Section 8. The Disputed Claims Process

You may appeal directly to the Office of Personnel Management (OPM) if we do not follow required claims processes. For
more information about situations in which you are entitled to immediately appeal to OPM, including additional
requirements not listed in Sections 3, 7 and 8 of this brochure, please call your plan’s customer service representative at the
phone number found on your enrollment card, plan brochure, or plan website. If you are a Postal Service annuitant, or their
covered Medicare-eligible family member, enrolled in our Medicare Part D Prescription Drug Plan (PDP) Employer Group
Waiver Plan (EGWP) and you disagree with our pre-service or post-service decision about your prescription drug
benefits, please, follow Medicare's appeals process outlined in Section 8a. Medicare PDP EGWP Disputed Claims Process.

Please follow this Postal Service Health Benefits Program disputed claims process if you disagree with our decision on your
post-service claim (a claim where services, drugs or supplies have already been provided). In Section 3 If you disagree with
our pre-service claim decision, we describe the process you need to follow if you have a claim for services, referrals, drugs or
supplies that must have prior Plan approval, such as inpatient hospital admissions.

To help you prepare your appeal, you may arrange with us to review and copy, free of charge, all relevant materials and Plan
documents under our control relating to your claim, including those that involve any expert review(s) of your claim. To make
your request, please contact our Customer Service Department by writing to Customer Care, PO Box 6018, Cleveland, OH
44101-1018 or calling 800-315-3144 (TTY: 711).

Our reconsideration will take into account all comments, documents, records, and other information submitted by you
relating to the claim, without regard to whether such information was submitted or considered in the initial benefit
determination.

When our initial decision is based (in whole or in part) on a medical judgment (i.e., medical necessity, experimental/
investigational), we will consult with a healthcare professional who has appropriate training and experience in the field of
medicine involved in the medical judgment and who was not involved in making the initial decision.

Our reconsideration will not take into account the initial decision. The review will not be conducted by the same person, or
their subordinate, who made the initial decision.

We will not make our decisions regarding hiring, compensation, termination, promotion, or other similar matters with respect
to any individual (such as a claims adjudicator or medical expert) based upon the likelihood that the individual will support
the denial of benefits.

Step Description

1 Ask us in writing to reconsider our initial decision. You must:
a) Write to us within 6 months from the date of our decision; and

b) Send your request to us at: Member Appeals, Medical Mutual, PO Box 94580, Cleveland, OH
44101-4580; and

c) Include a statement about why you believe our initial decision was wrong, based on specific benefit
provisions in this brochure; and

d) Include copies of documents that support your claim, such as physicians' letters, operative reports, bills,
medical records, and explanation of benefits (EOB) forms.

e) Include your email address (optional for member), if you would like to receive our decision via email.
Please note that by giving us your email, we may be able to provide our decision more quickly.

We will provide you, free of charge and in a timely manner, with any new or additional evidence considered,
relied upon, or generated by us or at our direction in connection with your claim and any new rationale for
our claim decision. We will provide you with this information sufficiently in advance of the date that we are
required to provide you with our reconsideration decision to allow you a reasonable opportunity to respond
to us before that date. However, our failure to provide you with new evidence or rationale in sufficient time
to allow you to timely respond shall not invalidate our decision on reconsideration. You may respond to that
new evidence or rationale at the OPM review stage described in step 4.



Step

Description

In the case of a post-service claim, we have 30 days from the date we receive your request to:
a) Pay the claim or

b) Write to you and maintain our denial or.

c) Ask you or your provider for more information

You or your provider must send the information so that we receive it within 60 days of our request. We will
then decide within 30 more days.

If we do not receive the information within 60 days we will decide within 30 days of the date the information
was due. We will base our decision on the information we already have. We will write to you with our
decision.

If you do not agree with our decision, you may ask OPM to review it.

You must write to OPM within:
» 90 days after the date of our letter upholding our initial decision; or
» 120 days after you first wrote to us -- if we did not answer that request in some way within 30 days; or
» 120 days after we asked for additional information.

