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Exhibit 5-15

Request for Information Model Cover Letter

YOUR LETTERHEAD

Date of Notice
Name of Inquirer

Address

City, State, and Zip Code

Dear (Name of Inquirer):

The (PRO name) is the Peer Review Organization (PRO) authorized by the Medicare program to review medical services provided to Medicare patients in the State of           .  You may already know, we review written complaints about the quality of Medicare services received by Medicare patients. Our responsibilities include a review of medical records to determine whether services meet medically acceptable standards of services, are medically necessary, and are delivered in the most appropriate setting.  Where quality concerns are identified, we provide education and feedback to practitioners/attending physicians and other medical personnel to improve the quality of services received.

Select A or B below:
A.
When written inquiry is received use:

We have received your written inquiry of (date) concerning (restate the specifics of the complaint). Before we can review your concerns, we need you to provide additional written information. 

B.
When telephone inquiry is received use:

We have received your telephone inquiry of (date) concerning (restate the specifics of the complaint). Before we can review your concerns, we need you to send us your written inquiry clearly stating your concerns. We also need you to provide additional information.

Please complete the enclosed form and place it in the stamped addressed envelope we have provided.  Complete all sections indicated on the form, including your signature and the date it was signed. Return that enclosed form to us as soon as possible.

If you have any questions or would like assistance in filling out the enclosed form, please contact us at:

(PRO Contact Person)

(PRO Name)

(PRO Address)

(PRO Telephone Number)

(Include toll-free number, if different)

Sincerely yours,

Enclosure: (See Exhibit 5-16.)
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Exhibit 5-16

Request for Information Model Form
TO CONDUCT OUR REVIEW WE NEED ADDITIONAL INFORMATION 

I.
IDENTIFYING INFORMATION 

(The PRO supplies this information.)

Please read this information carefully and make any necessary corrections.

Name of Inquirer:                                                                                                                  

Street:                                                                                                                               

City:                                                          State:                                          Zip:               
Phone Number:  (          )                                          Date of Contact:                                
Name of Beneficiary:                                                                                                         
Beneficiary's Medicare HIC Number:                                                                                 

Provider/Facility Name:                                              Dates of Service:                             
II.
INFORMATION NEEDED
(The PRO may insert the appropriate paragraph(s) based on the information needed. Use type face no smaller than 12 points.)

III.
SUMMARY OF CONCERNS

(The PRO may use this paragraph to follow-up in writing when you have received an inquiry by telephone.)  (See §5010.A.1.)

Your concern(s) must be sent to us in writing.  To help you, we have summarized the information you gave us over the telephone.  Please review our summary and make any changes you believe are necessary.  You may add additional information to our summary.
IV.
REQUEST FOR ADDITIONAL INFORMATION
(The PRO may use this lead sentence to begin your paragraph requesting specific additional information.)

In order to begin our review, we also need additional information from you.  Please provide the following:

V.
CONSENT TO REFER YOUR CONCERN(S)
(The PRO may use this paragraph to request the inquirer's consent prior to referring the concern(s) to another entity for review.)  (See §5020.B.1.)

After we begin our review of your concern(s), we may encounter issues we are unable to address.  If so, we may refer your concern(s) to the appropriate agency to address those issues (for example, the Medicare contractor that pays claims).  We will not refer your inquiry without your permission; therefore, please check one of the choices below.

YES             , if necessary, you may refer my inquiry.


NO             , you may not refer my inquiry.
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Exhibit 5-16 (Cont.)

Request for Information Model Form

VI.
CONSENT TO DISCLOSE YOUR IDENTITY 

(The PRO may use these paragraphs to request consent to disclose the inquirer’s identity.)  (See §5050.D.)

A.
Review:  Without your consent, we will not reveal your name to the practitioner(s) (or

provider(s)) involved in your concern(s) during our review.  Also, we will not disclose that the medical records are being reviewed. 

However, when our review is completed, but before we can send you our final response detailing our review findings, we are required by law to:

1.
Send a copy of the proposed disclosure to the involved practitioner and/or provider for review and comment; and

2.
Obtain the involved practitioner’s consent to release information that explicitly or implicitly identifies him/her.     

This required action would of necessity reveal your identity. 

