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TITLE 14. INSURANCE

STATE CORPORATION COMMISSION

REGISTRAR'S NOTICE: The State Corporation Commission is exempt from the Administrative Process Act in accordance with § 2.2-4002 A 2 of the Code of Virginia, which exempts courts, any agency of the Supreme Court, and any agency that by the Constitution is expressly granted any of the powers of a court of record.

Proposed Regulation

Title of Regulation:  14 VAC 5-215. Rules Governing Independent External Review of Final Adverse Utilization Review Decisions (amending 14 VAC 5-215-20, 14 VAC 5-215-30, 14 VAC 5-215-50, 14 VAC 5-215-60 and 14 VAC 5-215-80).

Statutory Authority:  §§ 12.1-13 and 38.2-223 of the Code of Virginia.
Public Hearing Date:  Upon request -- Public comments may be submitted until May 25, 2007.

Agency Contact:  Kim R. Naoroz, Manager, External Appeals, Bureau of Insurance, State Corporation Commission, P.O. Box 1157, Richmond, VA 23218, telephone (804) 371-9915, FAX (804) 371-9944, or email kim.naoroz@scc.virginia.gov.

Summary:

The proposed revisions to the Rules are necessary as a result of the passage of an amendment to §§ 38.2-5902 and 38.2-5905 of the Code of Virginia relating to expedited appeals of final adverse decisions regarding health care coverage.  The revisions include provisions for expedited consideration of appeals involving a terminal condition.  The provisions include a requirement that the Commissioner or his designee shall issue his written ruling affirming, modifying, or reversing the final adverse decision no later than one business day following the receipt of such recommendation.


AT RICHMOND, APRIL 20, 2007
COMMONWEALTH OF VIRGINIA

At the relation of the

STATE CORPORATION COMMISSION

CASE NO. INS-2007-00138
Ex Parte:  In the matter of
adopting revisions to the 

Rules Governing Independent

External Review of Final Adverse

Utilization Review Decisions
ORDER TO TAKE NOTICE

Section 12.1-13 of the Code of Virginia provides that the State Corporation Commission ("Commission") shall have the power to promulgate rules and regulations in the enforcement and administration of all laws within its jurisdiction, § 38.2-223 of the Code of Virginia provides that the Commission may issue any rules and regulations necessary or appropriate for the administration and enforcement of Title 38.2 of the Code of Virginia, and § 38.2-5905 of the Code of Virginia provides for the Commission to promulgate regulations to include provisions for expedited consideration of appeals.

The rules and regulations issued by the Commission pursuant to § 38.2-223 of the Code of Virginia are set forth in Title 14 of the Virginia Administrative Code.

The Bureau of Insurance ("Bureau") has submitted to the Commission proposed revisions to Chapter 215 of Title 14 of the Virginia Administrative Code entitled  “Rules Governing Independent External Review of Final Adverse Utilization Review Decisions," which amend the Rules at 14 VAC 5-215-20, 14 VAC 5-215-30, 14 VAC 5-215-50, 14 VAC 5-215-60, and 14 VAC 5-215-80.

The proposed revisions to the Rules are necessary as a result of the passage of an amendment to Code of Virginia §§ 38.2-5902 and 38.2-5905 relating to expedited appeals of final adverse decisions regarding health care coverage.  The revisions include provisions for expedited consideration of appeals involving a terminal condition.  The provisions include a requirement that the Commissioner or his designee shall issue his written ruling affirming, modifying, or reversing the final adverse decision no later than one business day following the receipt of such recommendation.

The Commission is of the opinion that the proposed revisions to Ch. 215 of Title 14 of the Virginia Administrative Code should be considered for adoption. 
THEREFORE, IT IS ORDERED THAT:

(1) The proposed revisions to the "Rules Governing  Independent External Review of Final Adverse Utilization Review Decisions," which amend the Rules at 14 VAC 5-215-20, 14 VAC 5-215-30, 14 VAC 5-215-50, 14 VAC 5-215-60, and 14 VAC 5-215-80 be attached hereto and made a part hereof.

