





Exhibit 7-4

Time Table for Complaints and Grievances

	Contact Type
	Acknowledge Complaint
	Investigation, Review, and Make Initial Determination
	Notice of Disclosure to Provider & Request for Provider Comment
	Final 

Report/

Letter
	Total Days

	Complaint 

(verbal)
	Acknowledge Complaint & describe complaint/grievance process during first contact


	Gather information & try to resolve the complaint as quickly as possible
	Letter not required.
	Follow-up by phone or letter as appropriate
	Usually 

1 – 90 days

plus 

follow-up as necessary

	Complaint (written)
	Letter of acknowledgement

Sent within

5 business days from receipt of complaint letter.


	Gather information &try to resolve the complaint as quickly as possible
	Letter not required.
	Follow-up by phone or letter as appropriate
	Usually 

1 – 90 days plus 

follow-up as needed.

	Complaint 

that becomes a grievance
	Letter of acknowledgement sent within 5 business days from the time a complaint becomes a grievance


	Up to 50 calendar days for intake and resolution
	30 days (includes response time from the provider)
	5 days after 30 day response time –

letter sent to grievant
	Up to 90 days plus follow-up as needed

	Grievance
	Letter of acknowledgement sent within 5 business days from receipt of grievance


	Up to 50 calendar days for intake and resolution
	30 days (includes response time from the provider)
	5 days after 30 day response time –

letter sent to grievant
	Up to 90 days plus follow-up as needed

	Life 

Threatening

Situation


	Forward to SA within 24 hours of receipt or determination and notify complainant/ grievant


	If unsure of complaint validity gather information and make referral if appropriate
	N/A
	N/A


	24 Hours

	
	Plan Submission
	Network Approval
	Plan Implementation
	IP Completed & Evaluated
	Follow-up

	Improvement Plan
	15 Calendar days from determination of need


	Up to 30 Calendar days
	Within 15 calendar days of approval


	Usually 30 calendar days after initiation
	1-3 months

As appropriate


All complaints should be handled as quickly as possible.  Whenever possible the time frame should be shortened, with the exception of the time allowed for the notice of determination to the provider. Do not shorten the time allowed for the provider/facility response, unless a response is received prior to the end of the 30 day period and no follow-up is needed.
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Model Response Letter of Acknowledgement of a Written Complaint/Grievance



(Your Letterhead)


(Date)

(Name of Complainant/Grievant)

(Address)

(City, State, and Zip Code)


Dear (Name of Complainant/Grievant):


We have received your complaint/grievance of (date) concerning (restate the complaint/ grievance).  We will begin our investigation.  However, we need to know whether we have your permission to use your name while investigating and trying to resolve your complaint.  We have enclosed a consent form.  Please complete all sections indicated on the form and return it to us using the enclosed addressed envelope.  You may also call us with the requested information.  The Network phone number is (Network phone number).  Please contact us as soon as possible either by phone or in writing.  If you choose to complete the sections indicated on the form, be sure to sign and date the form before returning it to us.


The (Network Name) is the End Stage Renal Disease Network Organization authorized by the Medicare Program to receive, investigate, and when possible resolve complaints made by or on behalf of Medicare beneficiaries in the State(s) of (name state(s)).  The Network responsibilities include collecting the available information to determine the nature and extent of a problem and/or whether the services you received met medically acceptable standards.  When quality of care concerns are identified, we either request the facility to carry out a corrective action plan or we ask the State Survey Agency to look into your problem and take appropriate action.


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



(Network Contact Person)

(Network Name)

(Network Address)

(Network Telephone Number)

(Include toll-free number, if different)


Sincerely,
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Consent to Disclose Identity – Model Form


(To Be Used If Verbal Authorization Has Not Been Given)


CONSENT TO DISCLOSE YOUR IDENTITY


(Name of Requesting Network) will not reveal your name to the facility, doctor or provider involved in your (complaint or grievance as appropriate) without your consent.  Your (complaint or grievance) will be handled as an anonymous (complaint or grievance) if we cannot use your name.  An anonymous (complaint or grievance) is more difficult to investigate, and may prevent your concerns from being fully addressed.  The choice is, however, yours.


It is important for you to know that it is unlawful for a facility or its staff to retaliate against a patient or complainant for filing a complaint or grievance.  If at any time you should feel that you are being discriminated against, please contact us (your Network name) or your State survey agency immediately.


Insert wording below if this form is being sent to a grievant:


When our inquiry is complete, before we send you our final response explaining our findings; we are required by law to:


1. Send a copy of those findings to the involved facility, doctor and/or provider for their review and comment; and

2. Obtain permission from the doctor to use his/her name in the letter that we write to you.


To avoid having your identity revealed, you can choose to receive a general response from us stating that we have completed our review.  This general response would not discuss the outcomes of the review, but would serve to protect your identity.


------------------------------------- Cut on this line ------------------------------------------------------------



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



· YES, my identity may be revealed during the investigation of my grievance.  (If this consent form is in response to a grievance add:  Please send me a grievance report letter).


· NO, I do NOT want my identity revealed during the investigation of my (complaint or grievance).  (If this consent form is in response to a grievance add:  Please, send me a general notice.)



