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Age Well-Baby Checkups and Shot Guide

4 and 5 years

Well-child checkup each year .
Eye screening.
Lab testing: urine test at age 5 years.
Immunizations: MMR, DTaP, IPV, Varicella, Influenza each year.
Dental visit twice a year

6 to 10 years
Well-child checkup every year .
Immunizations: Influenza every year.
Dental visit twice a year

11 and 12 years
Well-child checkup each year .
Immunizations: MCV, Tdap, HPV series, Influenza each year.

Dental visit twice a year

13 to 21 years

Well-adolescent checkup every year.
Females should have a pelvic exam and Pap smear between ages 18 and 21 years.
Lab testing: urine by age 16.
Immunizations: HPV series if not already completed, Influenza every year for ages 13 
to 18 (if high risk, every year for ages 19 to 21).
Dental visit twice a year

NOTES:
1 �Well-baby, -child and -adolescent checkups/physical 
exam with infant totally undressed or older child 
undressed and suitably covered, health history, 
developmental and behavioral assessment, health 
education (sleep position counseling from 0-9 
months, injury/violence prevention and nutrition 
counseling), height, weight, test for obesity (BMI), 
vision and hearing screening, head circumference at 
0–24 months and blood pressure at least every year 
beginning at age 3. 

2  �Dental visits may be recommended beginning at age 
6 months.

The following services are provided as needed:

�Hemoglobin or hematocrit at ages 4, 18, 24 months •	
and 3 years through 21 years.

�Lead risk assessments and/or testing from age 3 to •	
age 6 years.

�Tuberculosis risk assessments and/or testing from •	
age 12 months through age 21 years.

�Cardiovascular disease risk assessments and •	
cholesterol screening from age 2 years through .
age 21 years.

�Sexually transmitted infections testing from age 11 •	
years through age 21 years.

�“Catch up” on any shots that have been missed at •	
an earlier age.

References: 

2008 Bright Futures American/Academy of Pediatrics (www.aap.org). •	

�Committee on Practice and Ambulatory Medicine •	
Recommendations for Preventive Pediatric Health Care, 
PEDIATRICS, Vol. 105 (3), March 2000, pages 645-646, Copyright © 
2000 by the AAP. 

�Recommended Immunization Schedules for Persons Aged 0-18 •	
Years – United States, 2009 approved by the Advisory Committee 
on Immunization Practices (ACIP) www.cdc.gov/vaccines/recs/
schedules/child-schedule.htm#printable, the American Academy of 
Pediatrics (AAP), and the American Academy of Family Physicians 
(AAFP). 

�Catch-up Immunization Schedule for Persons Aged 4 Months •	
Through 18 Years Who Start Late or Who Are More Than 1 Month 
Behind, United States-2009, approved by the Advisory Committee 
on Immunization Practices (www.cdc.gov/nip/acip/), 2008 Bright 
Futures/American Academy of Pediatrics (www.aap.org) and the 
American Academy of Family Physicians (www.aafp.org). 

American Dental Association (www.ada.org/). •	

Legal Disclaimer: Preventive health guidelines are based on information 
and recommendations of independent third parties available before 
printing. These guidelines are not a replacement for your doctor’s 
medical advice. Your doctor may have more up-to-date information. 
Members should always talk with their doctor(s) about what care 
and treatment is right for them. The fact that a service or item is in 
these guidelines is not a guarantee of coverage or payment. Members 
should look at their own plan coverage papers to see what is or is 
not a covered benefit. WellCare does not offer medical advice or 
provide medical care, and does not guarantee any results or outcomes. 
WellCare does not warrant or guarantee, and shall not be liable for any 
information that is in these guidelines or that is not in these guidelines 
or for any recommendations made by independent third parties from 
whom any of the information was obtained. 

Version: 01/2009 (revised)
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ADVANCE DIRECTIVES

YOUR MEDICAl CARE IS YOUR DECISION
The law says you can refuse care. This includes care 
that keeps you alive. 

Congress passed the Patient Self Determination 
Act. It states that we must tell you about your right 
to advance directives.

ADVANCE DIRECTIVES—MAKING YOUR 
DECISION KNOWN
An advance directive is a legal paper. It tells others 
what your wishes are. It says what type of care you 
want to get or not get if you are not able to tell a 
doctor yourself. 

There are three types of advance directives:

A living will•	

A health care surrogate for health care decisions•	

An anatomical donation•	

What is a living will? It states the type of care you 
want if you are not awake and will not wake up. It 
can be used if you have a condition that will lead to 
death. It tells your doctor when to continue or stop 
care to keep you alive. 

What is a health care surrogate for health care 
decisions? This is when you name the person 
you want to make physical and/or mental health 
decisions for you. It will be used if you are not able 
to make choices for yourself. It will also be used if 
you can’t tell your doctor about the care you want. 
You can also name an alternate surrogate.

