
 
 

Request for Redetermination of Medicare Prescription Drug Denial 
 
 
Because we Molina Healthcare denied your request for coverage of (or payment for) a 
prescription drug, you have the right to ask us for a redetermination (appeal) of our decision.
You have 60 days from the date of our Notice of Denial of Medicare Prescription Drug 
Coverage to ask us for a redetermination.  This form may be sent to us by mail or fax:         

  

 
Address: 
7050 Union Park Center Drive Suite 200
Midvale, Utah 8404

     Fax Number: 
(866) 290-1309    

 
 

You may also ask us for an appeal through our website at MolinaHealthcare.com/Medicare.   
Expedited appeal requests can be made by phone at (800) 665-3086, TTY users may call 
711. October 1 – March 31: 7 days a week, 8 a.m. - 8 p.m., local time, April 1 - September 
30: Monday – Friday, 8 a.m. – 8 p.m., local time.

Who May Make a Request:  Your prescriber may ask us for an appeal on your behalf. If you 
want another individual (such as a family member or friend) to request an appeal for you, that 
individual must be your representative. Contact us to learn how to name a representative. 
 

   

 
 



Enrollee’s Information  

Enrollee’s Name    Date of Birth 

Enrollee’s Address 

City     State          Zip Code 

Phone 

Enrollee’s Member ID Number 

Complete the following section ONLY if the person making this request is not the 
enrollee: 

Requestor’s Name 

Requestor’s Relationship to Enrollee 

Address 

City     State          Zip Code 

Phone 

Representation documentation for appeal requests made by someone other than 
enrollee or the enrollee’s prescriber: 

Attach documentation showing the authority to represent the enrollee (a completed 
Authorization of Representation Form CMS-1696 or a written equivalent) if it was not 
submitted at the coverage determination level.  For more information on appointing 

a representative, contact your plan or 1-800-Medicare. 

Prescription drug you are requesting: 

Name of drug: Strength/quantity/dose: 

Have you purchased the drug pending appeal?   ☐  Yes ☐ No

If “Yes”: 
Date purchased: Amount paid:  $  (attach copy of receipt)   

Name and telephone number of pharmacy: 
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Prescriber's Information 

Name  

Address 

City  State    Zip Code 

Office Phone  Fax 

Office Contact Person 

Important Note:  Expedited Decisions 
If you or your prescriber believe that waiting 7 days for a standard decision could seriously 
harm your life, health, or ability to regain maximum function, you can ask for an expedited 
(fast) decision.  If your prescriber indicates that waiting 7 days could seriously harm your 
health, we will automatically give you a decision within 72 hours.  If you do not obtain your 
prescriber's support for an expedited appeal, we will decide if your case requires a fast 
decision.  You cannot request an expedited appeal if you are asking us to pay you back for a 
drug you already received. 

☐ CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 72 HOURS (if
you have a supporting statement from your prescriber, attach it to this request).

Please explain your reasons for appealing.  Attach additional pages, if necessary.  Attach 
any additional information you believe may help your case, such as a statement from your 
prescriber and relevant medical records.  You may want to refer to the explanation we 
provided in the Notice of Denial of Medicare Prescription Drug Coverage and have your 
prescriber address the Plan’s coverage criteria, if available, as stated in the Plan’s denial 
letter or in other Plan documents.  Input from your prescriber will be needed to explain why 
you cannot meet the Plan’s coverage criteria and/or why the drugs required by the Plan are 
not medically appropriate for you.   

Signature of person requesting the appeal (the enrollee or the representative): 

____________________________________ Date: ___________________ 

 
You can get this document for free in non-English language(s) or other formats, such as 
large print, braille, or audio.  Call (800) 665-3086 TTY: 711. The call is free.

basis of race, ethnicity, national origin, religion, gender, sex, age, mental or physical 
disability, health status, receipt of healthcare, claims experience, medical history, genetic 
information, evidence of insurability, geographic location.

https://www.molinahealthcare.com/members/common/en-US/multi-language-taglines.aspx
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Molina Healthcare complies with applicable Federal civil rights laws and does not discriminate on the 

https://www.molinahealthcare.com/members/common/en-US/multi-language-taglines.aspx




Accessibility Report





		Filename: 

		VA001-2023-SNP-REQUESTFORREDETERMINATION-EN-508_R.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Entrollee's Name: 
	home1: 
	city1: 
	state1: 
	zip1: 
	phone: 
	ID: 
	Requestor’s Relationship to Enrollee: 
	Name of drug: 
	Strength/quantity/dose: 
	Checkbox Here1: Off
	Checkbox Here3: Off
	Date purchased: 
	Amount: 
	Name and telephone number of pharmacy: 
	name2: 
	address11: 
	city33: 
	state12: 
	zip12: 
	phone4: 
	address145: 
	city89: 
	state965: 
	phone48: 
	zip98: 
	Fax Number: 
	name5: 
	Office Contact Person: 
	Checkbox145: Off
	the reasons for appealing: 
	the reasons for appealing2: 
	the reasons for appealing3: 
	dob1: 
	date: 


