Date: -

Mental Health and Substance Use Disorder Périgg Disclosure Request

To: ' [Insert name of the health plan or issuer]

(If you are a provider or another representative who is authorized to requést information for
the individual enrolled in the plan, complete this section.)

I am an authorized representative requesting information for the following individual enrolled in
the plan:

Attached to this request is an authorization signed by the enrollee.

(Check the box to indicate whether your request is for general information or spec:f c
information related to your claim or denial for benefits.)

General Information Request

0O Iam requesting information concerning the plan’s treatment limitations related to
coverage for:

O Mental health and substance use disorder benefits, generally.
O The following specific treatment for my condition or disorder:

Claim/Denial Information Request

0O Iwasnotifiedon - _[Insert date of denial] that a claim for coverage of treatment
for_ - ' [Insert mental health condition or substance use disorder] was,
or may be, denied or restricted for the following reason(s) shown immediately below:

(Based on your understanding of the denial of, limitation on, or reduction in coverage, check
all that apply) :

o I'was advised that the treatment was not medically necessary.

"o Iwas advised that the treatment was experimental or investigational;



o The plan requires authorization before it will cover the treatment;

o The plan requires ongoing authorizations before it will cover my continued
treatment.

o The plan is requiring me to try a different treatment before authorizing the
treatment that my doctor recommends.

o The plan will not authorize any more treatments based on the fact that I failed to
complete a prior course of treatment.

o The plan’s prescription drug formulary design will not cover the medication my
doctor is prescribing. :

o My plan covers my mental health or substance use disorder treatment, but does
not have any reasonably accessible in-network providers for that treatment.

o Iam not sure how my plan calculates payment for out-of-network services, such
as its methods for determining usual, customary and reasonable charges, complies
with parity protections.

o Other: (Specify basis for denial of, limitation on, or reduction in coverage):

Because my health coverage is subject to the parity protections, treatment limits cannot be
applied to mental health and substance use disorder benefits unless those limits are comparable

-to limits applied to medical and surgical benefits. Therefore, for the limitations or terms of the
benefit plan specified above, within thirty (30) calendar days of the date appearing on this
request, I request that the plan:

1. Provide the specific plan language regarding the limitation and identify all of the
medical/surgical and mental health and substance use disorder benefits to which it apphes
in the relevant benefit cla551ﬁcat10n

2. Identify the factors used in the development of the limitation (examples of factors
include, but are not limited to, excessive utilization, recent medical cost escalation, high
variability in cost for each episode of care, and safety and effectiveness of treatment);

3. Identify the evidentiary standards used to evaluate the factors. Examples include, but
are not limited to, the following:



e Excessive utilization as defined by two standard deviations above
average utilization per episode of care;

¢ Recent medical cost escalation as defined by medical costs for certain
services increasing 10% or more per year for 2 years;

- High variability in cost per episode of care as defined by episodes of
outpatient care being 2 standard deviations higher in total costs than the
average cost per episode 20% or more of the time in a 12-month period; and

o Safety and efficacy of treatment modality as defined by 2 random
clinical trials required to establish a treatment is not experimental or
investigational;

4. Identify the methods and analysis used in the development of the limitation; and

5. Provide any evidence and documentation to establish that the limitation is applied no
more stringently, as written and in operation, to mental health and substance use disorder
benefits than to medical and surgical benefits.

(Complete this section for all requests)

Printed Name of Individual Enrolled in the Plan or his or her Authorized Representative

I am an authorized repfeééntative requesting information for the following individual enrolled in
the plan:

Attached to this request is an authorization signed by the enrollee.

Signature of Individual Enrolled in the Plan or his or her Authorized Representative

Member Number (number assigned to the enrolled individual by the Plan)

Address

Date

E-mail address (if email is a preferred method of contact)