What is an anatomical donation? This states that 
you wish to donate all or part of your body at 
death. This can be an organ donation to persons 
in need. Or it can be a donation of your body for 
training of health care workers. You can show your 
choice to be an organ donor by saying so on your 
driver’s license or state ID card. You can include it 
in a living will. You can also sign a uniform donor 
form.

You can have an advance directive for your 
physical health. You can have a separate one for 
your mental health.

Make sure you tell your doctor and family that 
you have an advance directive. You can change or 
cancel your advance directive at any time. If you 
do, make sure to tell your doctor and family about 
the change.

Do my care givers have to follow my 
advance directives?
Yes. As long as your advance directives follow state 
law. A care giver may not follow your wishes if they 
go against his or her conscience. If so, he or she will 
help you find someone else who will follow your 
wishes.

Other than for conscience reasons, your wishes 
should be followed. If they are not, complaints can 
be made to the Consumer Complaint Hotline. Call 
1-888-419-3456.

How can I get an advance directive?
You can contact any of the below to get help with 
advance directives:

An attorney •	

�The Advocacy Center .•	
(www.advocacycenter.org/AdvanceDirectives/
advancedirectives.htm)

The Florida Medical Association  •	

Your local Legal Aid office •	

Your PCP •	

Remember, your health care is your choice.



17www.wellcare.com |

IMPORTANT INFORMATION 
YOU SHOULD KNOW ABOUT 

HealthEase

ENROLLMENT
If you are a mandatory enrollee required to enroll 
in a plan, once you are enrolled in HealthEase or 
the state enrolls you in a health plan, you will have 
90 days from the date of your first enrollment 
to try the plan. During the first 90 days, you can 
change health plans for any reason. After the 90 
days, if you are still eligible for Medicaid, you will 
be enrolled in the plan for the next 9 months. This 
is called “lock-in.”

Open Enrollment
If you are a mandatory enrollee, the state will 
send you a letter 60 days before the end of 
your enrollment year telling you that you can 
change plans if you want to. This is called “open 
enrollment.” You do not have to change plans. 
If you choose to change plans during open 
enrollment, you will begin in the new plan at the 
end of your current enrollment year. Whether you 
pick a new plan or stay in the same plan, you will 
be locked into that plan for the next 12 months. 
Every year you can change health plans during your 
60-day open enrollment period.

Reinstatement
If you lose your Medicaid eligibility and get it back 
within 60 days, the state will put you back into 
HealthEase. We will send you a letter within 10 
days after you become a member again. You will 
be assigned to your original PCP. Or you can pick a 
different one.

Moving Out of the HealthEase Service Area
HealthEase is available in many Florida counties. Call 
Customer Service if you move. You will want to 
choose a doctor near your new home. You must 
call the Medicaid Options Helpline if you move out 
of the HealthEase service area. The number .
is 1-888-367-6554. TTY/TDD users can call .
1-800-653-9803.  

You will keep seeing HealthEase doctors until you 
leave the plan.

Disenrollment
If you are a mandatory enrollee and you want to 
change plans after the initial 90-day period ends 
or after your open enrollment period ends, you 
must have a state-approved good cause reason 
to change plans. The following are state-approved 
cause reasons to change health plans:

�The enrollee moves out of the county, or the •	
enrollee’s address is incorrect, and the enrollee 
does not live in the county where the plan is 
authorized to provide services. 

The provider is no longer with the health plan. •	

The enrollee is excluded from enrollment. •	

�A substantiated marketing or community •	
outreach violation has occurred. 

�The enrollee is prevented from participating in •	
the development of his/her treatment plan. 

�The enrollee has an active relationship with a •	
provider who is not on the health plan’s panel, 
but is on the panel of another health plan. 

�The enrollee is in the wrong health plan as •	
determined by the Agency. 

�The health plan no longer participates in the •	
county. 

�The state has imposed intermediate sanctions •	
upon the health plan, as specified in 42 CFR 
438.702(a)(3). 

�The enrollee needs related services to be •	
performed concurrently, but not all related 
services are available within the health plan 
network. Or the enrollee’s PCP has determined 
that receiving the services separately would 
subject the enrollee to unnecessary risk. 

�The health plan does not, because of moral •	
or religious objections, cover the service the 
enrollee seeks. 

�The enrollee missed open enrollment due to a •	
temporary loss of eligibility, defined as 60 days or 
less for non-Reform populations and 180 days or 
less for Reform populations. 

�Other reasons per 42 CFR 438.56(d)(2), including, •	
but not limited to: poor quality of care; lack of 
access to services covered under the contract; 
inordinate or inappropriate changes of PCPs; 
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service access impairments due to significant 
changes in the geographic location of services; 
lack of access to providers experienced in 
dealing with the enrollee’s health care needs; or 
fraudulent enrollment. 

Some Medicaid recipients can change health 
plans whenever they choose, for any reason. For 
example, people who are eligible for both Medicaid 
and Medicare benefits and children who receive 
SSI benefits can change plans at any time for any 
reason. To find out if you can change plans, call the 
“Enrollment Broker” at 1-888-367-6554.