(2) All interested persons who desire to comment in support of or in opposition to, or request a hearing to oppose the adoption of the proposed revisions shall file such comments or hearing request on or before May 25, 2007, in writing with the Clerk of the Commission, Document Control Center, P.O. Box 2118, Richmond, Virginia 23218 and shall refer to Case No. INS-2007-00138.

(3) If no written request for a hearing on the proposed revisions is filed on or before May 25, 2007, the Commission, upon consideration of any comments submitted in support of or in opposition to the proposed revisions, may adopt the revisions proposed by the Bureau of Insurance.

(4) AN ATTESTED COPY hereof, together with a copy of the proposed revisions, shall be sent by the Clerk of the Commission to the Bureau of Insurance in care of Deputy Commissioner Jacqueline K. Cunningham, who forthwith shall give further notice of the proposed adoption of the revisions by mailing a copy of this Order, together with the proposed revisions, to all health carriers with managed care health insurance plan (MCHIP) authority and licensed by the Commission to write accident and sickness insurance in the Commonwealth of Virginia, including health maintenance organizations and health services plans, as well as all interested parties.
(5) The Commission’s Division of Information Resources forthwith shall cause a copy of this Order, together with the proposed revisions, to be forwarded to the Virginia Registrar of Regulations for appropriate publication in the Virginia Register of Regulations. 

(6) The Commission’s Division of Information Resources shall make available this Order and the attached proposed rules on the Commission’s website, http://www.state.va.us/scc/caseinfo.htm.

(7) The Bureau of Insurance shall file with the Clerk of the Commission an affidavit of compliance with the notice requirements of paragraph (4) above.

14 VAC 5-215-20. Evidence of coverage forms Notifications.

A. The right of appeal contained in this chapter shall commence with regard to final adverse decisions rendered on or after May 17, 2000. Evidences of coverage affected by this chapter that are issued, extended, renewed, amended, or reissued on or after February 15, 2000, shall conform to the provisions of this chapter. Evidences of coverage in force on February 15, 2000, shall be deemed to be in compliance with this chapter and may continue to be used until the date that they are extended, renewed, amended, or reissued. If any provision of an evidence of coverage in force February 15, 2000, conflicts with provisions of this chapter, the Bureau of Insurance and the impartial health entity shall use the provision more beneficial to the covered person.

B. In the event of a final adverse decision, a utilization review entity shall provide to the covered person or treating health care provider requesting the decision a clear and understandable written notification of (i) the right to appeal final adverse decisions to the Bureau of Insurance in accordance with the provisions of Chapter 59 (§ 38.2-5900 et seq.) of Title 38.2 of the Code of Virginia; (ii) the procedures for making such an appeal; and (iii) the binding nature and effect of such an appeal. The notice shall include a copy of the then current Instructions (Form 215A), Important Terms and Definitions (Form 215B), Appeal of Final Adverse Decision Form (Form 215C), and Authorization (Form 215D), or such other form or forms as may then be required by the Bureau of Insurance pursuant to 14 VAC 5-215-120.

14 VAC 5-215-30. Definitions.

The following words and terms when used in this chapter shall have the following meanings, unless the context clearly indicates otherwise.

"Appellant" means (i) the covered person; (ii) the covered person's parent, guardian, legal custodian, or other individual authorized by law to act on behalf of the covered person if the covered person is a minor; (iii) the covered person's spouse, parent, committee, legal guardian, or other individual authorized by law to act on behalf of the covered person if the covered person is not a minor but is incompetent or incapacitated; or (iv) the covered person's treating health care provider acting with the consent of the covered person, the covered person's parent, guardian, legal custodian, or other individual authorized by law to act on behalf of the covered person if the covered person is a minor, or the covered person's spouse, parent, committee, legal guardian, or other individual authorized by law to act on behalf of the covered person if the covered person is not a minor but is incompetent or incapacitated.

"Commission" means the Virginia State Corporation Commission.

"Commissioner" means the Commissioner of Insurance.

"Covered person" means an individual, whether a policyholder, subscriber, enrollee, covered dependent, or member of a managed care health insurance plan, who is entitled to health care services or benefits provided, arranged for, paid for or reimbursed pursuant to a managed care health insurance plan as defined in and subject to regulation under Chapter 58 (§ 38.2-5800 et seq.) of Title 38.2 of the Code of Virginia, when such coverage is provided under a contract issued in this Commonwealth.

