MCC 7a.5 [Initial Medical Necessity Denial of New Svc upon reconsideratio–amt. not specified]


MCC Letterhead

Enrollee Name






<Date of Notice>
Address

Address 2

City, State, Zip


You filed a TennCare appeal for: 

· < type of service denied>.
The doctor who asked for this care is <prescriber name>.  Your doctor didn’t tell us how much of this care you need.
<MCC> won’t pay for this care for you.

[If this is a service—NOT R&B—appeal AND there is a covered, medically necessary alternative to the denied service, complete the following.  If N/A, delete text to line below.]

But, if your doctor orders it, <MCC> will pay for this care for you: 

· <amount and type of service approved>.
If your doctor orders it, we think this care is medically necessary.  And, we think it will work for your health problem.
Why we won’t pay for <type of service denied>:
TennCare only pays for care that is medically necessary.  

<MCC> has guidelines that say when <type of service> is medically necessary.  To get <type of service> paid for by <MCC>, you must meet those guidelines.  To get a copy of the guidelines, call us at <MCC phone number>.
<Clinician Name> at <MCC> looked at these medical records to decide if this care is medically necessary for you: <medical record source citation>. 

You don’t meet all of the guidelines for <type of service>.  Here are the guidelines that you don’t meet:
<Specify in easy-to-understand language each guideline that is not met and explain why each applicable guideline is not met by this member.>
We told <prescriber name> which guidelines you don’t meet.  We asked for more facts that show you meet the guidelines or why this care is medically necessary.  

[Complete appropriate option; delete unused option.]

[Option 1:]  <Prescriber name> didn’t give us any more facts.

[Option 2:]  <Prescriber name> said <detail in easy-to-understand language the additional information provided by the prescriber and why applicable guidelines are still not met.>

Because you don’t meet these guidelines, we don’t think this care is medically necessary for you.

Why the care is not medically necessary:

<Specify what prong(s) of medical necessity definition are not met (select from below) AND explain why each applicable prong is not met by this member. Delete prongs (including legal citations) that are not applicable.>

Your doctor did not say you need this care [TennCare Rule 1200-13-16-.05(1)(a)].  

The reason you want this care is not to diagnose or treat a medical problem 
[TennCare Rules 1200-13-16-.05(1)(b) and 1200-13-16-.05(2)-(4)].  

The care is not safe and effective 
[TennCare Rules 1200-13-16-.05(1)(c) and 1200-13-16-.05(5)]. 

The care is experimental or investigational. (That means there’s not enough proof that it’s safe and that it works for the kind of problem you have.) 
[TennCare Rules 1200-13-16-.05(1)(d) and 1200-13-16-.05(6)]
The care is not the least costly way to diagnose or treat your problem that will work [TennCare Rules 1200-13-16-.05(1)(e) and 1200-13-16-.05(7)].  

Federal and State law and the TennCare Rules say we can only pay for care that is medically necessary [Amendment to the TennCare II Demonstration Project extension, approved October 5, 2007; TennCare Rules 1200-13-16-.02 and 1200-13-16-.06(11)].  

[If this is a service—NOT R&B—appeal AND least costly prong not met, complete the following.  If alternative is non-covered (and therefore not listed on p. 1), identify first here.  Then select appropriate option; delete unused options. If N/A, delete text to marker below.]
We asked <prescriber name> to tell us why <type of service approved/non-covered alternative> won’t work for you.  

[Option 1:]  

<Prescriber name> didn’t say that you’ve tried this care or that it won’t work for you.  

[Option 2:]  

<Prescriber name> said <detail in easy-to-understand language the additional information provided by the prescriber and why you still believe the alternative care is appropriate.> 

[Option 3:]  

<Prescriber name> agrees that this is the right care for you. 
>>>>>

Do you have questions?  Call us at <MCC phone number>. You may also want to talk to your doctor.

Does your doctor want to talk to someone about this decision?  Your doctor can call <Practitioner reviewer name> at <Practitioner reviewer number>.  

You already filed an appeal about this care.  TennCare will keep working that appeal.  When you appeal, you’re asking to tell a judge the mistake you think TennCare made. It’s called a fair hearing. 

To get a fair hearing about this care, you don’t have to appeal again.  TennCare will send you a letter that says when your fair hearing will be.  
Do you need help with this letter? Is it because you have a health, mental health, or learning problem or a disability?  Or, do you need help in another language?  If so, you have a right to get help, and TennCare can help you.  Call TennCare Solutions at 1-800-878-3192.  
· Do you have a mental illness and need help with this letter?  


The TennCare Advocacy Program can help you.


Call them for free at 1-800-758-1638.
· If you have a hearing or speech problem you can call us on a TTY/TDD machine.


Our TTY/TDD number is 1-866-771-7043.
¿Habla español y necesita ayuda con esta carta? Llámenos gratis al 1-800-878-3192.
We do not allow unfair treatment in TennCare. No one is treated in a different way because of race, color, birthplace, religion, language, sex, age, or disability. Do you think you’ve been treated unfairly? Do you have more questions or need more help? If you think you’ve been treated unfairly, call the Family Assistance Service Center for free at 1-866-311-4287.  In Nashville call 743-2000. 
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