Write to OPM at: United States Office of Personnel Management, Healthcare and Insurance, Postal Service
Insurance Operations (PSI0), 1900 E Street, room 3443, NW, Washington, DC 20415-3630.

Send OPM the following information:

» A statement about why you believe our decision was wrong, based on specific benefit provisions in this
brochure;

» Copies of documents that support your claim, such as physicians' letters, operative reports, bills, medical
records, and explanation of benefits (EOB) forms;

 Copies of all letters you sent to us about the claim;
» Copies of all letters we sent to you about the claim; and
* Your daytime phone humber and the best time to call.

» Your email address, if you would like to receive OPM’s decision via email. Please note that by providing
your email address, you may receive OPM’s decision more quickly.

Note: If you want OPM to review more than one claim, you must clearly identify which documents apply to
which claim.

Note: You are the only person who has a right to file a disputed claim with OPM. Parties acting as your
representative, such as medical providers, must include a copy of your specific written consent with the
review request. However, for urgent care claims, a healthcare professional with knowledge of your medical
condition may act as your authorized representative without your express consent.

Note: The above deadlines may be extended if you show that you were unable to meet the deadline because
of reasons beyond your control.

OPM will review your disputed claim request and will use the information it collects from you and us to
decide whether our decision is correct. OPM will send you a final decision or notify you of the status of
OPM’s review within 60 days. There are no other administrative appeals.

If you do not agree with OPM’s decision, your only recourse is to sue. If you decide to file a lawsuit, you
must file the suit against OPM in Federal court by December 31 of the third year after the year in which you
received the disputed services, drugs, or supplies or from the year in which you were denied precertification
or prior approval. This is the only deadline that may not be extended.



OPM may disclose the information it collects during the review process to support their disputed claim
decision. This information will become part of the court record.

You may not file a lawsuit until you have completed the disputed claims process. Further, Federal law
governs your lawsuit, benefits, and payment of benefits. The Federal court will base its review on the record
that was before OPM when OPM decided to uphold or overturn our decision. You may recover only the
amount of benefits in dispute.

Note: If you have a serious or life threatening condition (one that may cause permanent loss of bodily
functions or death if not treated as soon as possible), and you did not indicate that your claim was a claim for
urgent care, then call us at 800-315-3144. We will expedite our review (if we have not yet responded to your
claim); or we will inform OPM so they can quickly review your claim on appeal. You may call OPM’s PSIO
at 202-936-0002 between 8 a.m. and 5 p.m. Eastern Time.

Please remember that we do not make decisions about plan eligibility issues. For example, we do not
determine whether you or a family member is covered under this plan. You must raise eligibility issues with
your Agency personnel/payroll office if you are an employee, your retirement system if you are an annuitant
or the Office of Workers’ Compensation Programs if you are receiving Workers’ Compensation benefits.

Note: If you have a serious or life threatening condition (one that may cause permanent loss of bodily functions or death if
not treated as soon as possible), and you did not indicate that your claim was a claim for urgent care, then call us at
800-315-3144 (TTY: 711). We will expedite our review (if we have not yet responded to your claim); or we will inform OPM
so they can quickly review your claim on appeal. You may call OPM’s PSIO at (202) 936-0002 between 8 a.m. and 5 p.m.
Eastern Time.

Please remember that we do not make decisions about plan eligibility issues. For example, we do not determine whether you
or a family member is covered under this plan. You must raise eligibility issues with your Agency personnel/payroll office if
you are an employee, your retirement system if you are an annuitant or the Office of Workers” Compensation Programs if you
are receiving Workers’ Compensation benefits.

Reminder: If you are a Postal Service annuitant, or their covered Medicare-eligible family member, enrolled in our Medicare
Part D PDP EGWP you may appeal an adverse pre-service or post-service determination through Medicare's appeals process.
See Section 8(a).