"Emergency health care" means health care items and medical services furnished or required to evaluate and treat an emergency medical condition.

"Emergency medical condition" means the sudden and, at the time, unexpected onset of a health condition or illness that requires immediate medical attention, the absence of which would result in a serious impairment to bodily functions, serious dysfunction of a bodily organ or part, or would place the person's health in serious jeopardy. "Emergency medical condition" also means a health condition or illness that if not treated within the time frame allotted for a standard review under this chapter will result in a serious impairment to bodily functions, serious dysfunction of a bodily organ or part, or would place the person's health in serious jeopardy.

"Emergency medical condition" also means a health condition that would be terminal without the requested treatment, as determined by the person’s treating health care provider.
"Evidence of coverage" means any certificate, individual or group agreement or contract, or identification card or related documents issued in conjunction with the certificate, agreement or contract, issued to a subscriber setting out the coverage and other rights to which a covered person is entitled.

"Final adverse decision" means a utilization review determination (i) declining to grant an expedited review in a situation involving an alleged emergency medical condition; (ii) declining to provide coverage or services for an alleged emergency medical condition, whether before or after granting an expedited review; or (iii) denying benefits or coverage, and concerning which all internal appeals available to the covered person pursuant to Title 32.1 of the Code of Virginia have been exhausted. For purposes of this chapter, a final adverse decision shall be deemed to have been made on the date that it is communicated to the covered person or treating health care provider.

"Treating health care provider" or "provider" means a licensed health care provider who renders or proposes to render health care services to a covered person.

"Utilization review" means a system for reviewing the necessity, appropriateness, and efficiency of hospital, medical or other health care services rendered or proposed to be rendered to a patient or group of patients for the purpose of determining whether such services should be covered or provided by an insurer, health services plan, managed care health insurance plan licensee, or other entity or person. As used herein, "utilization review" shall include, but shall not be limited to, preadmission, concurrent and retrospective medical necessity determination, and review related to the appropriateness of the site at which services were or are to be delivered.

"Utilization review" shall also include determinations of medical necessity based upon contractual limitations regarding "experimental" or "investigational" procedures, by whatever terms designated in the evidence of coverage. "Utilization review" shall not include any: (i) denial of benefits or services for a procedure which is explicitly excluded pursuant to the terms of the contract or evidence of coverage; (ii) review of issues concerning contractual restrictions on facilities to be used for the provision of services; or (iii) determination by an insurer as to the reasonableness and necessity of services for the treatment and care of an injury suffered by an insured for which reimbursement is claimed under a contract of insurance covering any classes of insurance defined in §§ 38.2-117 through 38.2-119, 38.2-124 through 38.2-126, 38.2-130 through 38.2-132, and 38.2-134 of the Code of Virginia.

"Utilization review entity" or "entity" means an insurer or managed care health insurance plan licensee that performs utilization review or upon whose behalf utilization review is performed with regard to the health care or proposed health care that is the subject of the final adverse decision.

14 VAC 5-215-50. Appeals.

A. An appeal of a final adverse decision made by a utilization review entity shall be submitted to the Bureau of Insurance within 30 days of the final adverse decision. The appeal shall be made by (i) completing and signing a copy of the then current Appeal of Final Adverse Decision Form, (Form 215C) or such other form or forms as may then be required by the Bureau of Insurance pursuant to 14 VAC 5-215-120; (ii) completing and signing an Authorization to Release Medical Information (Form 215D) in a form and manner required by the Bureau of Insurance; and (iii) forwarding a check or money order made payable to the Treasurer of Virginia in the amount of $50. The Bureau of Insurance shall provide a copy of the written appeal to the utilization review entity that made the final adverse decision.

B. The $50 fee required to file an appeal may be waived or refunded for good cause shown upon a determination by the Bureau of Insurance that payment of the filing fee will cause undue financial hardship for the covered person. Such determination shall be based upon information provided on the Appeal of Final Adverse Decision Form then (Form 215C) required by the Bureau of Insurance, and any supplemental information required by the Bureau of Insurance. The decision of the Bureau of Insurance as to whether good cause has been shown that payment of the filing fee will cause undue financial hardship shall be final.

