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A. Member/Provider Notification

Upon enrollment, members receive a member handbook containing the Member Grievance and Appeal Policy and Procedure and information about access to a state fair hearing. The member handbook contains information on how to contact CBM’s Member Services Department or mail a written grievance / appeal to CBM’s Appeals Department.

A member or authorized member representative, may file a grievance or appeal, by calling 

877.417.8342, or writing to:

CBM

Attn: Grievance & Appeals

P.O. Box 489

Linden, MI 48451

Network providers and subcontractors will be educated on the member grievance and appeal policy and provided with a copy of the information given to members. In addition, CBM will distribute the Member Grievance and Appeal Policy and Procedure information to out-of-network providers within 10 calendar days of prior approval of a service or the dates of receipt of a claim, whichever is earlier.

B. Provider Complaint and Appeal Process

CBM strives to process and pay provider claims promptly and accurately. In the event that the provider believes CBM has not met his/her expectations, the provider may submit a complaint either in writing or verbally. A complaint must be submitted within one year from the event that caused the compliant. If the provider is not satisfied with the results of the complaint, they may submit a written request for an appeal.

Provider Complaints

A complaint is defined as a verbal or written expression by a provider, which indicates dissatisfaction or dispute with CBM’s policies, procedures, claims, or any other aspect of CBM’s functions.  Providers may express their dissatisfaction with a CBM process or claim resolution either by contacting the Provider Services Department at 877.417.8342 or by drafting a written request for review and mailing it to

the following address:

CBM

Attn: Grievance & Appeals

P.O. Box 489

Linden, MI 48451

Complaints are processed for resolution within 30 business days of receipt. The provider will receive a letter detailing the decision to either overturn or uphold CBM’s policy, procedure or original decision. If the provider is not satisfied with the complaint decision, an appeal may be filed. The provider should include additional information that was not included in the original complaint document.

Provider Appeals

A provider appeal is the mechanism which allows the right to appeal actions of CBM to a provider who:

a. Has a claim for reimbursement or a request for authorization of service delivery denied or not acted upon with reasonable promptness; or

b. Is aggrieved by any rules, policies, procedures, or decisions by CBM.

The provider must file an appeal within 90 days from the date of the complaint resolution letter received from CBM.  To file an appeal the provider should complete the attached Provider Appeal Request Form (see attached forms at the back of the provider manual or it is also available online at www.communitybridgesihc.com) Attach all necessary supporting documentation such as medical notes or other supporting documentation and mail it to the following address:

CBM

Attn: Grievance & Appeals

P.O. Box 489

Linden, MI 48451

All information submitted by the provider is reviewed and investigated in order to make a final decision. The provider will receive written documentation from CBM indicating the decision made either to uphold or overturn the original decision. Decision on appeals will be made within 30 business days. Decisions on preservice appeals will be made within 30 calendar days.

C. Member Grievance and Appeal Process

CBM recognizes the member’s right to file grievances and appeals and to request a state fair hearing at any stage of the grievance/appeal process.

Member Grievance Process

A member grievance is defined as an expression of dissatisfaction about any matter other than a denial or limited authorization of a requested service. Examples of grievances include but are not limited to quality of care, rudeness of a provider or employee or failure to respect the member’s rights.

Upon receipt of a grievance or an appeal CBM will send an acknowledgement letter within 10 business days. A member’s grievance will be thoroughly investigated, using applicable statutory, regulatory, contractual provisions, as well as CBM’s policies and procedures. Pertinent facts from all parties are collected for the investigation process.  Members or an authorized representative of the member may file grievances on the member’s behalf in writing.

A dedicated group of individuals at CBM reviews and investigates the information and will render decisions regarding member grievances. Once a decision is made CBM will respond with the outcome and decision within 30 days of the filing date.

Member Appeal Process

A member appeal is defined as a request of a denial or limited authorization of a requested service to include the type or level of service; the reduction, suspension or termination of a previously authorized service; the denial in whole or in part, of payment for a service. The member may also appeal the availability of services as required by appointment standards or CBM’s failure to meet the required timeframes for the prior authorization of services.

An appeal or a request for a state fair hearing must be filed within 90 calendar days from the date on the notice of action letter received from CBM. A provider, acting on behalf of the member and with the member’s written consent, may file an appeal. The member or provider may file an appeal either verbally or in writing; however, a written and signed appeal must be submitted to support a verbal appeal. A copy of the member appeal form along with a self addressed stamped envelope is mailed to the member or member’s representative.

CBM provides the member and/or their representative reasonable opportunity to present evidence, allegations, fact, or law in person as well as in writing.  The member and/or representative will be provided reasonable opportunity, before and during the appeal process, to examine the member’s case file, including medical records and any other documents and records considered during the appeal process.

Appeal disposition and written notification of disposition will be completed within 30 calendar days of the filing date or as expeditiously as the member’s health condition requires.  CBM may extend the timeframe for disposition for up to 10 calendar days if the member requests the extension or CBM demonstrates that there is need for additional information and the delay is in the member’s interest. Notification of extension, not requested by the member, will be provided with an explanation of the delay.