Involuntary Disenrollment
You may lose your HealthEase membership if you:

�Allow someone else to use your HealthEase ID •	
card

Lose your Medicaid eligibility•	

The plan cannot disenroll you for the following .
reasons:

Pre-existing medical conditions•	

Changes in your health status •	

Periodically missed appointments•	

FRAUD AND ABUSE
What is health care fraud and abuse? It is when 
false information is given on purpose. This can 
be done by a member or provider. This false 
information can lead to someone getting a service 
or benefit that is not allowed.  

Billions of dollars are lost to health care fraud every 
year. That means money is paid for services that 
may never have been given. It could also mean that 
the service that was billed was not the one that 
was given.

Here are some other examples of fraud and abuse:

�Billing for a more expensive service than what •	
was actually given

Billing more than once for the same service•	

Billing for services not actually performed•	

�Falsifying a patient’s diagnosis to justify tests, •	
surgeries or other procedures that are not 
medically necessary

�Filing claims for services or medications not •	
received

Forging or altering bills or receipts •	

�Misrepresenting procedures performed to obtain •	
payment for services that are not covered

Over-billing the plan or member•	

Using someone else’s ID and/or Medicaid card •	

Waiving patient co-pays or deductibles  •	

If you know that fraud has occurred, tell us. Call 
our 24-hour fraud hotline. The toll-free number is 
1-866-678-8355. It is private and you may leave a 
message without leaving your name. If you do leave 
your phone number, we will call you back. We’ll 
do this to be sure our information is complete and 
accurate. You can also report fraud on our Web 
site. Go to www.wellcare.com. Submitting a report 
through the Web is private too. 

To report suspected fraud and/or abuse in Florida 
Medicaid, call the Consumer Complaint Hotline 
toll-free at 1-888-419-3456. Or complete a Medicaid 
Fraud and Abuse Complaint Form, which is available 
online at https://ahcaxnet.fdhc.state.fl.us/
InspectorGeneral/fraud_complaintform.aspx.

CONFIDENTIALITY
HealthEase respects your right to privacy. You must 
give us permission to give out any of your medical 
information. It is released only to those involved in 
your care. We make an exception if we are required 
to do so by law.

HOW DOCTORS ARE PAID
HealthEase works hard to give you the health care 
you need. This means we work with many doctors. 
You may ask how they are paid. You may ask if 
how they are paid will affect your doctor’s use of 
referrals. You may also ask if it will affect other 
services you need. Call Customer Service for more 
details.

UTILIZATION MANAGEMENT PROGRAM
HealthEase has a utilization management (UM) 
program. This program looks at the care and 
services you need. We also look at services that 
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need approval before they can be given. Then we 
check to see if this is the right care for you before 
it starts. We complete checks called: 

�Prospective reviews—before you get care we •	
check to see if you need it 

�Concurrent reviews—we look at care while .•	
you are getting it to see if you need to keep 
getting it, and/or if other care would better .
meet your needs 

�Retrospective reviews—we check to see if you •	
needed the care you got, after you received it 

We do these reviews to measure the health 
care and services that our members receive. We 
measure this based on your health plan coverage. 
We check to see if the care and services are right. 
Then we determine how much coverage we can 
provide. And we decide on how to pay those who 
provide the care.

There may be times when we say we can’t cover 
services or care your provider asks for. These 
decisions may be made by our staff. Or they may 
be made by a doctor or other reviewer. When this 
happens, we do not give a reward to anyone who 
makes these decisions. 

Would you like to know more? Call Customer 
Service at 1-800-278-0656 (TTY/TDD: .
1-877-247-6272).

QUALITY IMPROVEMENT AND MEMBER 
SATISFACTION INFORMATION
We are always looking at ways to improve care 
and service for our members. Each year we select 
certain things to review for quality. We check to 
see how we are doing in those areas. We may also 
check to see how our providers are doing. We want 
to know if our members are happy with the care 
and service they get.  

Want to know about our quality ratings? Just call 
Customer Service. You can ask about how satisfied 
members are with the plan. 

You can also provide comments or suggestions 
about:

How we are doing•	

How we can improve on our services•	

EVALUATION OF NEW TECHNOLOGY
We look at new technology every year. We also 
look at the ways we use the technology we have. 
The findings are reviewed to:

�Determine how new advancements can be •	
included in the benefits that members receive 

�Make sure that members have fair access to safe •	
and effective care 

�Make sure we are aware of changes in the •	
industry 

The review of new technology is done in the 
following areas:

Behavioral health procedures•	

Medical devices•	

Medical procedures •	

Pharmaceuticals •	

To learn more, call Customer Service.

PUBLIC INFORMATION ABOUT  
HealthEase
The Florida Agency for Health Care Administration 
has information about HealthEase. This includes:

Counties in which our plan is offered•	

Our accreditation(s)•	

Our financial information•	

Quality of care indicators•	

You can find this at www.floridahealthfinder.gov.