C. A preliminary review of the appeal shall be conducted by the Bureau of Insurance or its designee to determine the following: (i) that the person on whose behalf the appeal has been filed is, or was, a covered person at the time the health care service in question was requested; (ii) that the appellant satisfies the definition of "appellant" set forth in 14 VAC 5-215-30; (iii) that the benefit or service that is the subject of the appeal reasonably appears to be a covered service for which the actual cost to the covered person would exceed $300 if the final adverse decision is not reversed; (iv) that all other appeal procedures available to the appellant have been exhausted, except in the case of an appeal accepted as one requiring expedited review; and (v) that the appeal is otherwise complete and filed in accordance with this section. The Bureau of Insurance shall not accept an appeal that does not meet the foregoing requirements.

D. The preliminary review shall be conducted within 10 working days of receipt of all information and documentation necessary to conduct the preliminary review.

E. The Bureau of Insurance shall notify the appellant and the utilization review entity in writing within five working days of the completion of the preliminary review whether the appeal has been accepted for review, and if not accepted, the reason or reasons therefor.

F. The appellant, the treating health care provider, if not the appellant, and the utilization review entity shall provide to the Bureau of Insurance or its designee copies of all medical records relevant to the final adverse decision within 20 working days after the Bureau of Insurance has mailed, via certified mail, return receipt requested, written notice of its acceptance of the appeal. Failure to comply with such the request within the required time may result in the dismissal of the appeal or reversal of the final adverse decision, at the discretion of the commissioner. The confidentiality of these medical records shall be maintained in accordance with the confidentiality and disclosure laws of the Commonwealth.

G. The Bureau of Insurance, or its designee, may request additional medical records from the appellant, the treating health care provider, if not the appellant, or the utilization review entity. Such medical records shall be provided to the entity making the request, whether the Bureau of Insurance or its designee, within 20 working days of the request. The confidentiality of these medical records shall be maintained in accordance with the confidentiality and disclosure laws of the Commonwealth. Failure to comply with the request within the required time may result in dismissal of the appeal or reversal of the final adverse decision at the discretion of the commissioner.

H. The commissioner, upon good cause shown, may provide an extension of time for the covered person, the treating health care provider, the utilization review entity and the Bureau of Insurance to meet the time requirements set forth in this section.

I. If an appeal that is reviewed as an expedited appeal by a utilization review entity results in a final adverse decision, the utilization review entity shall take the following actions immediately: (i) notify the person who requested the expedited review of the final adverse decision; and (ii) notify the appellant, by telephone, telefacsimile fax, or electronic mail, that the appellant is eligible for an expedited appeal to the Bureau of Insurance without the necessity of providing the justification required pursuant to subdivision 1 of 14 VAC 5-215-80. The notification shall be followed within 24 hours by written notice to the appellant and the treating health care provider, if not the appellant, clearly informing them of the right to appeal this decision to the Bureau of Insurance and providing the appropriate forms (Forms 215A, 215B, 215C, and 215D) by which such the appeal to the Bureau of Insurance may be filed. A copy of this written notice shall be retained by the utilization review entity and included with any materials forwarded to the Bureau of Insurance in the event the utilization review entity's decision is appealed to the Bureau of Insurance.

J. If a request for an expedited review is denied by a utilization review entity, the entity shall take the following actions immediately: (i) notify the appellant of the decision by telephone, telefacsimile fax, or electronic mail; and (ii) inform the appellant that the appellant has the right to file a request for an expedited appeal with the Bureau of Insurance pursuant to subdivision 1 of 14 VAC 5-215-80. This notification shall be followed within 24 hours by a written notice to the appellant and the treating health care provider, if not the appellant, clearly informing them of the right to appeal this decision to the Bureau of Insurance and providing the appropriate forms (Forms 215A, 215B, 215C, and 215D) by which such the appeal to the Bureau of Insurance may be filed. A copy of the written notice shall be retained by the utilization review entity and included with any materials forwarded to the Bureau of Insurance in the event the utilization review entity's decision is appealed to the Bureau of Insurance.

