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Notice of Medicare Non-Coverage
Patient name:




Patient number:

The Effective Date Coverage of Your Current ______________ 
             Services Will End: _____________________
 SHAPE  \* MERGEFORMAT 



· Your Medicare provider and/or health plan have determined that Medicare probably will not pay for your current {insert type} services after the effective date indicated above.  

· You may have to pay for any services you receive after the above date.

 SHAPE  \* MERGEFORMAT 



Your Right to Appeal This Decision 
· You have the right to an immediate, independent medical review (appeal) of the decision to end Medicare coverage of these services.  Your services will continue during the appeal.
· If you choose to appeal, the independent reviewer will ask for your opinion.  The reviewer also will look at your medical records and/or other relevant information.  You do not have to prepare anything in writing, but you have the right to do so if you wish.  

· If you choose to appeal, you and the independent reviewer will each receive a copy of the detailed explanation about why your coverage for services should not continue.  You will receive this detailed notice only after you request an appeal.

· If you choose to appeal, and the independent reviewer agrees services should no longer be covered after the effective date indicated above;

· Neither Medicare nor your plan will pay for these services after that date.
· If you stop services no later than the effective date indicated above, you will avoid financial liability. 

 SHAPE  \* MERGEFORMAT 



How to Ask For an Immediate Appeal
· You must make your request to your Quality Improvement Organization (also known as a QIO).  A QIO is the independent reviewer authorized by Medicare to review the decision to end these services.  

· Your request for an immediate appeal should be made as soon as possible, but no later than noon of the day before the effective date indicated above. 

· The QIO will notify you of its decision as soon as possible, generally no later than two days after the effective date of this notice if you are in Original Medicare. If you are in a Medicare health plan, the QIO generally will notify you of its decision by the effective date of this notice.

· Call your QIO Livanta at: 787-520-5743
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If You Miss The Deadline to Request An Immediate Appeal, You May Have Other Appeal Rights:
· If you have Original Medicare:  Call the QIO listed on page 1.
· If you belong to a Medicare health plan:  Call your plan at the number given below.
Plan contact information1-800-MEDICARE (1-800-633-4227), or TTY: 1-877-486-2048 for more information about the appeals process. 
 SHAPE  \* MERGEFORMAT 



Plan Contact Information:

Triple-S Advantage
Toll Free Number 1-888-620-1919

TTY/TDD 1-866-620-2520

Mobile 787-421-5134 (weekends and holidays)

     Additional Information (Optional):
 SHAPE  \* MERGEFORMAT 



Please sign below to indicate you received and understood this notice.

I have been notified that coverage of my services will end on the effective date indicated on this notice and that I may appeal this decision by contacting my QIO. 
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 SHAPE  \* MERGEFORMAT 





Signature of Patient or Representative




Date     
Triple-S Advantage, Inc. is a Health Maintenance Organization (HMO) and Preferred Provider Organization (PPO) with a Medicare contract, and a contract with the Puerto Rico Government Health Plan (GHP). Enrollment in Triple-S Advantage, Inc. depends on contract renewal. Triple-S Advantage, Inc. is an independent licensee of BlueCross BlueShield Association.
Triple-S Advantage Inc. cumple con las leyes federales aplicables de derechos civiles y no discrimina en base a raza, color, origen de nacionalidad, edad, discapacidad, o sexo.

Triple-S Advantage Inc.遵守適用的聯邦民權法律規定，不因種族、膚色、民族血統、年齡、殘障或性別而歧視任何人。
Triple-S Advantage Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
ATTENTION:  If you speak English, language assistance services, free of charge, are available to you. Call 1-888-620-1919 (TTY: 1-866-620-2520).

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-888-620-1919 (TTY: 1-866-620-2520）。
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-888-620-1919 (TTY: 1-866-620-2520).
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