 
MEMBER APPEALS AND 

GRIEVANCES PROCEDURES

Let us know right away about problems with your 
health care services. Call us with any questions you 
may have. Call Customer Service at 1-800-278-0656 
(TTY/TDD: 1-877-247-6272). Call Monday through 
Friday, 7am to 7pm Eastern, except on holidays. 

Let us know if you need an interpreter.
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This section gives the rules for making complaints. 
State law says you can make complaints about any 
part of your medical care as a HealthEase member. 
The state has helped set the rules about what you 
need to do to make a complaint. The state also 
has rules about what we must do when we get a 
complaint. We must be fair in handling complaints. 
You cannot be dropped from the plan for making 
a complaint. We will not penalize you for making a 
complaint.

What are appeals and grievances?
You have the right to make a complaint about 
your coverage or care. There are two types 
of complaints. They are called “appeals” and 
“grievances.” 

File an appeal when you want us to change a 
decision about what we will cover or pay for. Let’s 
say we will not cover or pay for services you think 
we should cover. Then you would file an appeal. 
You can appeal if the plan or a provider will not 
give you a service you feel should be covered. 
You can appeal if the plan or a provider cuts back 
services you have been getting. You can also appeal 
when you feel we are stopping services too soon. 

A grievance is a different type of complaint. It is 
about something other than a coverage decision. 
File a grievance for issues such as: 

Not being able to get information •	

The condition of your doctor’s office •	

The quality of your care•	

The way your doctors or others behave•	

Waiting times•	

MAKING AN APPEAL 
This section tells you what to do about problems 
getting health care you think we should provide. 
We use the word “provide” to include such things 
as:

Arranging for someone to give you care •	

Authorizing care or prescriptions•	

�Continuing to provide a treatment you have .•	
been getting 

Paying for care  •	

Problems might include:

�You are not getting the care you want. You feel •	
that this care is covered by HealthEase. 

�We will not authorize the medical treatment your •	
doctor wants to give you. You believe that this 
treatment is covered by the plan. 

�You are told that coverage for a treatment you •	
get will be reduced or stopped. You feel that this 
could harm your health. 

�You got care that you believe was covered by •	
HealthEase. We have refused to pay.

Steps for Asking for Care or Payment from 
HealthEase
There are steps you can take to ask for care or 
payment for care when you have a problem getting 
them. Your request is considered at each step. 
Then a decision is made. There may be another 
step to take if you are not happy with the decision. 

Step 1—The Initial Decision by HealthEase
First, we make an “initial decision” about care or 
payment for care. This is also called a “service 
authorization decision” or “action.” We will say 
how we feel the benefits we cover apply in your 
case. You can ask for a “fast initial decision.” This is 
for a decision that needs to be made quickly. You 
or someone you appoint can see your case file. 
This can include medical records. It may also have 
other related items. You can ask for the written 
guidelines we used to make the decision. You can 
also ask to see a summary of our written policies 
and procedures about appeals.  

Step 2—Appealing the Initial Decision by 
HealthEase
You can ask us to review our initial decision. 
This is called an “appeal” or a “request for 
reconsideration.” You can ask for a “fast appeal.” 
This is for health care requests that need quick 
decisions. We will review your appeal. Then we will 
decide to keep our initial decision or change it. 

How do you file your appeal of the initial 
decision?
You, someone you appoint or you doctor may 
file this appeal. First, you must give them written 
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consent. You must let us know someone else is 
doing this for you. You can do this by writing 
us a letter. Or you can fill out an Appointment 
of Representation form. You can get this from 
Customer Service.

A representative may file for the estate of a 
member who has died. He or she must have proper 
documents. 

You may file a verbal or written appeal. A verbal 
appeal must come with a written appeal request 
that is signed. (This is not needed with a fast 
appeal.)

A verbal appeal can be filed by calling Customer 
Service. A written appeal should be mailed to:

HealthEase Health Plan.
Attn: Appeals Department.

P.O. Box 31368.
Tampa, FL 33631-3368

A written appeal can also be faxed. Fax it to .
1-866-201-0657.

What if I want to appeal a decision made 
about a prescription? Do I do anything 
different?
You can still call Customer Service. But written 
appeals go to a different address. Send your appeal 
to:

HealthEase Health Plan.
Attn: Pharmacy Appeals Department.

P.O. Box 31398.
Tampa, FL 33631-3398

You can fax it too. Fax it to 1-888-865-6531. 

We will send you a letter within 10 calendar days 
after we get your appeal. It will let you know we 
got your appeal. We will not send one if it is a 
request for a fast appeal. You will get a decision 
letter if we are able to resolve the appeal within 10 
calendar days.

How soon must I file my appeal?
Appeal within 30 calendar days of the date of our 
notice to you. 

How do I keep getting benefits while waiting 
for an appeal decision? What other rights do 
I have?
See the Medicaid Fair Hearing section later in this 
handbook.

What if I want a fast or expedited appeal?
You can ask for a fast appeal instead of a standard 
one. A doctor or representative can do this for you. 
Call Customer Service for help. Or you can send an 
appeal to:

HealthEase.
P.O. Box 31368.