K. If the Bureau of Insurance, or its designee, determines that a request for an expedited review which has been reviewed in accordance with subsection J of this section does not meet its criteria for an expedited review, the appellant shall be notified in writing by the Bureau of Insurance, or its designee, within two working days from the time such the determination is made. The notice shall instruct the appellant wishing to pursue the appeal to contact the issuer of coverage and request a review through the standard review process of the issues for which an expedited review was sought.

14 VAC 5-215-60. Impartial health entity.

The Bureau of Insurance shall contract with one or more impartial health entities to perform the review of final adverse decisions made by utilization review entities. The impartial health entity shall examine the final adverse decision and determine whether the decision is objective, clinically valid, compatible with established principles of health care, and appropriate under the terms of the contractual obligations to the covered person. The impartial health entity shall issue its written recommendation affirming, modifying, or reversing the final adverse decision within 30 working days of the date that the impartial health entity has received from all parties all documentation and information necessary for it to complete its review in the case of a standard review as set forth in 14 VAC 5-215-70. In the case of an expedited review, the impartial health entity shall issue its written recommendation within five working days of the acceptance of the appeal by the Bureau of Insurance its receipt of sufficient information to review the appeal.

14 VAC 5-215-80. Expedited review.

Appeals presented to the Bureau of Insurance as requiring emergency health care shall be evaluated as follows:

1. Immediately upon receipt of an appeal indicating that emergency health care is required and otherwise meeting the requirements for review as provided in 14 VAC 5-215-50 C, the Bureau of Insurance shall consult with the impartial health entity to which the appeal normally would be assigned, and such entity shall determine if the appeal involves emergency health care.

2. If, after consultation with the impartial health entity, a determination is made by the Bureau of Insurance that the appeal does not qualify for an expedited review, the person making the request for the expedited review shall be notified within two working days of receipt by the Bureau of Insurance of sufficient information to support the request for expedited review. The declination by the Bureau of Insurance to provide an expedited review shall not preclude the appellant from resuming the normal appeal process within the utilization review entity or from filing a request for a standard review by the Bureau of Insurance, provided the requirements set forth in 14 VAC 5-215-50 A have been met.

3. Immediately upon acceptance of an appeal for expedited review, the Bureau of Insurance shall notify the utilization review entity and the appellant by the most expeditious means available, including telephone, telefacsimile fax, or electronic mail, of their right to submit information and supporting documentation. Such information shall be submitted to the Bureau of Insurance or the impartial health entity within two working days of the acceptance of the appeal.

4. Upon the acceptance of the appeal for expedited review, the Bureau of Insurance shall assign the appeal to an impartial health entity for clinical review as provided in 14 VAC 5-215-60. The impartial health entity shall review the appeal and make a decision as required under 14 VAC 5-215-60 as soon as possible consistent with the medical exigencies of the case, but in no event more than five working days after its receipt of sufficient information to review the appeal.

5. a. Immediately upon receipt of the assigned impartial health entity's recommendation, the commissioner shall review the recommendation to ensure that it is not arbitrary or capricious.

b. The commissioner shall notify the appellant and the utilization review entity in writing of the decision to uphold or reverse the final adverse decision by issuing a written ruling affirming, modifying or reversing the final adverse decision. The written ruling shall bind the covered person and the issuer of the covered person's policy or contract for health benefits to the same extent to which each would have been bound by a judgment entered in an action at law or in equity with respect to the issues which the impartial health entity may examine when reviewing a final adverse decision.  If the decision is regarding treatment for a covered person whose condition would be terminal without the treatment, the commissioner or his designee shall issue his written ruling no later than one business day following the receipt of the recommendation.
c. The commissioner shall include in the notice sent pursuant to subdivision 5 b of this section:

(1) The principal reason or reasons for the decision, including, as an attachment to the notice or in any other manner that the commissioner considers appropriate, the information provided by the assigned impartial health entity supporting its recommendations; and

(2) If applicable, the principal reason or reasons why the commissioner did not follow the assigned impartial health entity's recommendation.

d. Upon notice of a decision pursuant to subdivision 5 a of this section reversing the final adverse decision, the utilization review entity immediately shall approve and provide, or provide reimbursement for, any and all medical services that were the subject of the final adverse decision.

