Case Example Mr. S., Flushing NY - Senior Health Partners

Had 12 hours x 7 days personal care. Age 96. He had home care since 1997 through CASA, and then was
mandatorily transitioned to MLTC. He has changed plans at least once - reasons are unclear as to why
or how. He has dementia and his care is managed by family. He has been in the current plan since
around July 2013.

11/19/2013 - Plan gave “Projected Service Plan for Member” with effective date the same as the date of
the document — 11/19/13, stating recommend hours were 8 hours x 7 days. Member was asked to sign
the plan — given that he has dementia and is Russian-speaking it is not clear that he understood what he
signed. If this was supposed to be a notice of reduction, it fails in many respects — it was not given at
least 10 days before the reduction, did not state that hours were being reduced and why, and lacked
information on how to request an internal appeal and any explanation of “aid continuing” rights.

The plan provided an appeal form titled “Denial of Benefits under Managed Long Term Care” that gives
instructions for requesting a Fair Hearing but says nothing about how to request an internal appeal, let
alone the requirement that an internal appeal must be requested first. It is unclear if FH was requested,
but if it was it would have been dismissed for failure to exhaust.

On Dec. 10, 2013, hours were cut to 8 hours x 7. Family called immediately to contest the reduction and
submitted a medical letter in support. The plan failed to issue a decision on the appeal for over three
months, leaving the member in limbo and with services cut the entire time. (The time limit for an
internal appeal decision is 30 days, or only 3 days if appeal is expedited because of jeopardy to health).

By notice dated Mar. 19, 2014, plan denied the internal appeal with a “DENIAL OF BENEEITS.” This
notice does not even acknowledge that the issue involved a REDUCTION in hours, failing to explain why
a reduction from 12 to 8 hours/day was justified, violating Mayer v. Wing as codified in 18

NYCRR 505.14(b)(5)(c).

Mr. S has multiple health diagnoses that necessitate 12 hours x 7 days of home care --chronic
pneumonia, asthma, edema, and fluid retention in lungs. He has an unsteady gait and balance issues,
requiring assistance with all ADLs. Since the reduction in his personal care hours, Mr._has
fallen three times when the aide was not present. Two of these falls required medical attention. The
family reports that Senior Health Partners was aware of at least one of these hospitalizations, but did
not intercede to reverse the reduction in his plan of care. Due to his chronic pneumonia, asthma, and
fluid retention in his lungs Mr. S must be reminded to use his nebulizer in the morning when he wakes
up and again before he goes to bed. Prior to the reduction, his aide reminded him to use the nebulizer
around 8 am and then before she left at 8 pm. After the reduction, the aide reminded him to use the
nebulizer in the morning and again at 3:45 pm — four hours earlier than before --- which led to
unnecessary buildup in his lungs.

Care was only restored after NYLAG filed a complaint with the State DOH on May 14",
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Prolected Service Plan for Member

Name: '__ EMR # __m_____-____.,

Projected Service Date: _ | & 14 ll’lh Assassment Period from to
Projected Services:
zNursing  Recommended frequency: /O & wtdreef

Assess and monitor cardiopulmonary, neurovascular, musculoskeletal, gastrointestinal, genitourinary,
cognitive, functional, skin integrity, nutrition and hydration status, instruct and supervise médications;
instruct diet; provide support; reinforce home safety. Other:

+#PCAHHA Recommended daysours: 3-6{(24;’4 X Qurd

Name of vendor, if known;

Assist with personal care including bathing, dressing, grooming, toileting, skin care as needed; monitor
skin integrity. Assist in ambulation and transfers as needed. Assist with meal preparation pgr
recommended diet: medication reminders as needed; assist with shopping, accompany to MD
appointments and errands. Perform light housekeeping. clean clisnt's bathroom, kitchen bedroom and

living areas; laundry, mop, sweep/vacuum floors.
< Nursing: @b WL ovdt b ePCAIHHA: 9‘9(’ 2] 51‘5’@“‘

o Housekeeping / o Heavy Duty Housecleaning

o Initial Psychosocial Evaluation o Home Repair

o Physical Therapy Evaluation L1 Occupational Therapy Evaluation

o Speech Therapy Evaluation o Nutrition Evaluation

o Adult Day Health Center.  n Social Day Center: o Evaluation n Currently attepding
o Medical Model: u Evaluation o Currently attending