Section 8(a). Medicare PDP EGWP Disputed Claims Process

When a claim is denied in whole or in part, you may appeal the denial.
Part D Prescription Drugs
How to ask for a coverage decision or make an appeal

This section tells you what to do if you have problems getting a Part D drug or you want Express Scripts Medicare to
pay you back for a Part D drug

Your benefits include coverage for many prescription drugs. To be covered, the drug must be used for a medically accepted
indication.

This section is about your Part D drugs only.

* If you do not know if a drug is covered or if you meet the rules, you can ask Express Scripts Medicare. Some drugs require
that you get approval from Express Scripts Medicare before we will cover them.

* |If your pharmacy tells you that your prescription cannot be filled as written, the pharmacy will give you a written notice
explaining how to contact Express Scripts Medicare to ask for a coverage decision.

* For more information on asking for coverage decisions or appeals about your Part D prescription drugs, see Express
Scripts Medicare Evidence of Coverage, Chapter 7 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints)).

How to contact us when you are asking for a coverage decision or appeal

A coverage decision is a decision we make about your coverage or about the amount we will pay for your Part D prescription
drugs. An appeal is a formal way of asking us to review and change a coverage decision we have made.

Initial Coverage Reviews for Part D Prescription Drugs and Appeals for Part D Prescription Drugs - Contact
Information

Call:
1-844-374-7377
Calls to this number are free. Our business hours are 24 hours a day, 7 days a week.

TTY:

1-800-716-3231

This number requires special telephone equipment and is only for people who have difficulties with hearing or speaking.
Calls to this number are free. Our business hours are 24 hours a day, 7 days a week.

Fax:
1-877-251-5896

Write:

For Medicare Reviews:
Express Scripts

Attn: Medicare Reviews
P.O. Box 66571

St. Louis, MO 63166-6571

For Medicare Appeals:
Express Scripts

Attn: Medicare Appeals
P.O. Box 66588

St. Louis, MO 63166-6588

Website:
https://www.express-scripts.com
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Step-by-step: How to ask for a coverage decision, including an exception:
Legal Term: A "fast coverage decision" is called an ""expedited coverage determination."
Step 1: Decide if you need a “standard coverage decision” or a “fast coverage decision.”

“Standard coverage decisions” are made within 72 hours after we receive your doctor’s statement. “Fast coverage
decisions” are made within 24 hours after we receive your doctor’s statement.

If your health requires it, ask Express Scripts Medicare to give you a “fast coverage decision.” To get a fast coverage
decision, you must meet two requirements:

* You must be asking for a drug you have not yet received. (You cannot ask for fast coverage decision to be paid back for a
drug you have already bought.)

* Using the standard deadlines could cause serious harm to your health or hurt your ability to function.

* |If your doctor or other prescriber tells Express Scripts Medicare that your health requires a “fast coverage
decision,” we will automatically give you a fast coverage decision.

* If you ask for a fast coverage decision on your own, without your doctor or prescriber’s support, we will decide
whether your health requires that we give you a fast coverage If we do not approve a fast coverage decision, we will
send you a letter that:

- Explains that we will use the standard deadlines.

- Explains if your doctor or other prescriber asks for the fast coverage decision, we will automatically give you a fast
coverage decision.

- Tells you how you can file a “fast complaint” about our decision to give you a standard coverage decision instead of the
fast coverage decision you We will answer your complaint within 24 hours of receipt of the complaint.

Step 2: Request a “standard coverage decision” or a “fast coverage decision.”

Start by calling, writing, or faxing our plan to make your request for Express Scripts Medicare to authorize or provide
coverage for the prescription you want. You can also access the coverage decision process through our website. We must
accept any written request, including a request submitted on the CMS Model Coverage Determination Request Form, which
is available on our website at https://www.express-scripts.com. To assist Express Scripts Medicare in processing your
request, please be sure to include your name, contact information, and information identifying which denied claim is being
appealed.

You, your doctor, (or other prescriber) or your representative can do this. You can also have a lawyer act on your behalf.

