopendix F: Parficipapt Hights
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Appendix F-1: Opportenity to Reguest 2 Fair Hearing

The State provides an opportunity io request a Fair Hearing under 42 CFR Part 431, Sabpart E o individuals: {2} who are not
oiven the choice of home and community-based services as an alternative to the institutional care specifiad in liem 1-F of the
requeast; (b} are dented the service(s} of their choice or the provider(s) of their choiee; or. {c) whose services are denjed,
suspended, reduced or erminated. The State provides notice of action as required m 42 CFR §431.210

Procedures for Offering Opportunity to Beguest 3 Fair Hearing, Describe how the ndividual {or his/her egal
representative} is informed of the oppormnity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice
{s) that are used io offer individuals the opportanify fo request a Falr Hearing, State laws, regulations, policies and notices
referenced iv the description are available 1o CMS upon request through the operating or Medicaid ageney.

EE FOR SERVICE:
Members are given an oral exptanation of the appeals (State Far Hearing) vrocess during the application process by the
lowa Department of Humnan Services (DHS) Income malntenance statf. The Department aiso gives members an oral
explanation at the nme of anv contemplated adverse benefir determinaton. Depending on the adverse benefit
cetermimation, this could be provided by the income maintenance worker, case managsr, integrated health care coordinator,
communinv-based case manager, and/or medical provider performing the leval of care determination. The member s alse
aiven written notice of the foliowing at the time of application; and af the tirme of any department adverse benefit
determmanon.  An adverse benefit determmination affects a clabm for assistance m winch applhicants are not providad the
choice of home and community based services as an aliernative {0 mstitutional care and members are denied services or
providers of their choice, or whaose services are denied. sespended, reduced or terminated,

An adverse beniefi{ determination notice of determination that results in members” right to appeal includes the following
slements: the right to request a hearing, the procedure for requesting a hearing, the nght to be represented by others at the
hearing, unless otherwise specified by the statute or Tederal regulation, provisiens for pavment of tegal fees by DHS: and
how to obtain assistance, including the right to confinue services while an appeal 1s panding.

Thechotve of HER S vsrmstumonal-services tsdrscussed-with-the memberat-the timeof- thecompretionof the-applization
by DHS income mainienance staff, and again at the time of the service plan developmernt by the case manager, integrated
healih care coordinator, or community-based case manager.

A1 DHS appiication forms, notices, pamphlets and brochures comain mformation on the appeals process and the
opportumnity to request an appeal. This information s available at all of the local offices and ou the DHS websize. The
process for filing an appeal can be found on all Nonices of Dectsion (NOD). Procedures regarding the appeal hearing can be
found on the Notice of Hearing. As stated in lowa Admunistrative Code, any person or group of persons mav file ap appeal
with DHS concerning any dectsion made. The membsr 15 encouraged, but not required, to make a writien appeal op a
standard Appeal and Reguest a Hearing forin. Appeals may also be filed via the DHS website. If the member 15 unwilling
to complete the form, the member would need to request the appeal i writing.

All notices are kept at all local DHS Offices or the case managet, integrated health care coordinator, or community-hased
case manager’s file. The member is given their appeal rights in writing, which explains their right to continue with their
current services while the appeal 1s under consideranon. Copies of all notices for a change m service are maintained in the
service file. IME reviews this information during case reviews.

MANAGED CARE ORGANIZATIONS:
When ap HCBS member 1s assigned to a specific MCO, the assigned MCQO comimunity based case manager explains the
member’s appeal rights through the Fair Hearing process during the initial intake process.

In accordance with 42 CFR 438, an adverse benefit determination means any of the following:

(1) The denial or limited anthorization of a requested service. including determinations based on the type or level of service,

requirements for medical necessity. appropriateness, settitig, or effectiveness of a covered benefit.

2) The reduction, suspension, or termination of a previously authorized service,

(3) The denial, in whole or in part, of payment for a service. {4) The faiiure to provide services in a timely manner, as
efined by the State.

(5) The faiture of an MCO, PIHP, or PAHP 10 act within the timeframes provided in §438.408(b)(1) and (2) regarding the
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standard resolution of grisvances and appeals.

