Service Authorization Request (also known as Coverage Decision Request)
Information in this section applies to all of your Medicare and most of your Medicaid benefits.
This information does not apply to your Medicare Part D prescription drug benefits.
When you ask for approval of a treatment or service, it is called a service authorization
request (also known as a coverage decision request). To get a service authorization
request, you or your provider or authorized representative may call our toll-free Member
Services number at 1-833-274-5627, TTY users call 711, or send your request in writing to:
Centers Plan for Healthy Living
Attention: UM Department
75 Vanderbilt Avenue,
Staten Island NY 10304.
Or, FAX your request to: 718-581-5522
There are different types of requests
Prior Authorization
Some covered services require prior authorization (approval in advance) from Centers Plan
for Medicaid Advantage Plus (HMO D-SNP) before you get them. This is called Prior
Authorization
Concurrent Review
You can also ask Centers Plan for Medicaid Advantage Plus to get more of a service than you
are getting now. This is called Concurrent Review.
Retrospective Review
Sometimes we will do a review on the care you are getting to see if you still need the care. We
may also review other treatments and services you already got. This is called Retrospective
Review. We will tell you if we do these reviews.
What happens after we get your service authorization request?
The health plan has a review team to be sure you get the services we promise. Doctors and
nurses are on the review team. We may decide to deny a service authorization request or to
approve it for an amount that is less than you asked for. A qualified health care professional will
make these decisions.
After we get your request, we will review it under either a standard or a fast track process. You
or your provider can ask for a fast track review if you or your provider believes that a delay will
cause serious harm to your health.
If we deny your request for a fast track review, we will tell you and handle your request under
the standard review process. In all cases, we will review your request as fast as your medical
condition requires us to do so, but no later than mentioned below.

We will tell you and your provider both by phone and in writing if we approve or deny your
request. We will also tell you the reason for the decision. We will explain what options you have
if you don’t agree with our decision.
Standard Process
Generally, we use the standard timeframe for giving you our decision about your request for a
medical item or service unless we have agreed to use the fast track deadlines.
• A standard review for a prior authorization request means we will give you an answer within 3
work days of when we have all the information we need, but no later than 14 calendar days
after we get your request.
If your case is a concurrent review where you are asking for a change to a service you are
already getting, we will make a decision within 1 work day of when we have all the information
we need, but will give you an answer no later than 14 calendar days after we get your request.
• We can take up to 14 more calendar days if you ask for more time or if we need information
(such as medical records from out-of-network providers) that may benefit you. If we decide to
take extra days to make the decision, we will tell you in writing what information is needed and
why the delay is in your best interest. We will make a decision as quickly as we can when we
receive the necessary information, but no later than 14 days from the day we asked for more
information.
• If you believe we should not take extra days, you can file a “fast complaint.” When you file a
fast complaint, we will give you an answer to your complaint within 24 hours. (The process for
making a complaint is different from the process for service authorizations.
Fast Track Process
If your health requires it, ask us to give you a “fast service authorization.”
• A fast review of a prior authorization request means we will give you an answer within 1 work
day of when we have all the information we need but no later than 72 hours from when you
made your request to us.
• We can take up to 14 more calendar days if we find that some information that may benefit
you is missing (such as medical records from out-of-network providers) or if you need time to
get information to us for the review. If we decide to take extra days, we will tell you in writing
what information is needed and why the delay is in your best interest. We will make a decision
as quickly as we can when we receive the necessary information, but no later than 14 days from
the day we asked for more information.
• If you believe we should not take extra days, you can file a “fast complaint” (For more
information about the process for making complaints, including fast complaints, see Chapter 8
of the Evidence of Coverage (EOC).
To get a fast service authorization, you must meet two requirements:
1. You are asking for coverage for medical care you have not gotten yet. (You cannot
get a fast service authorization if your request is about payment for medical care you
already got.)

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