If you are requesting an exception, provide the “supporting statement,” which is the medical reasons for the exception.
Your doctor or other prescriber can fax or mail the statement to Express Scripts Medicare. Or your doctor or other prescriber
can tell Express Scripts Medicare on the phone and follow up by faxing or mailing a written statement if necessary.

Step 3:We consider your request and give you our answer.

Deadlines for a “fast coverage decision”

* We must generally give you our answer within 24 hours after we receive your request.

- For exceptions, we will give you our answer within 24 hours after we receive your doctor’s supporting statement. We
will give you our answer sooner if your health requires Express Scripts Medicare to.

- If we do not meet this deadline, we are required to send your request on to Level 2 of the appeals process, where it will
be reviewed by an independent review organization.

* |If our answer is yes to part or all of what you requested, we must provide the coverage we have agreed to provide
within 24 hours after we receive your request or doctor’s statement supporting your request.

* If our answer is no to part or all of what you requested, we will send you a written statement that explains why we said
no. We will also tell you how you can appeal.

Deadlines for a “standard” coverage decision about a drug you have not yet received
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* We must generally give you our answer within 72 hours after we receive your request.

- For exceptions, we will give you our answer within 72 hours after we receive your doctor’s supporting statement. We
will give you our answer sooner if your health requires Express Scripts Medicare to.

- If we do not meet this deadline, we are required to send your request on to Level 2 of the appeals process, where it will
be reviewed by an independent review organization.

* If our answer is yes to part or all of what you requested, we must provide the coverage we have agreed to provide
within 72 hours after we receive your request or doctor’s statement supporting your request.

* If our answer is no to part or all of what you requested, we will send you a written statement that explains why we said
no. We will also tell you how you can appeal.
Deadlines for a “standard” coverage decision about payment for a drug you have already bought

* We must give you our answer within 14 calendar days after we receive your request.

- If we do not meet this deadline, we are required to send your request on to Level 2 of the appeals process, where it will
be reviewed by an independent review organization.

* If our answer is yes to part or all of what you requested, we are also required to make payment to you within 14
calendar days after we receive your request.

* If our answer is no to part or all of what you requested, we will send you a written statement that explains why we said
no. We will also tell you how you can appeal.
Step 4: If we say no to your coverage request, you can make an appeal.

* If we say no, you have the right to ask Express Scripts Medicare to reconsider this decision by making an appeal. This
means asking again to get the drug coverage you want. If you make an appeal, it means you are going on to Level 1 of the
appeals process.

Step-by-step: How to make a Level 1 appeal

Legal Term
An appeal to the plan about a Part D drug coverage decision is called a plan *'redetermination.™

A "fast appeal” is also called an "expedited redetermination."
Step 1: Decide if you need a “standard appeal” or a “fast appeal.”

A “standard appeal” is usually made within 7 days. A “fast appeal” is generally made within 72 hours. If your health
requires it, ask for a “fast appeal”’.

* If you are appealing a decision we made about a drug you have not yet received, you and your doctor or other prescriber
will need to decide if you need a “fast appeal.”

* The requirements for getting a “fast appeal” are the same as those for getting a “fast coverage decision.”

Step 2: You, your representative, doctor, or other prescriber must contact Express Scripts Medicare and make your
Level 1 appeal. If your health requires a quick response, you must ask for a “fast appeal.”

* For standard appeals, submit a written request or call Express Scripts Medicare.

* For fast appeals, either submit your appeal in writing or call Express Scripts Medicare.

* We must accept any written request, including a request submitted on the CMS Model Coverage Determination Request
Form, which is available on our website. Please be sure to include your name, contact information, and information
regarding your claim to assist Express Scripts Medicare in processing your request.
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* You must make your appeal request within 60 calendar days from the date on the written notice we sent to tell you our
answer on the coverage decision. If you miss this deadline and have a good reason for missing it, explain the reason your
appeal is late when you make your appeal. We may give you more time to make your Examples of good cause may include
a serious illness that prevented you from contacting Express Scripts Medicare or if we provided you with incorrect or
incomplete information about the deadline for requesting an appeal.