{6) For a resident of a rural arsa with only one MCQ. the dental of an enrollee's request to exercise his or her right. under
8438 32(b)(2)(11). to obtain services cutside the network.

{7) The denial of an enrollee's request to dispute a financial hability. inciuding cest sharing, copayments, premiurms,
deductibles. colnsurance, and other enrolies financial Labifities.

In accordance with 42 CFR 438, an appeal means a review by an MCO of an adverse benefit determimation thal it has
iszued.

VMICOs give their members written notice of all adverse benefit determinations, not only service authorization adverse
benefll determinations, o accordance with state and federal rules, regulations and policies. mcluding but not limiied to 42
CFR 438. MCO snrollment materials must contamn all information for appeals rights as delineated in 42 CFR 438.10,
mcluding: (4) the right to file an appeal; (B) requirements and umeframes for filing an appeal: (C) the availability of
assistance in the filing process: (D) the right to request a State Farr Hearing after the MCO has made a determination of a
member’s internal MCO appeal which is adverse to the member. The fact that. if requested by the member, benefits that the
WMICC seeke to reduce or terminate will continue if the member files an appeal or requests a State fair hearing within the
gpecified umeframe and that the member may be required to pay the cost of such services furnished while the appeal or staie
fatr hearing is pending if the final decision 15 adverse o the member.

MCOs must provide members any reasonabie assistance 1n completing forms and taking other procedural steps. This
meludes. but is not limized to providing i}'lIf:"'p"t!‘L'ST services, and toll-free numbers that have adequate TTY'TTD and
erpreter capability. Upon determinazion of the appeal. the MCO must ensure there 1s no delay n notification or mailing
to the member and member representative the appeal decision. The MCO's appeal decision notice must describe the adverse
henefit determinations taken. the reasons for the adverse benefit determination. the member's right to request a State fair
hearing, process for filing a fair hearing and other informaton set forth in 42 CFR 438.408(¢).

MCOs must maintain an expedited appeals process when the standard time for appeal could seriously jeopardize the
member’s life, physical or mental health or ability to attain. maintain or regain maximum function. The MCO must also
provide general and targeted education to members and providers regarding expediied appeals including when an expedited
appeal 18 appropriate and procedures for providing writien certification thereof.

The MCO’s appeal process must conform to the following requirements:

- Aliow members, or providers acting on the member’s behall. sixty (60) calendar days from the date of adverse benefit
determination notice within which to file an appeal.

- In accordance with 42 CFR 438.402. ensure that oral requests seeking to appeal an adverse benefit determination are
treaied as appeals. However, an oral request for an appeal must be followed by a written request, unless the member or the
provider reguests an expedited resolution.

— The MCO must dispose of expadited anpeals within 72 hours after the Contracior receives notice of the appeal. unless
this timeframe is sxtended pursuant to 42 CFR 438.408 (c).

— In accordance with 42 CFR 438.410, if the MCO denies the request for an expedited resolution of a member’s appeal, the
MCO must wansfer the appeal to the standard thirty (30) calendar day timeframe and give the member writien notice of the
denial within two (2) calendar days of the expedited appeal request, The MCO must also make a reasonable atiempt to give
the member prompt oral notice

- The MCO must acknowledge receipt of each standard appeal within three (3) business days.

- The MCO must make a decision on standard. non-expedited, appeals within thirty (30) calendar days of receipt of the
appeal. This timeframe may be extended up to fourteen (14) calendar davs. pursuant to 42 CFR 438.408. 1f the timeframe is
extended, for any extension not reguested by the member. the MCO must give the member written notice of the reason for
the delay.

- In accordance with 42 CFR 438.408. written notice of appeal disposition must be provided with citation of the lowa Code
and/or lowa Administrative Code sections supporting the adverse benefit determination in non-authorization and care
review letiers thar advise members of the right to appeal. For notice of an expediied resolution. the Contractor must also
make reasonable efforts to provide oral notice. The writien notice of the resolution must include the results of the resolution
and the date it was completed. For appeals not resolved wholly in favor of the member. the written notice must include the
right to request a State fair hearing, including the procedures to do so and the right to request to receive benefits while the
hearing is pending, including inswructions on how o make the request. The MCO shall direct the member to the Agency
Appeal and Request for Hearing form as an option for submitting a request for an appeal. This shall also include nouce that
the member may be held liable for the cost of those benefits if the hearing upholds the Contractor’s adverse benefit
determination.
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Members enrolled in an MCO must exhaust the entity’s miernal grievance processes befors pursuing & State Fair
Hearing. This requirement is outlined in the concurrent §1915(b} waiver, Part IV, Section E

Appendix F: Participant-Ri gh

4.