B.
Release of Findings: To avoid having your identity revealed, you can choose to receive only a general response from us stating that we have completed our review.   

Even if you consent to disclose your identity and request a final response that discusses the detailed outcome of our review; the practitioner may choose not to give consent to release information that explicitly or implicitly identifies him/her.  In this case, you would receive a response that includes as much information responsive to your complaint as may otherwise be provided. 

Please use a check mark below to indicate YES or NO: 

YES             , send a detailed final response to me.  I understand that my identity may be revealed and that any involved doctor(s) may still not consent to disclose information that identifies him/her.  If this happens, I understand that I will receive a response that includes as much information responsive to my complaint as may otherwise be provided. 


NO             , send only a general response to me.  I do not want my identity revealed.
Rev. 84
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Exhibit 5-16 (Cont.)

Request for Information Model Form
VII.
DESIGNATION OF A REPRESENTATIVE
(The PRO may use this paragraph to inform an inquirer that the beneficiary must designate him (or her) as the representative.)  (See §5010.B.1.)

If you are acting on behalf of the beneficiary, that person must designate you as representative before we can review your concern(s) on their behalf.  To designate you as their representative, the beneficiary (Beneficiary’s Name) must complete the following:

I,                                             designate _________________________

   (Beneficiary’s Name--Print)               (Representative’s Name--Print)

who is my                                      , to represent me in this matter.  I understand that once I

                           (State Relationship)

 designate a representative, all following correspondence will be sent to my representative.

_________________________________________
____________________________                                                                                                                                                                                    (Beneficiary’s Signature)                                          
          (Date)

VIII.
LEGAL AUTHORIZATION
(The PRO may use this paragraph to request a copy of the document(s).)

We must have documentation that you are legally authorized to act on behalf of (Beneficiary’s Name).  Please provide a copy of the document granting you this authority (e.g., general or durable power of attorney).


5-74
Rev. 84 

Exhibit 5-16 (Cont.)

 Request for Information Model Form

IX.
RELATIONSHIP TO BENEFICIARY

(The PRO may use these data to establish the inquirer's relationship when the beneficiary is deceased. See §10010.F.)

We need to know your relationship to (Deceased Name).  Please check the appropriate box below.


o                      Executor of estate. 


o                      Administrator of estate (no executor). 


o                      Surviving spouse (no will probated).


o                      Next-of-kin (specify relationship).


o Other (specify):

X.
SIGNATURE

Please sign and date this form below:

I,                                                                                         , affirm that this information is accurate.

                 (Print Name)
                                                                                                                                                            

(Your signature)




    (Date)
Rev. 84
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Exhibit 5-17

Final Response to Inquirer Model Notice
(Concern Involved Practitioner*)

YOUR LETTERHEAD

Date of Notice:                                                               

Name of Beneficiary (or Representative):

Address:

City, State, and Zip Code:

(PRO will show HIC #, Provider Name, Provider Number, Date of Admission/Service, and Medical Record Number to the letter.)

Dear (Name of Beneficiary or Representative):

The (PRO name) is the Peer Review Organization (PRO) authorized by the Medicare program to review medical services provided to Medicare patients in the State of           .  We review written complaints about the quality of Medicare services received by Medicare patients.  Our responsibilities include a review of medical records to determine whether services meet medically acceptable standards of services, are medically necessary, and are delivered in the most appropriate setting. Where quality concerns are identified, we provide education and feedback to practitioners/attending physicians and other medical personnel to improve the quality of services received.

Based on your initial written concern(s) received on (date), our PRO physicians reviewed the medical records regarding the services (you or name of beneficiary) received on (date) (at name of facility or by name of facility).  You were concerned about (restate the specifics of the complaint. Include all issues raised by the complainant).