Tampa, FL 33631-3368

You can also fax it to 1-866-201-0657. Be sure to ask 
for a fast review.

Send an appeal for a decision we made on .
prescription to:

HealthEase Health Plan.
Attn: Pharmacy Appeals Department.

P.O. Box 31398.
Tampa, FL 33631-3398

You can fax it too. Fax an appeal for a prescription 
to 1-888-865-6531. Don’t forget to ask for a fast 
review.

We will give you a fast appeal if your doctor says 
waiting could seriously harm your health. 

You may ask for a fast appeal without a doctor’s 
help. We will decide if you need a fast decision. We 
will try to call you if we decide your health does 
not require it. We will also send you a letter within 
2 days. It will say you can get a fast review with a 
doctor’s support. The letter will also tell you how 
to file a grievance if you disagree and feel you need 
a fast review. We will give you a standard review 
if you decide not to do a fast review. This usually 
takes 30 calendar days.
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How soon must we decide on your appeal?
For a decision about payment for care you have 
received:

30 calendar days after we get your appeal •	

For a standard decision about your medical care or 
a prescription:

�30 calendar days after we get your appeal. We •	
will make it sooner if your health requires. You 
can get 14 more days if you ask or if we find 
information that will help you. You can ask 
for this extra time by writing to us or calling 
Customer Service. We will send you a letter if we 
take extra time. The letter will say why. We will 
also let you know the date we expect to make a 
decision.

For a fast decision about medical care or a 
prescription:

�Up to 72 hours after we get your appeal. Sooner •	
if your health requires it. You can get 14 more 
days if you ask or if we find information that 
will help you. You can ask for this extra time by 
writing to us or calling Customer Service. We will 
send you a letter if we take extra time. The letter 
will say why. We will also let you know the date 
we expect to make a decision.

We will mail you a letter in each case. It will tell 
you about your appeal rights if the decision is not 
in your favor. We will also try to call you about 
standard decisions.

How can I present evidence and/or 
allegations of fact or law?
You may do this in your written request or in 
person. To do this in person, please contact 
Customer Service. Tell them of your request. 
Someone will contact you to set up a time.

Can I review my case file?
You or someone you appoint may see the case 
file. You can see it before and during the appeal 
process. It can include medical records and other 
documents. Just call Customer Service if you want 
to see your case file. 

Step 3—Appealing to the Subscriber 
Assistance Program (SAP)
You can file with the SAP. You can do this if you 

are not happy with our first decision. You can 
contact the SAP at any time during the process. 
You must ask for a hearing within one year. The 
SAP will only hear your case if it involves:

Availability of health care services •	

Benefit action or denial made by us•	

Coverage of benefits •	

How we handle or pay claims •	

You can contact the SAP at: 

Agency for Health Care Administration.
Subscriber Assistance Program.

Building 1, MS #26.
2727 Mahan Drive.
Tallahassee, FL 32308.

1-850-921-5458 | (toll-free) 1-888-419-3456

You may not request a SAP review if you also ask 
for a Medicaid Fair Hearing.

MEDICAID FAIR HEARING 
You can ask for a Medicaid Fair Hearing. Just 
contact the Department of Children and Family 
Services at:

Office of Public Assistance Appeals Hearings.
1317 Winewood Boulevard.
Building 5, Room 203.

Tallahassee, FL 32399-0700.
1-850-488-1429

There is a deadline to ask for this. It must be within 
90 days of the notice of action or initial decision. 

Please note—you can’t have a SAP review and a 
Medicaid Fair Hearing.

How can I keep my benefits during the 
Medicaid Fair Hearing process?
In order for this to occur:

�The appeal must involve the end, stopping or •	
reduction of treatment that had been previously 
approved

The authorization period cannot have expired•	

�The services must have been ordered by an •	
authorized provider 

�You must file your appeal within 10 calendar •	
days of the date of the notice of action if filing 
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verbally; or if filing in writing and submitting via 
US mail, within 15 calendar days, or prior to the 
intended effective date of our proposed action 

You must request an extension of benefits•	

If we continue your benefits during the hearing 
process, the benefits will continue until one of the 
following occurs:

�10 calendar days pass from an verbal request •	
or 15 calendar days pass from a written (mailed) 
request from the date of the plan’s adverse 
decision; and you have not requested a “Medicaid 
Fair Hearing with continuation of benefits until a 
Medicaid Fair Hearing decision is reached” 

�A Medicaid Fair Hearing decision is made that is •	
not in your favor

�The authorization expires or the authorized •	
service limits are met

You withdraw the appeal•	

You may have to pay for all costs that collect 
during the review if you lose the hearing. The plan 
may recover the cost of the services given to you 
during this process. 

