
 
 

REQUEST FOR REDETERMINATION (AN “APPEAL”) 
OF A COVERAGE DETERMINATION FOR PRESCRIPTION DRUG(S) 

 
You have the right to request a reconsideration of a coverage determination we have previously made, even if only part of 
our decision was not what you requested. A reconsideration to the plan about a Part D drug is also called an “appeal”. If you 
want to file an appeal, you must do so within 60 calendar days from the date of the written notice of our coverage 
determination.  
 
A request for an appeal can also be made on behalf of the member by the member’s appointed representative or the 
member’s prescribing physician. A request for a standard appeal is to be made in writing by filling out the Request for 
Redetermination Form, which is attached.  A request for an expedited appeal can be made orally or in writing. Once you 
have completed the form, please mail it along with any supporting documentation to the Plan at the address below. 
 

 
Advantra Freedom (PFFS) 

Appeals & Grievances 
4300 Cox Road, Glen Allen, VA 23060 

Phone:  800-752-5708 
TDD:  866-386-2335 
FAX: 800-535-4047 
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REQUEST FOR REDETERMINATION (AN APPEAL) OF A COVERAGE 
DETERMINATION FOR PRESCRIPTION DRUG(S) 

 
 
If you, or your prescribing physician, believe that waiting for a standard decision (which will be provided within seven (7) 
days could seriously harm your life or health or ability to regain maximum function, you can ask for an expedited (fast) 
decision. If your prescribing physician asks for a fast decision for you, or supports you in asking for one in writing or by 
calling us that he or she agrees that waiting seven (7) days could seriously harm your life or health or ability to regain 
maximum function, we will give you a decision within 72 hours. If you do not obtain your physician’s support, we will decide 
if your health condition requires a fast decision. 
 
Please check the appropriate box for the type of appeal you are requesting: 
 
    Request for a Standard Appeal    Request for a Fast (“Expedited”) Appeal 

___________________________________  ___________________________________________ 
Member Name      Member ID Number 

___________________________________  ____________________________________________ 
Member Date of Birth     Member Medicare Number (on Red, White, Blue Card) 

___________________________________  __________________________________ 
Requestor’s Name (if not Member)   Relationship to Member (Must attach document that shows 
       Authority to represent the member, if other than prescribing 
       Physician) 

_______________________________________________________________________________________ 
Member/Requestor’s Address                                    City              State               Zip Code 

_______________________________ 
Member/Requestor’s Phone Number 
 
Please give the reasons why do not agree with the Plan’s decision on your request.  If you need more room, please write on 
the reverse side of this form. I do not agree with the Plan’s decision because:  
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
 

   I have evidence to submit. (Attach such evidence to this form.)      I do not have evidence to submit. 
 
 
_________________________________________________   __________________________ 
Signature of Member/Requestor       Date 
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