NOTICE:  The forms used in administering 14 VAC 5-215, Rules Governing Independent External Review of Final Adverse Utilization Review Decisions, are listed below.  Any amended or added forms are reflected in the listing and are published following the listing.

FORMS

Instructions for Completing the Appeal of Final Adverse Decision Form, Form 215A (rev. 7/00 7/07).

Important Terms and Definitions, Form 215B (rev. 7/00 7/07).

Appeal of Final Adverse Decision Form, Form 215C (rev. 7/00 7/07).

Authorization to Release Medical Information, Form 215D (rev. 7/00 7/07).
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(rev. 460 7/07)

State Corporation Commission
Bureau of Insurance
External Appeals
P.O. Box 1157
Richmond, VA 23218
(804) 371-9913

INSTRUCTIONS FOR COMPLETING THE APPEAL
OF FINAL ADVERSE DECISION FORM
Please Read Carefully Before Completing the Form

Before completing the attached form, please read the following instructions carefully. We also
recommend that you review the form itself as well as the "Important Terms and Definitions" list attached.

The law requires that in order to be "appealable" the actual cost to the covered person of the services or
procedures in question exceed $300 if the final adverse decision is not reversed. Please verify the cost of
the service(s) before requesting an appeal of a final adverse decision.

1. Name and Address
Please type (or print) the covered person’'s full name. Include the address, daytime telephone
number, date of birth, sex and policy number, certificate number, or other identifying number of the
covered person.

2. Appellant Information
This section is to be completed by the appellant who is making the appeal on behalf of the covered
person. This section does not need to be completed if the covered person is requesting the external
review on his own behalf.

3. Name of the Managed Care Health Insurance Plan
Please provide the name, address and telephone number of the Managed Care Health Insurance
Plan (MCHIP). The MCHIP name should be the same as the insurance company or health
maintenance organization providing the covered person’s coverage. If the covered person is covered
by insurance through an employer please provide the name, address and phone number of the
employer, if available.

4. Describe the Covered Person’s Situation
Please clearly and accurately describe the nature of the circumstances surrounding the covered

persons request for an appeal of a final adverse deCISIOn Attach copies of any pertinent and

5. Expedited Review
In certain situations, an expedited review of an appeal of a final adverse decision may be requested.
Please review the definition of "emergency medical condition" provided with this form. If the situation
involves an "emergency medical condition," please indicate this by checking the "yes" box and attach
supporting documentation.
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6. Treatment for Terminal Conditions
Please indicate whether the requested treatment has already been provided and whether, in the
opinion of the covered person’s treating health care provider, the covered person’s condition would
be terminal without this treatment.

6- 7. Filing Fee Waiver
Please note that the $50 filing fee may be waived. If you wish to request that the filing fee be waived,
please describe the reason or reasons for the request and provide supporting documentation.

8. Total Cost of Denied Services
Please provide an estimate of the total cost to you if services remain denied. If a prescription drug
has been denied, please estimate the cost for the length of the prescription. This cost estimate is for
our records and will not have any bearing on any party’s payment responsibility following the final
decision.

7- 9. Authorization/Authorization to Release Medical Information

Please carefully read the "Authorization” section on the "Appeal of Final Adverse Decision" form and
the separate "Authorization to Release Medical Information" form included with this package.
Information that you provide or authorize to be released may be shared with an impartial health entity.
The signature of the covered person or other authorized signature is required on both of these forms
in order for the appeal of the final adverse decision to occur.
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State Corporation Commission
Bureau of Insurance
External Appeals
P.O. Box 1157
Richmond, VA 23218
(804) 371-9913

IMPORTANT TERMS AND DEFINITIONS

"Appellant” - means (i) the covered person; (ii) the covered person’s parent, guardian, legal custodian,
or other individual authorized by law to act on behalf of the covered person, if the covered person is a
minor; (iii) the covered person's spouse, parent, committee, legal guardian, or other individual authorized
by law to act on behalf of the covered person, if the covered person is not a minor but is incompetent or
incapacitated; or (iv) the covered person’s treating health care provider acting with the consent of the
covered person, the covered person’s parent, guardian, legal custodian, or other individual authorized by
law to act on behalf of the covered person, if the covered person is a minor, or the covered person’s
spouse, parent, committee, legal guardian or other individual authorized by law to act on behalf of the
covered person, if the covered person is not a minor but is incompetent or incapacitated.