What happens if the Medicaid Fair Hearing 
rules in my favor?
We will approve and pay for services as quickly as 
possible. The plan will pay for services that were in 
dispute. We will do this: 

According to state policy and rules •	

�If the services were given while the hearing was •	
ongoing

If the final decision reverses our decision •	

FILING A GRIEVANCE
We want to know if you have any grievances. They 
must be submitted within one year after the issue 
occurred. Call Customer Service. We will try to fix 
the issue over the phone. You may also write to us. 
Mail your grievance to:

HealthEase Health Plan.
Attn: Grievance Department.

P.O. Box 31384.
Tampa, FL 33631-3384

It can also be faxed to us. Fax it to 1-866-388-1769.

As a HealthEase member, you can file a grievance 
about problems such as:

Doctor behavior•	

Facilities•	

�If you feel we should process your request for an •	
appeal in the expedited 72 hours rather than the 
standard 30 calendar days

�If you feel we should process your request for a •	
service in the expedited 72 hours rather than the 
standard 14 calendar days

Involuntary disenrollment•	

Office waiting times•	

Quality of services•	

�We will try to fix any problem you might have. We 
can solve many issues over the phone. These may 
be about:

A lack of information •	

A misunderstanding•	

Bad information •	

You have rights outside the plan’s process. They are 
included in the Medicaid Fair Hearing section of 
this handbook.

Grievances that are not settled right away will 
go to a Customer Service Grievance Coordinator 
(CSGC). We will send you a letter within 10 days. It 
will let you know we got your complaint. Or you 
will get a decision letter if the issue is settled.

A doctor will look at cases that involve medical 
issues. Once we get your grievance, the process will 
take 30 calendar days or less. It may take longer if 
more details must be gathered.

Up to 14 calendar days can be added to the process 
if we need more information. We will let you know 
if this happens. You may also ask for extra time. To 
do so, ask your case representative. We will send 
you a letter if we need extra time. The letter will 
let you know when we expect to make a decision. 
It will also tell you what to do if you do not agree 
with the extra time.

We will send you a letter telling you the outcome 
of the case. It will also tell you that you can ask 
for a second-level grievance. You do not have 
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to do this. If you do ask for one, you must send 
your request in writing. You must do this within 
30 calendar days after you get our decision. Send 
it to the Grievance Committee (GC). You will have 
less time to file an appeal to the state if you file a 
second-level grievance.

You may also present your case to the GC in 
person or by phone. To do this, please include this 
in your request. Our GC meets every Thursday from 
9am to 10am Eastern. We will contact you to set up 
a meeting date.

You will have 10 minutes to present your side of 
the case to the GC. GC members may then ask 
questions. You will be sent a decision letter within 
five business days of the GC meeting.

The second-level process takes 30 calendar days or 
less in most cases. 

What happens if you do not agree with the 
second-level findings? You can ask the Subscriber 
Assistance Program (SAP) to hear your case. You 
must finish the plan’s grievance process before 
they will hear your case. Be sure to ask for a 
hearing within one year after the event in question 
occurred. 

In order for the SAP to hear your grievance, the 
following must be met:

Your grievance was filed in writing•	

�You submitted your request within one year of •	
when the issue you are grieving about occurred

�Your issue concerns the quality of health care •	
services you have received or your issue involves 
the contractual relationship between you and us

EXHAUSTION OF GRIEVANCE 
PROCEDURES 
You must finish the appeals and grievances steps 
before taking legal action.

Call the Consumer Call Center at 1-888-419-3456. 
It is there to help people with Medicaid. They can 
answer questions about quality of medical care.

Additional Help With Appeals  
And Grievances
Here are some other agencies you can contact 
during or after the appeals or grievance process:

Agency for Health Care Administration.
Subscriber Assistance Program.

Building 1, MS #26.
2727 Mahan Drive.
Tallahassee, FL 32308.

1-850-921-5458 | (toll-free) 1-888-419-3456

Department of Financial Services.
Consumer Affairs.

200 East Gaines Street.
Tallahassee, FL 32399 .

1-800-342-2762

We keep track of all appeals and grievances. We 
report this information to the state. This also helps 
us give members better service.

 
MEMBER RIGHTS

As a HealthEase member, you have the right:

�To get details about what the plan covers and •	
how to use its services and plan providers.

To be treated with dignity and respect.•	

To have your privacy protected.•	

�To know the names and titles of doctors and •	
others who treat you.

�To understand your medical state and health •	
status, advice for treatment, alternatives and risks.

�To talk openly about care needed for your •	
health, no matter the cost or benefit coverage. 
To freely talk about care options and risks 
involved. To have this information shared in a 
way you understand. 

To make decisions about your care.•	

�To be free from any form of restraint or seclusion •	
as a means of force, discipline, convenience or 
revenge.

�To know what to do for your health after you •	
leave the hospital or office.
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To refuse care.•	

To refuse to take part in research.•	

To get a proper reply to your complaints.•	

�To ask for and get a copy of your medical •	
records from your doctor. Also, to ask that 
the records be changed/corrected if needed. 
(Requests must be received in writing from you 
or the person you choose to represent you. The 
records will be provided at no cost. They will be 
sent within 14 days of receipt of the request.)