* You can ask for a copy of the information in your appeal and add more information. You and your doctor may add
more information to support your appeal.
Step 3: We consider your appeal and we give you our answer.

* When we are reviewing your appeal, we take another careful look at all of the information about your coverage We check
to see if we were following all the rules when we said no to your request.

* We may contact you or your doctor or other prescriber to get more information.

Deadlines for a “fast appeal”

* For fast appeals, we must give you our answer within 72 hours after we receive your appeal. We will give you our
answer sooner if your health requires it.

- If we do not give you an answer within 72 hours, we are required to send your request on to Level 2 of the appeals
process, where it will be reviewed by an independent review organization.

* If our answer is yes to part or all of what you requested, we must provide the coverage we have agreed to provide
within 72 hours after we receive your appeal.

* |If our answer is no to part or all of what you requested, we will send you a written statement that explains why we said
no and how you can appeal our decision.
Deadlines for a “standard” appeal for a drug you have not yet received

* For standard appeals, we must give you our answer within 7 calendar days after we receive your appeal. We will give you
our decision sooner if you have not received the drug yet and your health condition requires Express Scripts Medicare to
do so.

- If we do not give you a decision within 7 calendar days, we are required to send your request on to Level 2 of the
appeals process, where it will be reviewed by an independent review organization.

* If our answer is yes to part or all of what you requested, we must provide the coverage as quickly as your health
requires, but no later than 7 calendar days after we receive your appeal.

* |If our answer is no to part or all of what you requested, we will send you a written statement that explains why we said
no and how you can appeal our decision.
Deadlines for a “standard appeal” about payment for a drug you have already bought

* We must give you our answer within 14 calendar days after we receive your request.

- If we do not meet this deadline, we are required to send your request on to Level 2 of the appeals process, where it will
be reviewed by an independent review organization.

* If our answer is yes to part or all of what you requested, we are also required to make payment to you within 30
calendar days after we receive your request.

* If our answer is no to part or all of what you requested, we will send you a written statement that explains why we said
no. We will also tell you how you can appeal.

Step 4: If we say no to your appeal, you decide if you want to continue with the appeals process and make another
appeal.

* If you decide to make another appeal, it means your appeal is going on to Level 2 of the appeals process.
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Step-by-step: How to make a Level 2 appeal

Legal Term
The formal name for the “independent review organization" is the "Independent Review Entity." It is sometimes called the
IIIRE.II

The independent review organization is an independent organization hired by Medicare. It is not connected with
Express Scripts Medicare and is not a government agency. This organization decides whether the decision we made is correct
or if it should be changed. Medicare oversees its work.

Step 1: You (or your representative or your doctor or other prescriber) must contact the independent review
organization and ask for a review of your case.

* If we say no to your Level 1 appeal, the written notice we send you will include instructions on how to make a Level 2
appeal with the independent review organization. These instructions will tell who can make this Level 2 appeal, what
deadlines you must follow, and how to reach the review organization. If, however, we did not complete our review within
the applicable time frame, or make an unfavorable decision regarding “at-risk” determination under our drug management
program, we will automatically forward your claim to the IRE.

* We will send the information we have about your appeal to this This information is called your “case file.” You have the
right to ask Express Scripts Medicare for a copy of your case file.

* You have a right to give the independent review organization additional information to support your appeal.

Step 2: The independent review organization reviews your appeal.

* Reviewers at the independent review organization will take a careful look at all of the information related to your appeal.

Deadlines for “fast appeal”

* If your health requires it, ask the independent review organization for a “fast

* If the organization agrees to give you a “fast appeal,” the organization must give you an answer to your Level 2 appeal
within 72 hours after it receives your appeal request.