"Covered person" - means an individual, whether a policyholder, subscriber, enrollee, covered
dependent, or a member of a managed care health insurance plan, who is entitled to health care services
or benefits provided, arranged for, paid for, or reimbursed pursuant to a managed care health insurance
plan as defined in and subject to regulation under Chapter 58 (§ 38.2-5800 et seq.) of Title 38.2 of the
Code of Virginia, when such coverage is provided under a contract issued in this Commonwealth.

"Cost of Service" - the total amount paid by the covered person for a rendered service or the assumed
liability for that service by the covered person for a rendered service. The law requires that in order for an
appeal of a final adverse decision to occur, the actual cost to the covered person of the service if the final
adverse decision is not reversed must exceed $300.

"Emergency Medical Condition" - the sudden and, at the time, unexpected onset of a health condition
or iliness that requires immediate medical attention, the absence of which would result in a serious
impairment to bodily functions, serious dysfunction of a bodily organ or part, or would place the person’s
health in serious jeopardy. "Emergency medical condition" also means a health condition or illness that if
not treated within the time frame allotted for a standard review will result in a serious impairment to bodily
functions, serious dysfunction of a bodily organ or part, or would place the covered person's health in
serious jeopardy. "Emergency medical condition" also means a health condition which would be terminal
without the requested treatment as determined by the person’s treating health care provider.

"Expedited Review" - a review of a final adverse decision that is provided in an urgent manner due to
the fact that the covered person has an emergency medical condition.

"Final Adverse Decision" - means a utilization review determination: (i) declining to grant an expedited
review in a situation involving an alleged emergency medical condition; (ii) declining to provide coverage
or services for an alleged emergency medical condition-whether-before-or after granting an expedited
review; or (iii) denying benefits or coverage, and concerning which all internal appeals available to the
covered person pursuant to Title 32.1 of the Code of Virginia have been exhausted. In other words, and
except in emergency situations, it is the final decision of the plan after the internal appeal process has
been exhausted.
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IMPORTANT TERMS AND DEFINITIONS, continued

"Impartial Health Entity" - an organization selected by the Bureau of Insurance that performs, under
contract with the Bureau of Insurance, reviews of final adverse decisions. The Bureau of Insurance is not
an impartial health entity.

"Managed Care Health Insurance Plan" or "MCHIP" - an arrangement for the delivery of health care in
which a health carrier undertakes to provide, arrange and pay for, or reimburse any of the costs of health
care services for a covered person on a prepaid or insured basis which contains one or more incentive
arrangements, including any credentialing requirements intended to influence the cost or level of health
care services between the health carrier and one or more providers with respect to the delivery of health
care services and requires or creates benefit payment differential incentives for covered persons to use
providers that are directly or indirectly managed, owned, under contract with, or employed by the health
carrier.
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State Corporation Commission
Bureau of Insurance
External Appeals
P.O. Box 1157
Richmond, VA 23218
(804) 371-9913

APPEAL OF FINAL ADVERSE DECISION FORM

If you meet the definition of an appellant1, and have had a request for approval of health care service(s)
denied by a Managed Care Health Insurance Plan (MCHIP), you may have the right to an external
review of the MCHIP’s decision. An impartial health entity selected by the Bureau of Insurance will
review the appropriateness of the MCHIP’s decision, and make a recommendation to the Commissioner
of Insurance as to whether the health care service(s) should be covered. In order for such a review to
occur, the appellant must complete and sign this form. Additionally, the appeal in question must meet
the following criteria:

1. The cost of service in question must exceed $300;

2. The appeal must be filed within 30 days of the final adverse decision by the MCHIP;

3. The MCHIP’s internal appeal process must have been exhausted (except for expedited
reviews); and

4. A 850 filing fee must be submitted with this form by check or money order made payable to
the Treasurer of Virginia. This fee may be waived or refunded if it can be demonstrated that
paying the fee constitutes a financial hardship to the covered person (see item 6 7 on the
following page); and is refundable if the appeal is not accepted for review.