Name of Center if currently attending:

o PERS o Safe Return Bracelet o Medical ID Bracelet

pFransporiation o Audiology  u-Dental ePodiatry _=Optometry M S, L er i 2
: |
_Medical Equipment: __[eefcer CATNMC, lTeteseleat® , Copnrrode

.erMedical Supplies: O/ﬁ‘l:bﬂ/ﬂcf (A P,
PCP Name: / écf;j;;y..JM Yl Tolophone # 778 {78 /652

PCP Address:
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DENIAL OF BENEFITS UNDER MANAGED LONG TERM CARE

SENIOR'S HEALTH PARTNER'S
MLYCP's Narma
RIGHT TO A FAIR HEARING : If you believe that the action we have taken is wrong, you can ask for a State

fair hearing by phone or by writing.
1. TELEPHONE! Statewide Toll Free 1-B0D-342-3334. Please have this notice with you when you call,
2, FAX:  Faxa copy of all the pages of this notice to (518) 473-6735.

3. WALK-IN: Bring a copy of all the pages of this notice to the Office of Administrative Hearings, of the Office
of Temporary & Disability Assistance, 330 West 34th Street,. 3 floor, New York, N.Y. - or - 14 Bosrum
Place, 15t floor, Brookiyn, New York.

4, TOWRITE FOR A FAIR HEARING: Fill in the space below and send a copy of all pages of this notice to:
Fair Hearlng Section
NY5 Office of Temporary and Disability Assistance
Falr Hearings
P.O. Box 22023
Albany, N.Y, 12201-2023
Please keep a copy for yourself.
5. OR ONLINE ON THE INTERNET. Complete the online request form at the following Web page:

https://www.otda,state.ny. us/oah/oahforms/erequestform.asp

,.‘_/1 want a fair hearing: This action is wrong because The I«UDMJL%»
» - BEA. B
mgt;/ tfaken mmq,%_wm out oty meacp i

Client Signature;

Client print name here:

Client Address: NY 1367

Case Number; CIN Number ;

riercee 7ov:

Phone Number:

YOU MUST ASK FOR A FAIR HEARING WITHIN 60 DAYS FROM THE DATE OF THIS NOTICE

1F YOU ASK FOR A FAIR NEARING, the State will send you a notice with the time and place of the hearing.
You have a right o bring a person to help you like & lawyer, a friend, a relative or someone else. At the hearing,
this person can give the hearing officer something in writing or just tell why the action should not be taken, This
person can also ask questions of any other people at the hearing. Also you have the right to bring peaple to
speak in your favor. If you have any papers that will help your case — pay stubs, receipts, health care bilis,
doclor’s letters ~ bring them with you.

IF YOU NEED FREE LEGAL HELP, you may be able to get such help by calling your local Legal Ald Soclety or
advocate group. To focate a lawyer, eheck your Yellow Pages under “Lawyers” or call the number on the front of

this notice,
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YO
= lv{*:ai\;;egse R;tﬁ:"r.rrezo SEE YOUR CASE FILE to help you get ready for the hearing. If you call or write to
S B ot f:-?'pt‘:sﬂ:fd %tz:te; ggctx;ngts !ron;l I'ggour lfl‘ul;ah, which yrl)u may want for your falr hearing. To

g Your filg, call the general Help telephone on the
;vorllfr?f;?rtlrfe ::_the addree.s at the top of the front page. “\jqﬁ hould ask for these documents befom&u‘:g[dgatge o? r
e v i sos A s o g e Bl
it i they-‘bé e itime before the 0ate o the hesiriig .Documents will be malled to