Deadlines for “standard appeal”

* For standard appeals, the review organization must give you an answer to your Level 2 appeal within 7 calendar days
after it receives your appeal if it is for a drug you have not yet received. If you are requesting that we pay you back for a
drug you have already bought, the review organization must give you an answer to your Level 2 appeal within 14
calendar days after it receives your

Step 3: The independent review organization gives you their answer.

For “fast appeals”:

* |If the independent review organization says yes to part or all of what you requested, we must provide the drug
coverage that was approved by the review organization within 24 hours after we receive the decision from the
review organization.

For “standard appeals”:

* |If the independent review organization says yes to part or all of your request for coverage, we must provide the drug
coverage that was approved by the review organization within 72 hours after we receive the decision from the review
organization.

* If the independent review organization says yes to part or all of your request to pay you back for a drug you
already bought, we are required to send payment to you within 30 calendar days after we receive the decision from the
review organization.

What if the review organization says no to your appeal?
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If this organization says no to part or all of your appeal, it means they agree with our decision not to approve your request
(or part of your request). (This is called “upholding the decision.” It is also called “turning down your appeal.”) In this case,
the independent review organization will send you a letter:

* Explaining its decision.

* Notifying you of the right to a Level 3 appeal if the dollar value of the drug coverage you are requesting meets a certain If
the dollar value of the drug coverage you are requesting is too low, you cannot make another appeal and the decision at
Level 2 is final.

* Telling you the dollar value that must be in dispute to continue with the appeals process.

Step 4: If your case meets the requirements, you choose whether you want to take your appeal further.
* There are three additional levels in the appeals process after Level 2 (for a total of five levels of appeal).

* If you want to go on to a Level 3 appeal, the details on how to do this are in the written notice you get after your Level 2
appeal decision.

* The Level 3 appeal is handled by an Administrative Law Judge or attorney adjudicator.

Taking your appeal to Level 3 and beyond
Appeal Levels 3, 4 and 5 for Part D Drug Requests

This section may be appropriate for you if you have made a Level 1 appeal and a Level 2 appeal, and both of your appeals
have been turned down.

If the value of the drug you have appealed meets a certain dollar amount, you may be able to go on to additional levels of
appeal. If the dollar amount is less, you cannot appeal any further. The written response you receive to your Level 2 appeal
will explain who to contact and what to do to ask for a Level 3 appeal.

For most situations that involve appeals, the last three levels of appeal work in much the same way. Here is who handles the
review of your appeal at each of these levels.

Level 3 appeal
An Administrative Law Judge or an attorney adjudicator who works for the Federal government will review your
appeal and give you an answer.

* |If the answer is yes, the appeals process is over. We must authorize or provide the drug coverage that was approved
by the Administrative Law Judge or attorney adjudicator within 72 hours (24 hours for expedited appeals) or make
payment no later than 30 calendar days after we receive the decision.

* |If the Administrative Law Judge or attorney adjudicator says no to your appeal, the appeals process may or may
not be over.

- If you decide to accept this decision that turns down your appeal, the appeals process is over.

- If you do not want to accept the decision, you can continue to the next level of the review process. The notice you get
will tell you what to do for a Level 4 appeal.

Level 4 appeal
The Medicare Appeals Council (Council) will review your appeal and give you an answer. The Council is part of the
Federal government.

* |If the answer is yes, the appeals process is over. We must authorize or provide the drug coverage that was approved
by the Council within 72 hours (24 hours for expedited appeals) or make payment no later than 30 calendar days
after we receive the decision.

* |f the answer is no, the appeals process may or may not be over.
- If you decide to accept this decision that turns down your appeal, the appeals process is over.
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- If you do not want to accept the decision, you may be able to continue to the next level of the review process. If the

Council says no to your appeal or denies your request to review the appeal, the notice will tell you whether the rules
allow you to go on to a Level 5 appeal. It will also tell you who to contact and what to do next if you choose to continue

with your appeal.

Level 5 appeal
A judge at the Federal District Court will review your appeal

* Ajudge will review all of the information and decide yes or no to your This is a final answer. There are no more appeal
levels after the Federal District Court
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