OHIO DEPARTMENT OF INSURANCE

MODEL NOTICE OF FINAL ADVERSE BENEFIT DETERMINATION


	HEALTH PLAN ISSUER:


	DATE OF NOTICE:

	MAILING ADDRESS:
	TELEPHONE:

FAX:

	EMAIL ADDRESS:


	WEBSITE ADDRESS:




THIS DOCUMENT CONTAINS IMPORTANT INFORMATION THAT YOU SHOULD RETAIN FOR YOUR RECORDS
This document serves as notice of a Final Adverse Benefit Determination.  A Final Adverse Benefit Determination is a decision we make not to provide benefits because we believe they are not medically necessary, you are not eligible for this benefit or the benefit is not covered under your plan.  It can also be a decision to deny health benefit plan coverage or to rescind coverage.  We will not provide benefits for the reason indicated below.  If you think this determination was made in error, you may have the right to an External Review (see the Important Information About Your Rights to External Review section of this notice).

(We have declined to provide benefits, in whole or in part, for the requested treatment or service described below.
(We have declined to issue health benefit plan coverage to you through an individual policy or non-employer group certificate.
(We have decided to rescind your health benefit plan coverage.  To rescind means when we cancel or discontinue coverage back to the original effective date as if the coverage never existed.
Internal Appeal Case Details
Covered Person/Applicant Name:

Health Benefit Plan/Application ID Number:

Mailing Address:

Reason for Upholding the Denial:

Background Information:  Describe the facts of the case including the type of appeal and date the appeal was filed
Final Adverse Benefit Determination:  State that the adverse benefit determination has been upheld.  List all documents and statements that were reviewed to make this final adverse benefit determination
Findings:  Discuss the reason or reasons for the final adverse benefit determination
Claim Denial Information (if applicable)
Claim Number:





Date of Service:

Health Care Provider:




Description of Service:

	Billed Amount
	Allowed Amount
	Other Insurance
	Deductible
	Copayment
	Coinsurance
	Other Amts Not Covered
	Amount Paid

	
	
	
	
	
	
	
	


YTD Credit toward Deductible:



YTD Credit toward Out-of-Pocket Maximum:
Denial Code(s):
Important Information about Your Rights to External Review

What if I need help understanding this denial?  If you need assistance understanding this notice or our decision to deny you a service or coverage please contact us at: 

Phone Number and Fax Number -

Email Address -

Mailing Address -

What if I don’t agree with this decision?  You may be entitled to request an independent external review of our decision.  Depending on the nature of your Final Adverse Benefit Determination, your claim will be reviewed by an independent review organization or the Ohio Department of Insurance.
How do I file a request for external review?  Complete the External Review Request Form, keep a copy for yourself and send the form to us at any of the following addresses:

Fax Number -





Email Address - 

Mailing Address -

Please see the “Other resources to help you” section of this form for assistance filing a request for a review.

What if my situation is urgent?  If your situation meets the definition of urgent as shown below, your review will generally be conducted as quickly as your condition requires but no later than 72 hours after we receive the request.  An urgent situation is one in which the decision is related to an admission, care, continued stay or service for which you received emergency services and you have not yet been discharged from a facility.  An urgent situation can also be, when certified by your treating physician, one in which your health or life may be in serious jeopardy, you may not be able to regain maximum function if treatment is delayed or, in the case of experimental or investigational service the treatment would be less effective if not promptly given.  If you believe your situation is urgent, you may request an expedited review by checking the appropriate box on the External Review Request Form and have your doctor complete the Treating Physician Certification Form for Internal Appeal and/or External Review.

Who may file a request for external review?  You, someone you name or someone who is authorized by law to act for you (your authorized representative) may file a request for external review.  Please complete the Appointment of Authorized Representative section of the External Review Request Form.

Can I provide additional information about my claim?  Yes, once your external review is initiated, you will receive instructions on how to supply additional information.  

Can I request copies of information relevant to my claim?  Yes, you may request copies (free of charge) by contacting us at:

Phone Number and Fax Number -

Email Address -

Mailing Address -

What happens next?  If you request an external review, an independent review organization or the Ohio Department of Insurance will review our decision and provide you with a written determination.  If this organization decides to reverse our decision, we will provide the requested coverage or payment for your health care item or service.  Please refer to the attached External Review Procedures Summary for more information.

Other resources to help you:  

For questions about your rights, this notice, or for further assistance you may contact:

Ohio Department of Insurance

ATTN:  Consumer Affairs

50 West Town Street, Suite 300, Columbus, OH  43215

800-686-1526 / 614-644-2673
614-644-3744 (fax)
614-644-3745 (TDD)
Contact ODI Consumer Affairs:
https://secured.insurance.ohio.gov/ConsumServ/ConServComments.asp
File a Consumer Complaint:

http://insurance.ohio.gov/Consumer/OCS/Pages/ConsCompl.aspx 
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