:ga':f?folt:‘nfg?rtnfin.\rﬂl ?oﬂagcuonDUR CASE: If you want ta sce your fle, to find out how to ask for a fair
front page of this notice. r copies of your file, call the number or write to the address on the top of the

ey
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March 19, 2014
(NYC - rev. 3/2%/05)

Managed Long Term Care Plan Action Taken
Sanlor Health Parthers
DENIAL OF BENEFITS

'NOTICE DATE: 3/19/14 RAME, ADDRESS AND TELEPHONE OF MLTCP:

CASE NUMBER: \% : Senior Health Partners
ENROLLEE NAME AND ADDRESS: 100 Church Street
e T New York, NY 10007 ____
- . GENERAL TELEPHONE NO. FOR QUESTIONS OR
W HELP (212) 324-2600

This is to Inform you that your request for: ADDITIONAL PATIENT CARE AIDE SERVICES,

has been denled by your Managed Long Term Care Plan through thelr appeals process

on: 3/19/34 because: You are alert and oriented although forgetful at times and can perform your ADL's
(Activities of Daily Living) with assistance. You were reported to have recently sustained falls where no
injunies were noted and medical treatment was not required. In regards to your recent hospltalization, you
were reported to have been treated and discharged home in stable condition with cutpatient follow-up. You
five with your daughter and have family support. The recommendation is for 7-days x B-hours of Patient Care
Assistant services per week, The Care Management Team with continue to assist you in your healthcare
needs and monitor any changes in your status and agjust your services accordingly.

This action is taken under 42 CFR Part 438, If you think this action is wrong, you may ask for a “State Falr
Hearing.” To learn how to do this, please read the back of this sheet that says: "RIGHT TO A FAIR
HEARING."”

Digtribution:

Client/tair Hearing

Client copy

Managed Long Temm Care Plan

®
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y. .NEW YORK STATE EXTERNAL APPEAL APPLICATION
New York State Insurance Department, PO Box 7209, Aibany NY, 12224-0209
i an HMO or Insurer (health plan) denies health care services as not medically nacassary,
experlmental / investigational, a olinical trial, & rare disaase treatment, or out-of-network, complete
and send this application to the above addrass within 45 days of the plan's final adverse
determination, For help call 1-800-400-6882 or e-mali your questions to
externalappealquastions@|ns.stete.ny.us.

10 BE COMPLETED BY ALL APPLICANTS

1. Applicant Name:

e A
{Please check one) [ V/)insured/Patient | ]Patient’s Dasignes [ 1Provider

2. Patiant Name:

-~

3. Patient Address:

Fleeshivg, Y H3E7
4. Patient Ph -

Home(7 /% ) Work( ——

5. Patient E-mail {if patient submits application and wants contact by e-mali);

6. Hesith Plan Name: #@ 5 Zf/t £irst /Sde e %g a [ Fla krt B

7. IMhe patient Is covered under a Medicaid Managed Carg Plan, hag the patient requested a fair hearing
through Madicaid or received a falr hearing determination? (Please check one.)
[ Jyes [ JNo [ 1Don'tknow

8. Reason for Health Plan Denial: (Please check ope.)
[ 1 Not medically necessary. 0T Experimental / investigational.

[ ] Clinical trial, [ ] The treatment is for a rare disease.
{ | Out-of-network and the health plan proposed an allemate in-network service.

8. Describe the service and the date{s) of service. Attach tha finol adverse detarmination from the
first level of appeal with the health plan, or the healih plan's letter waiving the appeal, along with

any other irrfcnmf'""“ *%o—wiu'd ik ffl, ad_ = _Fdeys x/2d houes

M}az&:’a? L»!o widi | 12]10)I> cuct the cepviges
do o X S Lt _&c_’.v:%'_ gxplanadious
. (puttiorizodous 4o veudoes abbeliao!

EA 03-2013

@
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