Insert A,  B, or C below:

A.
Beneficiary (or representative) Does Not Consent to Disclosure of Beneficiary’s Identity:  When the beneficiary (or representative) does not consent to disclosure, include the following:

We have carefully examined your concern(s) and conducted a through review of the medical records pertaining to the services that (you or name of beneficiary) received.  Federal regulations require us to provide a period of review and comment to the involved practitioner and to secure the involved practitioner’s consent to disclose information to you that identifies him/her.  Since you have informed us that you do not want your identity (or the beneficiary’s identity) disclosed, we are providing you with a general response stating that we have completed our review.  This does not necessarily mean that we found a problem with the services (you or name of beneficiary) received. However, we will take appropriate action if warranted by our review findings.


B.
Beneficiary (or representative) Consents to Disclosure of Beneficiary’s Identity but Involved Practitioner Does Not Consent to Disclosure to the Inquirer:  When the involved practitioner does not consent to disclosure of information that explicitly or implicitly identifies him/her, include the following:
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Exhibit 5-17 (Cont.)

Final Response to Inquirer Model Notice
(Concern Involved Practitioner*)

We have carefully examined your concern(s) and conducted a thorough review of the medical records pertaining to the services that (you or name of beneficiary) received.  Federal regulations 

prohibit us from releasing information that identifies the involved practitioner without his or her consent.  Because the involved practitioner did not give (his or her) consent, we are unable to release information that would explicitly or implicitly identify him/her.  This does not necessarily mean that we found a problem with the services (you or name of beneficiary) received.  However, we will take appropriate action if warranted by our review findings.

(NOTE:  In those cases where the attending physician renders an opinion that direct disclosure could harm the beneficiary, explain why the response is being released to a representative rather than the beneficiary.)


C.
Beneficiary (or representative) Consents to Disclosure of Beneficiary’s Identity and Involved Practitioner Consents to Disclosure to the Inquirer: When the involved practitioner consents to disclosure of information that identifies him/her, include the following:

Before reaching our decision, we gave (name of involved practitioner/attending physician) an opportunity to review our response concerning the services (you or name the beneficiary) received. (If appropriate, include:  "Attached is a copy of (his or her) comments.")

After a thorough review of (your or name of beneficiary) medical record and any additional information provided by (name of involved practitioner/attending physician), we have determined that the services (you or name of beneficiary) received ( "did not meet professionally recognized standards of quality" or "did meet professionally recognized standards of quality").  Specifically: (Give a complete fact-specific summary of your review findings keeping in mind that you cannot disclose information that explicitly or implicitly identifies a practitioner, PRO reviewer, or patient who has not consented to disclosure.)

Please note that the information concerning (name of practitioner/attending physician) contained in this letter is confidential and cannot be given out to anyone else, unless that practitioner’s identity is not disclosed or (he/she) has given consent.


(NOTE:  In those cases where the attending physician renders an opinion that direct disclosure could harm the beneficiary, explain why the response is being released to a representative rather than the beneficiary.)

After selecting A, B, or C, above, Continue With the Following:
(If the PRO confirmed a quality concern, insert the following:  We share your concern about the quality of services (you or name of beneficiary) received and will initiate the following action: (Summarize the PROs’ action in handling the concern but ensure that you do not disclose information that explicitly or implicitly identifies a practitioner, PRO reviewer, or patient who has not consented to disclosure).)

If (you or name of beneficiary) have (has) other concerns regarding this matter, please contact:

Beneficiary Complaint Contact Person

Name of PRO

Address (including zip code)

Telephone Number (include toll-free number, if different)
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Exhibit 5-17 (Cont.)

Final Response to Inquirer Model Notice
(Concern Involved Practitioner*)

Sincerely yours,

                                                               Designated Physician

(include title)

Enclosures:  (Include involved practitioner(s)/attending physician(s) and or provider(s) comments, and informational material, when applicable and appropriate.)

* For a complaint that involves a provider and one or more practitioners, follow the guidelines in section 5035 E and prepare one response using appropriate language from both Exhibits 5-17 and 5-18.  
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Exhibit 5-18

Final Response to Inquirer Model Notice
(Concern Involved Provider (Facility)*)

YOUR LETTERHEAD

 Date of Notice:                                                                     

 Name of Beneficiary (or Representative):

 Address:

 City, State, and Zip Code:


(PRO will show HIC #, Provider Name, Provider Number, Date of Admission/Service, and Medical Record Number at the end of the letter.)