Additional instructions and definitions of key terms for completing this form are attached. If you have
questions while completing this form or if you have questions that are not addressed in the instruction
form, you may contact The Office of the Managed Care Ombudsman toll free at (877) 310-6560, or locally
at (804) 371-9032, for assistance.

The decision reached as a result of this external review process is binding upon the covered person as
well as the issuer of the covered person’s policy to the same extent that each would be bound by a
judgment entered in a court action at law or in equity.

| request an external review of the MCHIP’s final adverse decision by an impartial health entity as
chosen by the Bureau of Insurance. | certify that the covered person’s MCHIP’s internal appeals have
been exhausted or that the reqmrements for an expedlted rewew have been met. l—enelese—eep;es—ef—au

(Please type or print clearly all requested information in the speces provided, or use additional pages, if
necessary.)

1. Name of the Covered Person:
Address:

City: State: Zip:
Daytime Phone Number(s):
Date of Birth: Sex:
ID# (Policy or Certificate Number):

' Words in bold type are defined key terms.
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2.

If you are an appellant other than the covered person, please tell us your name and what your
relationship is with the covered person:

3. Complete Name of MCHIP:
Address:
City: State: Zip:
Phone Number:(___)
Is this health coverage provided through an employer? O Yes O No
If yes, please provide the employer’'s name, address, and telephone number:
{s-this-a-self-funded-plan?2— B Yes B Neo
Thi A ; i ;
4. On a separate sheet of paper, please describe the situation you are seeking help with and describe
the service(s) or procedure(s) in question:
Please send us a copy of the Ietter |nform|ng the covered person of the MCHIP s final adverse
deCIswn

5. Are you requesting an expedited review? [ Yes O No

If yes, please provide documentation that the covered person'’s situation involves an emergency
medical condition.

6. a. In the opinion of the covered person’s health care provider, is the covered person’s condition
terminal without this treatment? O Yes O No If Yes, continue to b. __If No, skip to
question 7.

b. Has the requested treatment already been provided? O Yes 0O No If Yes. skip to
question 7. _If No, continue to c.

c. Do you plan to delay the treatment requested while awaiting this external appeal decision?
O Yes 0O No

6.7 Are you requesting a waiver of the $50 filing fee? O Yes
O No

If yes, please provide the reason and documentation to support the claim that paying the $50 filing
fee would cause financial hardship to the covered person.

7-8. The estimated total cost of the denied services to the appellant covered person: $
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AUTHORIZATION

| understand and agree that a copy of this form and any information | provide may be forwarded to the
MCHIP and to the impartial health entity.

Signature of Appellant (if not the Covered Person) Date

Signature of Covered Person or Other Authorized Signature Date
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State Corporation Commission
Bureau of Insurance
External Appeals
P.O. Box 1157
Richmond, VA 23218
(804) 371-9913

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

This authorization must be signed by (i) the covered person; (ii) the covered person’s parent, legal
guardian, legal custodian, or other individual authorized by law to act on behalf of the covered
person, if the covered person is a minor; (iii) the covered person's spouse, parent, committee,
legal guardian, or other individual authorized by law to act on behalf of the covered person, if the
covered person is not a minor but is incompetent or incapacitated; or (iv) the covered person’s
treating health care provider acting with the consent of the covered person, the covered person’s
parent, quardian, legal custodian, or other individual authorized by law to act on behalf of the
covered person, if the covered person is a minor, or the covered person’s spouse, parent,
committee, legal guardian or other individual authorized by law to act on behalf of the covered
person, if the covered person is not a minor but is incompetent or incapacitated.

Any health care provider of services or supplies, insurance company, or any other organization, institution
or person that has a record or knowledge regarding the covered person named below and such person's
health, is hereby authorized to furnish to the Bureau of Insurance, or its designated impartial health entity,
information concerning services or supplies provided or proposed to be provided to such covered person.

If | am not the covered person listed below, | hereby certify that | am authorized by law to execute this
authorization on the covered person’s behalf.

This authorization is given for the purpose of conducting an external review of a final adverse decision
made by a utilization review entity. This authorization is valid for 90 days from the date below.

Printed Name of Covered Person:

Social Security # of Covered Person:

Covered Person’s Date of Birth:

Signature of Covered Person:

Date:

OR

Other Authorized Signature:

Date:
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