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RE:  «MemberFirstName» «MemberLastName» 
DOB: «MemberDOB»  
 
Dear  Member: 
 
Peach State Health Plan reviews members that receive medical services. This review makes sure 
benefits are used properly. In our review, we look to see if members have any of the following: 
 

 Prescriptions written on a stolen, fake, or changed prescription blank. 
 Prescribed drugs that should not be used for the member’s medical condition. 
 Member has filled prescriptions at more than two pharmacies per month or more than five 

pharmacies per year. 
 
 

Member receives more than five different drugs per month. 
Member receives more than three controlled drugs (examples: pain medicine, medicine to 
help sleep, and medicine to control attention deficit disorder) per month. 

 Member gets two or more drugs that work the same way from different providers. 
 
 

Member receives prescriptions from more than two doctors per month. 
Member has been seen in hospital emergency room more than two times per year 

 Member has diagnosis of drug poisoning or drug abuse on file. 
 Number of prescriptions for controlled drugs exceeds 10 % of total number of prescriptions. 
 
We receive information from providers and the Department of Community Health (DCH). 
Pharmacies may also tell us about members that may need to have their use of drugs reviewed. 
If the member has one or more of the items above the member will be assigned to one pharmacy 
to fill all drugs. The member may also be assigned one doctor to write for controlled substance 
medications. 

(more on back) 
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The purpose of this letter is to:  
 Tell you about the Pharmacy Lock-In Program. 
 
 

Tell you that we have selected a pharmacy that you will be locked into.  
Tell you the name of the doctor who may write for your controlled drugs, if one provider was 
chosen for you. 

 Tell you that you may receive a call from a case manager at Peach State Health Plan. 
 
Section A.   Pharmacy Lock-In Program 
 

You have been placed in the Pharmacy Lock-In Program. You will be in this program for at least 
one year. Peach State Health Plan is required to have a lock-in program by DCH. The lock-in 
program is for the protection of our members. Having one pharmacy fill all prescriptions can 
prevent a member from being harmed by drugs that do not work together.   
 
Only the pharmacy selected will receive payment from Peach State Health Plan for drugs 
provided to you. If there is a doctor listed below, only that doctor can write prescriptions 
for controlled substance medications for you to fill at your lock-in pharmacy. 
 
For all pharmacies who manage lock-in patients, Peach State Health Plan expects the following: 

 Verify controlled substance prescriptions by phone when multiple physicians are involved in the 
patient's care. 

 

 

Do not allow early refills on controlled substances. 
Make sure that all physicians writing prescriptions for controlled substances know that other 
physicians are also writing prescriptions for controlled substances for the same patient. This may 
not apply if the member is restricted to one provider below. 

  Section B.      Selected Providers 
 
Your selected provider(s) will be: 
                                                                                             

Effective 
Date 

Provider Name Provider Address Provider Phone 
Number 

NPI # 

     

     

 
If your pharmacy does not have your medication, please call Peach State Health Plan at 800-704-
1484 for help getting your medicine filled.  
 
Sincerely,  
John F. Bradberry, MD 
Sr. Medical Director 
Peach State Health Plan  
 

   

 CC:   
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«SentDate» 
 
 
«LetterRecipientFullName»  
«LetterRecipientAddress» 

 
 

 ADVERSE BENEFIT DETERMINATION 
 

Dear  «MemberFirstName» «MemberLastName» («MemberID») 
 
Peach State Health Plan reviews both providers and recipients of medical services. This guarantees that 
benefits are being used correctly.  
 
We reviewed your drug, physician, and emergency room utilization for the last twelve months. Based on 
that information, your ability to choose a pharmacy at which your prescriptions may be filled will be: 
  
 Suspended: Please see attached letter for details.   
  

You or your provider, acting with your written consent, may obtain an appeal of this decision. An appeal 
means that you may request that this determination be reevaluated by another qualified medical professional. 
Your initial request may be made orally by calling 1-800-704-1484. If you make an oral request, you must 
also submit a written and signed request within 30 calendar days to:  

 
Peach State Health Plan 

Appeals and Grievance Coordinator 
1100 Circle 75 Parkway Suite 1100 

Atlanta, GA 30339 
 

All requests for appeals must be made within sixty (60) days from the date of this letter. The action described 
in this letter is effective. 
 
If you have moved and this Pharmacy or Medical Provider is no longer within driving distance from your 
new home, be sure the Department of Community Health has updated their records with your new 
address. You can then call Peach State Health Plan member services at 1-800-704-1484 and request a 
provider change based on your new location.  
 
You, the member, are required to exhaust the Peach State Health Plan Administrative Review process before 
you have the right to an Administrative Law Hearing.  
 
You have the right and are requested to submit written comments, documents, or other information relating to 
this request for administrative review. With your written consent, you have the right to have someone else 
represent you in making your appeal, including legal counsel.  
 
