Medicare Prescription Drug Plan (Part C)

Appeals Process

The following table provides an overview of the appeals process for the Medicare Advantage (Plan C).  For more information on each level, visit http://www.hhs.gov/omha
	Coverage Determination

The beneficiary requests a coverage determination prior to Level 1 of the appeals process.

The next step has two options:



	Standard Process

Level 1 Appeals:

Reconsideration by Medicare Advantage Plan

Pre Service: 14-day time limit

Request for service : 30 days

Request for payment: 60 days

60 days to file an appeal to Level 2

- - - - - - - - - - - - - - - - - - - -

Level 2 Appeals: Independent Review Entity (IRE)

(Automatic IRE review if plan upholds denial)

Pre-Service 30-day time limit

Payment  60 day Time limit
60 days to file for an appeal to Level 3.
	Expedited Process

Level 1 Appeals:

Expedited Reconsideration by

Medicare Advantage

Plan

Pre-Service:  72-hour time limit
Payment requests cannot be expedited

72 hours to file

60 days to file an appeal to Level 2

- - - - - - - - - - - - - - - - - - - -
Level 2 Appeals: Independent Review Entity (IRE)

(Automatic IRE review if plan upholds denial)

72-hour time limit

Payment requests cannot be expedited
60 days to file for an appeal to Level 3.



	Level 3 Appeals: OMHA - Administrative Law Judge (ALJ)

Amount in controversy = > $110 (2007)*

90 days after request

60 days to file for an appeal to Level 4.



	Level 4 Appeals: Medicare Appeals Council (MAC)

(MAC may decline review)

60 days to file for an appeal to Level 5.



	Level 5 Appeals: Federal District Court

Amount in Controversy => $1130 (2007)*




*The AIC requirement for an ALJ hearing and Federal District Court is adjusted annually in accordance with the medical care component of the Consumer Price Index.