Appendix F-2: Additional Dispute Res n Process

Availability of Additional Dispute Resolution Process, Indicate whether the Stmate operates another dispure
resolution process that offers participants the opportunity to appeal decisions that adversely a f ct their services while
preserving their rignt to a Fair Hearing. Selecr one:

Ne. This Appendix does not apply
& Yes. The State operates an additional dispute resolution process

escription of Additional Dispute Resolution Process. Describe the additional dispute resolution process,
including: (a) the State agency that operatss the procass; (b) the namre of the process 1 g., procedures and
LLmPf:amﬂs) including the tvpes of disputes addressed through the process: and. (c) how the right 1o & Medicaid Fair

saring is preserved when a participant slects to make use of the process: State laws, regulations. and policies
referenced in the description are available to CMS upon request through the operating or Medicaid agency.

Each MCO operates its own internal grisvance and dispute Tesolution processes. lo accordance to 42 CFR 438 408
(f,a managed care enrollee may request a State Fair Hearing only after rec nouce that the MCO is uphnolding
the adverse beneflt determination.

The policies and procedures regarding the MCO grievance and appeals system are outlined in the concurrent §1915
(b) waiver, Part TV, Section E. MCO members can appeal any adverse bensfit determination within 60 calendar
davs. An adverse benefit determination is defined as the: (i) denial or limited authorization of a requested service,
wnciuding the type or level of service, requirements for medical necessity, appropriateness, sstung, or sffectiveness
of a covered benefit: (i) reduction, suspension or termination of a previously awthorized service; (iii} denial. in
whole or in part. of payment for a service: {iv) failure to provide services in a timely manner. (v) failure of the MC
to act within the reguired tumeframes: or (vi) the denial of an snrollee’s request 0 dispute a financial liabiliry,

inciuding cost sharing. copayments, premiums, deductibles, coinsurance, and other enrollee financial liabilities.
MCOs must epsure that oral requests seeking to appeal an adverse benefit determination are treated as appeals.
However, an oral request for an appeal must be followed by a written request, unless the member or the provider
requests an expedited resolution. MCOs must make a dscision on standard. non-expedited, appeals within thirty (30)
calendar days of receipt of the appeal. This timeframe mayv be extended up to fourteen (14) calendar davs. pursuant
1042 C.FR. ¢ 438 408. Expedited appeals must be disposed within seventy-two (72) hours uniess the timeframe is
extended pursuant to 42 CFR § 438,408 and 410. MCO members can also file grievances with their MCO:
grievances are any written or verbal expression of dissatisfaction about any matter other than an adverse benefit
determination.” MCC members have the right to request a State Fair Hearing if dissatsfied with the outcome of the
MCQO appeals process. MCOs notify members of this right through enrollment materials and notices of adverse
benefit determination, including informartion that the MCO grisvance and appeals process 1s not a substitute for a
Fair Hearing. MCOs must acknowledge receipt of & grievance within three (3} business davs and must make a
decision on grievances and provide writien notice of the disposition of grievance within thirty (30) calendar days of
receipt of the grievance or as expeditiously as the member’s health condition requires. This timeframe may be
extended up to fourteen (14) calendar days, pursuant to 42 CF.R. § 438.408.

Appendix F: P armdpa Rights

a.

b.

Appendix F-3: State Grievance/Complaint System
Operation of Grievance/Complaint System. Selecr one:

No. This Appendix does not apply

# Yes. The State operates a grievance/complaint system that affords participants the opportunity to regisier
grievances or complaints concerning the provision of services under this waiver

Operational Responsibility. Specify the State agency that is responsible for the operation of the grievance/complaint
system:
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FEE FOR SERVICE:

IME 15 responsible for operation of the complaint and grievance reporting process for all fee-for-service
members. In addition. the Departiment maintains an HCBS Quality Assurance and Technical Assistance Unit
contract that 1s responsibie for the handling of fee-for-service member comiplaints and grievances in regards 1o
provision of services under this waiver.

