
 

Request for Redetermination of Medicare Prescription Drug 
Denial 

65 days

Who can make a request? 

 

Member information 

Complete the following section only if you’re completing this form for the member. 

Representative information 

Note: 

Prescription drug information

  

If you answered “Yes”, please provide the following information: 



Prescriber information 

Please explain your reason(s) for appealing.

Does your appeal need to be expedited?

 

If you have a supporting statement from your prescriber, attach it to this request. 

Signature 

Member or authorized representative signature    Date 
 



Ready to send the completed form? 
 

This form may be sent to us by mail or fax:

1-800-595-9532

UHCMedicareSolutions.com. 
 

Questions? We’re here to help. 

 