To create an advance directive.•	

To suggest ways the plan can improve.•	

�To appeal health care decisions using the proper •	
steps.

To have a say in the plan’s member rights.•	

�To have all these rights apply to the person who •	
can legally make health care decisions for you.

�To have all health plan staff members observe •	
your rights.

�To use these rights no matter what your sex, age, •	
race, ethnic, economic, educational or religious 
background.

 
MEMBER RESPONSIBILITIES

�As a HealthEase member, you have the 
responsibility:

�To know how HealthEase works by reading this •	
handbook. 

�To carry your HealthEase ID card and Medicaid •	
Gold Card with you at all times. And to present 
them when you get health care services. 

�To get non-emergency care from a primary •	
doctor, to get referrals for specialty care, and to 
work with those giving you care. 

To be on time for appointments. •	

�To cancel or set a new time for appointments •	
ahead of time. 

To report unexpected changes to your provider.•	

To respect doctors, staff and other patients.•	

�To help set treatment goals that you and your •	
doctor agree to.

�To follow the treatment plan you and your •	
provider agree on. 

�To understand medical advice. Ask questions if •	
you do not. 

�To know about the medicine you take, what it is •	
for, and how to take it. 

To provide information needed to treat you. •	

�To make sure your doctor has your previous •	
medical records. 

�To tell HealthEase within 48 hours, or as soon •	
as you can, if you are in a hospital or go to an 
emergency room.

 
NOTICE OF PRIVACY PRACTICES

This notice describes how Medicaid information 
about you may be used and disclosed and how 
you can get access to this information. Please 
review it carefully. 

1. �Why WellCare Provides This Notice
WellCare is required by law to maintain the 
privacy of Protected Health Information (“PHI”) 
and to provide individuals with oral, written 
or electronic notice of WellCare’s legal duties 
and privacy practices with respect to PHI. PHI 
includes information that can be used to identify 
you and has been created or received about your 
past, present or future health or condition, the 
provision of health care to you, or the payment 
for this health care.

This notice explains our privacy practices that are 
applicable to you, a valued member of WellCare. 
We appreciate the confidence and trust that 
you have bestowed upon us. Your privacy is very 
important to us, and we take this duty seriously.

WellCare is required to follow the privacy 
practices that are described in this notice. 
However, we reserve the right to change the 
terms of this notice and our privacy practices 
at any time. Any changes to our polices and 
procedures will apply to the PHI we already have 
in our possession. If we make material change 
to our policies and procedures about your PHI, 
we will update this notice, post a new notice on 
our Web site at www.wellcare.com, and, to the 
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extent required by applicable law, promptly mail 
a notice of the changes to you.

2. �WellCare Needs Information to Provide 
Services   
The types of PHI we collect on each of our 
members will include, but not necessarily be 
limited to: (i) the information that you provide to 
us or that we receive from regulatory authorities, 
your employer or benefits plan sponsor on an 
application or any other form, in person or in 
writing, electronically or by telephone (such as 
your name, address, Social Security number, 
date of birth, dependent information, marital 
status, health or medical history, employment 
information and other insurance carrier history); 
and (ii) your contact and affiliation in any form 
with any of our agents, business partners or any 
other party (such as medical records, health care 
claims, premium payments, verification of your 
eligibility, appeal and grievance information, 
information to process requests for health care 
authorizations, and enrollment applications).

3. �Treatment, Payment and Health Care 
Operations
We use and disclose your PHI primarily for 
your treatment, payment and our health care 
operations. The following list describes the most 
common uses and disclosures that WellCare and 
its business partners may make that are permitted 
by law. 

�To a doctor, a hospital or other health care •	
provider in order to provide your medical care. 

�To pay claims for covered services provided to •	
you by doctors, hospitals or other health care 
providers. 

�For the daily operations of WellCare, including •	
but not limited to, processing your enrollment, 
responding to your inquiries and requests for 
services, coordinating your care, resolving 
disputes, conducting medical management, 
improving quality, reviewing the competence 
of health care professionals, and determining 
premiums. 

�To your plan sponsor to permit them to perform •	
plan administration functions. 

�To contact you with information about health-•	
related benefits and services, appointment 
reminders or about treatment alternatives that 
may be of interest to you. 

4. Other Uses and Disclosures of PHI 
WellCare may use or disclose information about 
you:

�To your family and friends if you are unavailable •	
to communicate, such as in a medical or other 
emergency. 

�When disclosure is required by federal, state or •	
local law, judicial or administrative proceedings, 
or law enforcement officials. For example, we 
make disclosures to regulatory agencies when a 
law requires that we report information. We may 
also disclose PHI pursuant to subpoena as part of 
a judicial or administrative proceeding. 

�To government agencies for public health •	
activities or health oversight activities, such as 
disclosures to agencies that regulate Medicare 
and Medicaid services. 

�To appropriate authorities regarding abuse, •	
neglect or domestic violence. 