Dear (Name of Beneficiary or Representative):

The (PRO name) is the Peer Review Organization (PRO) authorized by the Medicare program to review medical services provided to Medicare patients in the State of           .  We review medical records to determine if the services meet medically acceptable standards of services, are medically necessary, and are delivered in the most appropriate setting. We also review written inquiries about the quality of Medicare services received by Medicare patients.  Where quality concerns are identified, PROs are to provide education and feedback to providers and their medical staffs to improve the quality of services received in those facilities.

In response to (you or name of beneficiary) initial written concern, our PRO physicians have reviewed the medical records concerning the services (you or name of beneficiary) received on (date) (at name of facility or by name of facility).  (You were or name of representative was) concerned about (restate the specifics of the complaint.  Include all issues raised by the inquirer).

As required by Federal regulations, prior to reaching our decision we gave (name of facility) an opportunity to discuss the services (you or name of beneficiary) received.  (If appropriate include: "Attached is a copy of their comments.")

After a thorough review of your medical records and any additional information provided by the facility, we determined that the services (you or name of beneficiary) received ("did not meet professionally recognized standards of quality" or "did meet professionally recognized standards of quality").  Specifically:  (Give a complete fact-specific  summary of your review findings.) 
(NOTE:  Provider-specific information is non-confidential, except as specified in 42 CFR 480.101(b) (definition of confidential information), and disclosable as long as it does not explicitly or implicitly identify a practitioner, PRO reviewer, or patient who has not consented to disclosure).
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Final Response to Inquirer Model Notice
(Concern Involved Provider (Facility)*)

(If the PRO confirmed a quality concern insert the following:) We share (your or name of beneficiary) concern about the quality of services (you or name of beneficiary) received and will initiate the following action:  (Summarize the PROs' actions in handling the complaint but ensure that you do not disclose information that explicitly or implicitly identifies a practitioner, a PRO reviewer, or a patient who has not consented to disclosure).)

If (you or name of beneficiary) have (has) other concerns regarding this matter, please contact us:


Beneficiary Complaint Contact Person


Name of PRO


Address (including zip code)


Telephone Number (include toll-free number, if different)
Sincerely yours,

Designated Physician

(include title)

Enclosures:  (Provider comments, when applicable; and informational material, when appropriate.)


* For a complaint that involves a provider and one or more practitioners, follow the guidelines in section 5035 E and prepare one response using appropriate language from both Exhibits 5-17 and 5-18.  
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Exhibit 5-19

Beneficiary Complaint Timetable for Retrospective Review
(FFS and Managed Care)


CALENDAR DAYS TO COMPLETE

REVIEW SCENARIOS
Acknowledge Complaint/ Request Medical Records
Receive Medical Records*
Complete Review
Provide Opportunity for Discussion
Complete Review
Provide Opportunity for

Re-Review 
Complete Re-Review
Provide Notice of Disclosure
Respond to Complaint
Total Days

No Quality Concern Found


5
30
15
NA
NA
NA
NA
30
5
85

Quality Concern Resolved


5
30
15
20
15
NA
NA
30
5
120

Quality Concern Confirmed,

 Re-Review Not Requested
5
30
15
20
15
30
NA
30
5
150

Quality Concern Confirmed,

 Re-Review Requested
5
30
15
20
15
30
15
30
5
165

*If documentation is incomplete or illegible, allow an additional 15 days for submission of requested information.  Total time frame will    increase accordingly.
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Exhibit 5-20
Beneficiary Complaint Timetable for Concurrent Review
(FFS and Managed Care)


CALENDAR DAYS TO COMPLETE

REVIEW SCENARIOS
Acknowledge Complaint/

Request Medical Records*
Receive Medical Records*
Complete Review*
Provide Opportunity for

Re-Review 
Complete Re-Review
Provide Notice of Disclosure
Respond to Complaint
Total Days

No Quality Concern Found


1
1
1
NA
NA
30
5
38

Quality Concern Confirmed,

 Re-Review Not Requested
1
1
1**
30
NA
30
5
68

Quality Concern Confirmed,

 Re-Review Requested
1
1
1**
30
15
30
5
83

*Represents full working days.

**Includes opportunity for discussion.
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