MANAGED CARE ORGANIZATION:

IME Member Services MCO Member and MCO Liaison: Designated IME Member Services staff serves as a liaison
for any MCQO grievance/complaint that is reported to IME Policy staff by an MCO member or his/her

advocate. IME Policy sends the pertinent details of the grievance/complaint to the MCO liaison. The IME MCO
liaison communicates and coordinates with the MCO and member o grisvance/complaint to resolution; and, the
resolution 1s communicaied to the IME Policy staff who received the original grievance/complaint. This process
serves to support those MCO members who may be confused about the MCO grievance/complaint process to follow
or members who have not been able to resolve their grievance/complaint with their MCOs,

Grievances/complaints follow the parameters and timelines m accordance with 42 CFR 438.408 and 438.410,

A grievance/complaimt means an expression of dissatisfaction about any matier other than an adverse benefit
determination. Grievances may include. but are not limited te. the quality of care or services provided. and aspects of
imterpersonal relationships such as rudeness of & provider or smployee. or failure to respect the enrollee’s rights
regardless of whether remedial action s requesied. Grievence includes an enrollee's right to dispute an extension of
time proposed by the MCO 1o make an authorization decision,

MCO Grievance/Complaint Svstem:

The MCO must provide information about its grievance/complaint svstem to all providers and subconiractors ar the
time thev enter mto a conmact. Further, the MCQ is responsible for mamtenance of grievance records in accordance
with 42 CFR 438 .416.

The MCO must provide information about its grievance/complaint system to all members and provide reasonable
assistance in completing forms and taking procedural steps. This responsibility also includes: but is not Timited to.

auxiliary aids and services upon request {(e.g. interpreter services and toll-free numbers that have TTY/TTD and
mterpreter capability).

The MCQ member handbook must include mformation. consistent with 42 CFR

38.10.

The MCO must insure that individuals who make decisions on grievances have not been involved in any previous
level of review or decision-making and is not a subordmate of such individual.

MCQO Grievance/Complaint Process:

A member may submit an oral or written grievance at any time to the MCO. With writien consent of the member, a
provider or an authorized representative may file a grievance on behalf of 2 member. There is not 2 timeline for
submission.

The MCO must acknowledge receipt of the grievance.

The MCO must process the grievance resolution within 30 davs of the date that the grievance is received and issue a
written notification to the member in accordance with 42 CFR 438.408.

The resolution may be extended by fourteen (14) davs upon member request. 1 the member does not request an
extension, the MCO must make reasonable efforts to give the member prompt oral notice of the delay: and within
two (2) calendar days provide the member with a written notice of the basis for the decision io extend the
timeframe. If the member does not agree with the extension. he/she may file an additional grievance to the
eXLensIon.

e. Description of System. Describe the grievance/complaint svstem, including: {a) the types of grievances/complaints
that participants may register; (b) the process and timelines for addressing grievances/complamnts; and. (c) the
mechanisms that are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the
description are available to CMS upon request through the Medicaid agency or the operating agency (if applicable),
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Any fee-for-service waiver member. member’s relative/guardian, agency staff. concerned citizen or other public
agency staff may report a complaint regarding the care, reatment, and services provided to & member. A complaint
may be submitted in writing. in person. by e-mail or bv telephone. Verbal reports mav require submission of a
detailed written report. The complaint may be submitted to an HCBS Provider Quality Oversight Specialist, HCES
Program Mapager, any IME Unit, or Bureau Chief of Long Term Care. Complaints by phone can be made w a
regional HCES Provider Quality Assurance Orversight Spﬁcialisi at their local number or by calling the IME. The
Bureau of Long Term Care hias established a committee tc review complaints. The committee will mset biweskly to
review current complaints,