To military authorities. •	

For research purposes in limited circumstances. •	

�For procurement, banking or transplantation of •	
organs, eyes or tissue. 

�To a coroner, medical examiner or funeral •	
director.       

5. �Uses and Disclosure Requiring 
Authorization
In other situations, WellCare will require a 
specific authorization before we use or disclose 
your PHI. For example, WellCare will seek your 
authorization before using or disclosing your 
PHI if we seek to offer unsolicited marketing 
resources to you for a purpose that is not related 
to your health benefits or health condition. You 
have the right to revoke such an authorization at 
any time by notifying us in writing.  

6. Your Individual Rights
Access—You have the right to review and obtain 
a copy of your information that may be used to 
make decisions about you, such as claims and 
medical management records. You also may 
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receive a summary of this health information. If 
you request copies, we may charge you a fee for 
each page and per hour for staff time to locate 
and copy your information and postage.

Confidential Communications—You have the 
right to receive confidential communications 
of information in a different manner or at 
a different place to avoid a life-threatening 
situation. We will accommodate your request .
if it is reasonable.  

Amendment—You have the right to request 
an amendment of information we maintain 
about you if you believe that it is wrong or 
incomplete. We may deny your request if we did 
not create the information, we do not maintain 
the information, or the information is correct 
and complete. If we deny your request, we will 
provide you a written explanation of the denial.  

Accounting—You have the right to receive a 
list of instances in which we or our business 
associates have disclosed your information 
for purposes other than treatment, payment 
or health care operations and certain other 
activities. If you request this information more 
than once in a 12-month period, we may charge 
you a reasonable, cost-based fee for responding 
to these additional requests.

Notice—All WellCare members and prospective 
members have the right to receive a written 
copy of this notice upon request at any time.

Restrictions—You have the right to ask to 
restrict uses or disclosures of your information. 
We are not required to agree to these 
restrictions, but if we do, we will abide by our 
agreement. You also have the right to agree to or 
terminate a previously submitted restriction.  

�Contact—All of your applicable privacy rights 
can be exercised by contacting WellCare. If you 
wish to write to us, please write to the Chief 
Privacy Officer. If you call us, please call the .
toll-free phone number on your membership 

card and a Customer Service associate will assist 
you. You may also call the number below.  

WellCare Health Plans, Inc..
Attention: Chief Privacy Officer.
8735 Henderson Road, Ren. 2.

Tampa, FL 33634.
Phone: 1-813-290-6200

 
7.  Complaints 
If you believe this policy has been violated 
with respect to information about you or 
your covered dependents and you wish to 
file a complaint with us, it may be done either 
verbally or in writing. You may also file a 
complaint with the U.S. Department of Health 
and Human Services, Office of Civil Rights (OCR). 
We will not retaliate against you for filing a 
complaint. 

Effective Date: October 1, 2006
This Notice of Privacy Practices is applicable to the following subsidiaries of WellCare Health 
Plans, Inc.: WellCare of Florida, Inc.; HealthEase of Florida, Inc.; WellCare of New York, Inc.; 
WellCare of Connecticut, Inc.; WellCare of Louisiana, Inc.; WellCare of Georgia, Inc.; WellCare of 
Ohio, Inc.; Harmony Behavioral Health, Inc.; Harmony Behavioral Health of Florida, Inc.; Harmony 
Health Plan of Illinois, Inc.; WellCare Prescription Insurance, Inc.; WellCare Health Insurance 
of Arizona, Inc.; WellCare Health Insurance of Illinois, Inc.; WellCare Health Insurance of New 
York, Inc.
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IMPORTANT PHONE NUMBERS

Your PCP:

HealthEase Customer Service 1-800-278-0656

TTY/TDD 1-877-247-6272

Personal Health Advisor 1-800-919-8807

HealthEase Fraud and Abuse Hotline 1-866-678-8355

Office of Administrative Hearings (Fair Hearings) 1-850-488-1429

Area Medicaid Offices:

�Area 2b – Calhoun, Gadsden, Jefferson, Leon, Madison .•	
and Wakulla Counties

Area 2b – Liberty County•	

1-850-921-8474

1-800-248-2243

Area 3a – Putnam County•	 1-800-803-3245

Area 3b – Citrus, Hernando, Lake and Marion Counties•	 1-877-724-2358

Area 4 – Duval and Volusia Counties•	 1-800-273-5880

Area 5 – Pasco and Pinellas Counties•	 1-800-299-4844

Area 6 – Highlands, Hillsborough, Manatee and Polk Counties•	 1-800-226-2316

Area 7 – Brevard, Orange, Osceola and Seminole Counties•	 1-877-254-1055

Area 8 – Sarasota County•	 1-800-226-6735

Area 9 – Martin and Palm Beach Counties•	 1-800-226-5082

Area 10 – Broward County•	 1-866-875-9131

Area 11 – Dade County•	 1-800-953-0555

Other numbers:

Local Plan Pharmacy: 

Other Health Provider:

Other Health Provider: 

Other Health Provider: 