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

(Signature )                                                                   (Date)

---------------------------------------------------------------------------------------------------------------------              (Print Your Name)                                                         (Date)
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Designation of a Representative – Model Form


(The Network may use this form to inform an inquirer that the beneficiary may designate him or her as a representative.  (See §790))


If you are acting as a personal representative of a living beneficiary who has filed a complaint or grievance with (name of the ESRD Network) (known as the Network). The Network must receive written authorization from the beneficiary designating you as his/her personal representative or you may provide a copy of a court order designating you as Guardian.  You may send the Network a copy of the document appointing you the beneficiary\’s representative or the completed form below with the beneficiary designating you as his/her representative.


I,___________________________ designate______________________________

   (Beneficiary’s Name – Print)



     (Personal Representative’s Name – Print)


who is my _____________________________, to represent me in the matter 




(State Relationship to Beneficiary)


stated below.  I understand that once I designate a personal representative they will 


communicate with the Network and will act on my behalf in regard to the 


complaint/ grievance that I have made concerning:



(State the complaint/grievance)








I understand that if I file a complaint and use the informal process, the Network will communicate with my personal representative.  If I file a grievance, the outcome letter written in response to my grievance will be sent to my representative.  It will be the responsibility of my representative to share the outcome letter with me.



(Beneficiary’s Signature)







(Date)




(Witness’ Name)








(Date)
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Final Response to Grievant – Model Letter

YOUR LETTERHEAD


Date of Final Report:


Name of Beneficiary (or Personal Representative):


Address:


City, State, and Zip Code:


Dear (Name of Beneficiary or Personal Representative):


The (Network Name) is the End Stage Renal Disease (ESRD) Network Organization authorized by the Medicare Program to receive and to the extent possible, resolve grievances lodged by or on behalf of Medicare ESRD patients in the State of ______________________.  We look into complaints and grievances about the quality of dialysis and transplant services and care provided to Medicare patients or in Medicare certified facilities.  Our responsibilities include discussing the grievance with the involved party(ies), reviewing dialysis facility records, as necessary, and making a determination as to whether the grievance was or was not confirmed and the appropriate action to be taken.  Where quality of care concerns are identified, we provide education and feed back to practitioners and physicians, and may require a quality improvement plan to be developed and carried out by the facility.  In addition, we may refer the grievance to the State Survey Agency for follow-up.


Based on your grievance received on (date), the Network has investigated your grievance regarding the (care/services) (you or the name of the beneficiary as appropriate) received on (date) at (name of the dialysis facility).  You were concerned about (Restate the grievance.  Include issues raised by the grievant.).


Insert A or B below:


A. Involved Practitioner/Physician Does Not Consent to Disclosure to the Inquirer, include the following:


We have carefully examined your concern(s) and conducted a thorough review of the relevant records and information pertaining to the grievance (you or the name of the beneficiary as appropriate) raised.  Federal regulations prohibit us from releasing information about our review without the consent of the involved physician.  Because your physician/practitioner did not give (his or her) consent, we are unable to release specific information about the results of our review.  This does not necessarily mean that we found a problem with the services (you or the name of the beneficiary) received.  However, if warranted by our review, we will take further action to address our findings.


B. Involved Practitioner/Physician Consents to Disclosure to the Inquirer, include the following:


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


B.1.
If the Network finds the grievance was unsubstantiated, insert the following:


After a thorough review of (your or name of the beneficiary) information and the information that we gathered regarding the grievance, we have determined that the grievance you made was not substantiated.  Specifically: (Give a summary of the grievance findings
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Exhibit 7-8 (Cont.)


Final Response to Grievant – Model Letter


keeping in mind that you can not implicitly or explicitly identify the MRB reviewer(s), another practitioner, or another patient without their consent.).



B.2.
If the Network found the grievance to be substantiated, insert the following:


We were able to confirm your grievance about (the quality of services or situation) (you or the name of the beneficiary) (received or experienced) and will initiate the following action:  (Summarize the Network action in handling the grievance and the resulting responsibilities of the involved parties.  Keep in mind that you can not implicitly or explicitly identify the MRB reviewer(s), another practitioner, or another patient without their consent)

C.
If the physician’s/practitioner’s name is used Close with:


Please note that this letter and the information concerning (name of the practitioner/physician) contained in this letter is confidential and cannot be given to anyone else, unless the practitioner/physician gives (his or her) consent to the disclosure.


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


Name of the Network Complaint Contact Person

Name of the Network

Network Address (include zip code)

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


If you have been dissatisfied with the grievance process or the outcome of the process you may contact the State Agency, which is responsible for making sure that the care provided at your facility is safe and in compliance with Medicare requirements. 


Name of a Complaint Contact Person

Name of the appropriate State Survey Agency

Address (include zip code)

Telephone number (including toll-free number, if possible)


You may also contact the Assistant Regional Administrator (ARA) at the Regional Office of the Center for Medicare & Medicaid Services.  The address is:


Name of you ARA

Centers for Medicare & Medicaid Services Region  (Region Number)_

Address (including zip code)

Telephone Number  (toll free- if possible)









Sincerely yours,










Executive Director









(Name of Network)



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