Omngee received. the HCBS Quality Assurance and Technical Assistance Unit shall initiate investigation within one
business day of receipt and shall submit a findings report to the Quality Assurance Manager within 13 days of
finalizing the mvestigation. Once approved by the Quality Assurance Manager, the findings report is provided to the
complaiman: and the provider in question. If the complainant is a member. they are informed by the HCBS Qualiry
Assurance and Technical Assistance Unit Incident and Complaint Specialist that filing a grievance or making a
complaint is not z pre-requisite or substituie for a Fair Hearing,

MCO members must exhaust the entity’s internal grievance and ?Dpﬂa'l% processes before pursuing a State Fair
Hearing. The policies and procedures regarding 1hc MCQO grievance and appeals system are outlined in the
concwrent §1915(b) waiver, Part IV, Section E. MCO members can appeal any “action” within 60 davs. An
“action” is defined as the: (1) demial or limited aut horization of a requested service, including the type or Jevel of

rvice! (11) reduction. suspension or termination of a prﬂ"uusw authorized service: (iif) denial. w whole or in part.
of pajfmem for a service: (1v) failure te provide services in a timely manner; or (v) fanu% of the MCQ to act within
the required timeframes set forth in 42 CFR 438.408(b). In accordance with 42 CFR 438.406. oral requests seeking
an appeal are wreated by the MCO ag an appeal; however, an oral request for an appeal must be followad by & writien
request, unless the member or the provider reguests an expedited resolution.

MCO members have the right to request & State Fair Hearing if dissarisfied with the outcome of the MCO appeals
process. MCOs notify members of this right through enrollment materials and notices of action. in accordance with
42 CFR 438.406, the MCO provides the member and their representative opportunity, before and during the appeals
process. o examine the member's case file, inciuding medical records and any other documents or records
considered during the appeals process. In addition, the member and their representarive have the opporwmnity to

present evidence and allegations of fact or law 1n person as well as in writing. Upon determmation of the appeal, the
MCO must promptly notify the member and his/her representative of the appeal decision. The MCO’s appeal
decision notice must describe the actions taken, the reasons for the action, the member’s right to request a State Pair
Hearing. process for filing a Fair Hearing and other information set forth in 42 CFR 438.408(e).

MCOs must ensure that the individuals rendering decisions on grievances and appeals were not involved in previous
levels of review or decision-making and are health care professionals with appropriate clinical expertise in treating
the member’s condition or disease if the decision will be in regard to any of the following: (i) an appeal of & denial
based on lack of medical necessity: (ii) a grievance regarding denial of expedited resolution of an appeal; or (iii) any
grievance or appeal involving clinical 1ssues. Appeals must be resolved by the MCO within 30 calendar davs of
receipt; this timeframe may be extended up to 14 calendar days. pursuant to 42 CFR 438 408(c).

MCOs must resolve appeals on an expedited basis when the standard time for appeal couid seriously jeopardize the
member’s health or ability to maintain or regain maximum function. Such expedited appeals must be resolved within
72 hours afier the MCO receives notice of the appeal, unless this timeframe is extended pursuant to 42 CFR 438.408
(c). Standard appeals must be resolved within 30 calendar days: this imeframe may be extended up 10 14 calendar
days, pursuant to 42 CFR 438.408(c). If the umeframe is extended for any extension not reqguested by the member,
the Contractor must give the member written notice of the reason for the delay. Within 90 calendar days of the date
of notice from the MCO on the appeal decision, the member may reguest a State Fair Hearing.

MCC members can also file grievances with their MCO: grievances are any writien or verbal expression of
dissatisfaction about any matter other than an “action.” as defined above. Grievances may be filed either orally or in
writing; receipt is acknowledged by the MCO within 3 business days and resolved within 30 calendar days or as
expeditiously as the member’s health condition requires. This timeframe may be extended up to 14 calendar davs.
pursuant io 42 CFR 438.408(c).

MCOs are reguired to rack all grievances and appeals in their information systems: this includes data on clinical
reviews, appeals. grievances and complaints and their outcomes. MCOs are responsible for reporting on grievances
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and appeals to DHS. This includes maintenance and reporting to the State the MCO member grievance and appeals

logs which includes the current stams of al! grievances and appeals and processing timelines.
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