Written notice of an appeal resolution includes:

1. Decision

2. The date of the decision

3. The reason(s) for the decision and quoting or providing supporting documentation

4. Reference to the benefit provisions, guidelines, protocol or criteria that was used to make the decision.

5. A listing of all parties who reviewed the appeal and their credentials

6. A statement that informs the member that they may receive copies of all documents relevant to the appeal.

7. For appeals not resolved wholly in the member’s favor:

a. The right to request a state fair hearing and how to do so.

b. The right to request to receive benefits while the hearing is pending and how to make the request.

c. The possibility that the member may be held liable for the cost of those benefits if the hearing decision upholds the health plan’s action.

D. Expedited Appeals

CBM maintains an expedited review process for appeals when CBM determines, or the provider indicates, that the time required for a standard resolution could seriously jeopardize the member’s life, health or ability to attain, maintain or regain maximum function. CBM will not impose punitive action against a member who requests an expedited resolution or a provider who supports a member’s appeal. For expedited resolution of an appeal and notice to affected parties:

• Resolution must be reached within three working days after receipt of the appeal
• Efforts must be made to provide oral notice

If CBM denies the request for expedited resolution, the appeal will then transfer to the timeframe for standard resolution. CBM will make reasonable efforts to give the member prompt oral notice of the denial and will follow up within two days with a written notice of the denial.

E. State Fair Hearing

The state fair hearing process provides the member an opportunity for a state fair hearing before an impartial hearing officer. CBM must comply with decisions reached during the hearing process.  A member may request a state fair hearing within 90 calendar days from the health plan’s notice of action. The state agency must reach its decisions within the specified timeframes:

• Standard resolution: Within 90 calendar days of the date the member filed the appeal with the health plan if the member filed initially with the health plan (excluding the days the member took to subsequently file for a state fair hearing) or the date the member filed for direct access to a state fair hearing.

• Expedited resolution / appeal heard first through the health plan appeal process: Within three working days from agency receipt of a hearing request for a denial of a service that:

∘∘ Meets the criteria for an expedited appeal process but was not resolved using the health plan’s expedited appeal timeframes.

∘∘ Was resolved wholly or partially adversely to the member using the health plan’s expedited appeal timeframes.

• Expedited resolution / appeal made directly to the state fair hearing process without accessing the health plan appeal process: within three working days from agency receipt of a hearing request for a denial of a service that meets the criteria for an expedited appeal process.

F. Notice of Action

CBM notifies providers and members of denials or limitation of authorized services through a Notice of Action letter. This notification is in writing. The Notice of Action letter is sent to the member and provider within the following timeframes:

• Termination, suspension or reduction of previously authorized covered services: At least 10 calendar days before the date of action. The advance notice may be shortened to five calendar days if facts indicate probable member fraud and the facts have been verified, if possible, through secondary sources.

• No later than the date of action if:

∘∘ CBM has factual information confirming the death of a member

∘∘ The member provides a written, signed statement that they no longer wish to receive services

∘∘ The member provides information requiring termination or reduction of services and indicates that they understand the result

∘∘ The member’s whereabouts are unknown and CBM has received returned mail with no forwarding address

∘∘ The provider prescribes a change in the level of medical care

∘∘ The member has been admitted to an institution rendering them ineligible for services

∘∘ The member is accepted for other services by another local jurisdiction

• For denial of payment: At the time of any action affecting the claim.

• For service authorization decisions that deny or limit services: Within the timeframes required by the Service Accessibility Standards for Pre-authorization.

G. Continuation of Member Benefits Pending Appeal or State Fair Hearing

CBM will continue the member’s benefits if:

• The member or the provider files the appeal in a timely manner

• The appeal involves the termination, suspension or reduction of a previously authorized course of treatment

• The services were ordered by an authorized provider, the original authorization has not expired and the member has requested the extension of benefits

If, at the member’s request, CBM continues or reinstates the member’s benefits while the appeal is pending, the benefits will be continued until one of the following occurs:

• The member withdraws the appeal.

• Ten calendar days pass after the member has been notified by mail that the final resolution of the appeal is adverse to the member (Unless the member, within the 10-day timeframe, has requested a state fair hearing with continuation of benefits until a state fair hearing decision has been reached).

• A state fair hearing officer issues a hearing decision adverse to the member.

• The time period or service limits of previously authorized services has been met.

If the final resolution of the appeal is adverse to the member (that is, it upholds CBM’s action), CBM may recover the cost of services furnished to the member while the appeal was pending.

If CBM or the state fair hearing officer reverses a decision to deny, limit or delay services that were not furnished while the appeal was pending, CBM will then authorize or provide the disputed services promptly and as expeditiously as the member’s health condition requires. 

If CBM or the state fair hearing officer reverses a decision to deny authorization of services and the member received the disputed services while the appeal was pending, the health plan will pay for those services.
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