Your Provider has the right to file a Provider complaint under Peach State Health Plan’s Provider Complaint 
system.  
 
Do you need help understanding this? If you do, call Peach State Health Plan’s Member Service line at 1-
800-704-1484.If you are hearing impaired, call our TDD/TTY 1-800-659-7487.  You can also get this 
information in large font, an alternative language, or have this information read to you over the phone by 
calling Member Services.   

(more on back) 
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¿Necesita ayuda para entender esto? Si la necesita, llame a la línea de Servicios para los miembros de 
Peach State Health Plan al 1-800-704-1484. Si es una persona con problemas de audición, llame a 
nuestro TDD/TTY 1-800-659-7487. Para obtener esta información en letra más grande o que se la lean 
por teléfono, llame a Servicios para los Miembros. 
 
If you are currently receiving the service(s) and request an appeal, you may also ask that your service(s) 
continue during the course of the review. You may first orally request that the service(s) continue pending the 
review, but you are also required to put the request in writing. You may ask to continue benefits when you 
submit your written request for an appeal review, but your appeal request  for continuation of benefits 
must be made within (10) days from the date of this letter. Please send all requests to the address listed 
above.  If you request that your service(s) continue, and it is determined that the services were not medically 
necessary or appropriate, you will be responsible for paying for the service(s). 
 
You may also ask for an expedited appeal review if you require a determination in less than thirty days 
because your health will seriously be jeopardized by the wait. You may make the request orally by calling 1-
800-704-1484, (TDD/TTY) 1-800-659-7487.  A determination will be made regarding your eligibility for an 
expedited review. As an Expedited Administrative Review must be resolved within 72 hours, document 
submission including evidence and allegations of fact or law must be submitted timely to allow review and 
determination within this timeframe.  
 
Regular appeals submitted in writing will be determined within 30 days.  Expedited appeals will be decided 
within 72 hours.  This information has also been sent to your requesting provider. 
                                                 
You or your authorized representative has the right to request a copy of the criteria or benefit provision used in 
this decision.  Please submit these written requests to:  

 
Medical Management 

Peach State Health Plan 
1100 Circle 75 Parkway Suite 1100 

Atlanta, GA 30339 
ATTN: IQ Criteria 

 
If you or your physician wishes to discuss this decision with the reviewer, please call 1-800-704-1484, 
(TDD/TTY) 1-800-659-7487, Monday through Friday between 8 am and 5 pm. 
 
Sincerely,  
John F. Bradberry, MD 
Sr. Medical Director  
Peach State Health Plan     
 
CC:   
 
 
  



 

 

 

APPOINTMENT OF REPRESENTATIVE FORM 
 
 
 

Please fill out this form only if you would like to choose someone to represent you in your appeal. 
Be sure to sign your name. An appeal can be requested when you have been denied a service. Please fax 
or mail this form to the number or address below. 
 
You must tell your provider if you select him or her to be your appeal representative.   

Note:  Please ask the provider to submit a formal request for an appeal. All medical notes should 

be submitted to support the request.  

 
To Peach State Health Plan Appeals and Grievance Department: 
 
_I ______________________________________ 

(Member’s Name or Parent/Guardian)   

 

give consent for  

_________________________________ 
(Provider’s Name or Other Representative)

to act as my representative in the  
 

 

 
filing and  processing of an administrative review (appeal). 

  (Signature of Member or Parent/Guardian) 
 

      (Print Name)           
  
 

   (Member’s Medicaid Number)           
          
THIS FORM IS NOT A FORMAL APPEAL REQUEST.  PEACH STATE HEALTH PLAN REQUIRES A VERBAL APPEAL 

REQUEST OR WRITTEN APPEAL REQUEST.   CALL MEMBER SERVICES AT 1-800-704-1484 TO MAKE A VERBAL 

APPEAL REQUEST.  SEE THE CONTACT INFO BELOW TO MAIL OR FAX YOUR WRITTEN APPEAL REQUEST.    
 
Appeal Phone (Verbal Request): 1-800-704-1484 
 
Appeal Address and Fax Number (for written request): 
 

Appeal Address: 
Peach State Health Plan 

Appeals and Grievance Department 
1100 Circle 75 Parkway Suite 1100 

Atlanta, GA 30339 
Fax: 1-866-532-8855 

 
Do you need help understanding this? If you do, call Peach State Health Plan’s Member Service line at 1-
800-704-1484.If you are hearing impaired, call our TDD/TTY 1-800-659-7487.  To get this information in 
large font or have this information read to you over the phone, call Member Services.   
 
¿Necesita ayuda para entender esto? Si la necesita, llame a la línea de Servicios para los 
miembros de Peach State Health Plan al 1-800-704-1484. Si es una persona con problemas de 
audición, llame a nuestro TDD/TTY 1-800-659-7487. Para obtener esta información en letra más 
grande o que se la lean por teléfono, llame a Servicios para los Miembros.           
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