
H5577_20310923_C 
 

Medicare Appeal #
                                                                                                                                                         

_______________ 
 (for C2C only)

                   
Part D Late Enrollment Penalty (LEP) Reconsideration Request Form 
 
Please use one (1) Reconsideration Request Form for each Enrollee. 
 
Date: ___________________________________________________________________ 

Enrollee Name: _________________________     _______________________________ 

                                (First Name)                                                  (Last Name) 

Address: ____________________________ City: ________________________________ 

State: _______________________________ Zip Code: ___________________________ 

Phone: ( _______ ) _____________ 

Medicare Number: ________________________________________________________ 

Date of Birth (MM/DD/YYYY): _____________________________________________ 

Name of current Part D Drug Plan: ___________________________________________ 

IMPORTANT: A signature by the enrollee is required on this form in order to process an appeal. Complete, 
sign and mail this request to the address at the end of this form, or fax it to the number listed on this form within 
60 days from the date on the letter you received stating you have to pay a late enrollment penalty. If it has been 
more than 60 days, explain your reason for delay on a separate sheet and send it with this form. 
 
Check all boxes that apply to you: 
 
 I had other prescription drug coverage as good as Medicare’s (creditable coverage). 
 
Please provide evidence of prior creditable prescription drug coverage. For example: 
 
• If you had drug coverage from an employer or union plan, provide a copy of the Notice of 
Creditable Prescription Drug Coverage or Certificate of Prior Creditable Prescription Drug 
Coverage from the employer or union plan. 
• If you had/have drug coverage with the Department of Veterans Affairs (VA), please provide 
any of the following: Notice of Creditable Prescription Drug Coverage; a copy of your VA Health Benefit Card; 
a letter from the VA certifying eligibility; or an Explanation of Benefits (EOB). 
• If you have drug coverage through the Indian Health Service, a Tribe or Tribal organization, or 
an Urban Indian Organization (I/T/U), please provide a copy of any of the following: IHS 
registration card; letter verifying eligibility and/or enrollment. 
 
Name of former employer/union/another insurer: _____________________ 
Dates of coverage (MM/DD/YYYY) from __________________ to ___________________ 
Plan Address & Phone: _______________________________________________________ 
Contact Name: ______________________________ Phone: _________________________ 
 
 I had prescription drug coverage, but I didn’t get a notice that clearly explained if my drug coverage was 
creditable coverage. 
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Reminder: Most non-Medicare plans that offer prescription drug coverage, like employer or union coverage, 
must send enrollees a notice explaining how their prescription drug coverage compares to Medicare prescription 
drug coverage. Plans may provide this information in their benefits handbook or as a separate written notice. 
 
 

If you don’t know if your prescription drug coverage was creditable: 
To help your case, you may want to send a letter to your previous plan and ask if your coverage was 
creditable. Attach your letter and any response to this form. You shouldn’t wait to receive a response 
before you send this request form, and there is no need to send a letter if your prior coverage was with 
a Medicare Part D plan. 
 
 I believe the LEP is wrong because I was not eligible to enroll in a Medicare Part D plan during the 
period stated by my current Medicare Part D plan. Example: You lived outside of the United States 
during the initial enrollment period stated by your Medicare Part D plan. You must submit proof why 
you believe the LEP is wrong, such as proof of overseas residency. 
 
□ I believe the LEP is wrong because I was unable to enroll in a Medicare Part D plan due to a serious 
medical emergency. You must submit proof that you experienced a serious medical emergency (e.g. 
unexpected hospitalization) that affected your ability to timely enroll in a Medicare Part D plan. 
 
 I have/had extra help from Medicare to pay for my prescription drug coverage. 
 
• Dates of extra help: from ___________________________ to ___________________________ 
• Use a separate sheet if necessary. 
 
By signing this form, I give permission to any entity to release information needed by Medicare or its 
independent contractor (C2C Innovative Solutions Inc.) to review my Medicare Part D late 
enrollment penalty appeal. 
 
I certify that the information on this form is true, accurate and complete. I understand that if I have submitted 
any false documents, made any false claims or statements, or concealed any material facts, I may be 
subject to civil or criminal liability. 
______________________________________                        ______________________ 
Signature of Enrollee                                                                   Date 
 
• Be sure to include your Medicare Health Insurance Claim number or Medicare Beneficiary 
Identifier on any materials you send. 
 
• Do not send original documents. 
 
• Please make sure the enrollee and representative, if applicable, have signed this form. 
 
Send this form and any extra pages to: 
 
Standard Mail:                       
C2C Innovative Solutions, Inc.
Part D LEP Reconsiderations   
P.O. Box 44165                        
Jacksonville, FL 32231-4165   
 

                      Courier or Tracked Mail like FedEx o UPS: 
                 C2C Innovative Solutions, Inc. 
                 Part D LEP Reconsiderations 
                 301 W. Bay St., Suite 1110 
                 Jacksonville, FL 32202 
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Toll Free fax for enrollees: (833) 946-1912 
Web Portal Address: https://www.c2cinc.com//Appellant-Signup 

 
Note about Representatives: 
If you want another individual, such as a family member, friend, or your doctor to request a 
reconsideration for you, that individual must be your representative. 
 

Complete the Appointment of Representative form only if you wish to have another 
individual represent you for this appeal. 

 
 

MCS Classicare is an HMO plan subscribed by MCS Advantage, Inc 

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-
866-627-8183 (TTY: 1-866-627-8182). 

ATENCION: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-866-
627-8183 (TTY: 1-866-627-8182). 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電1-866-627-8183 (TTY: 1-866-627-
8182). 

Confidentiality Notice:  This communication is privileged and confidential, and/or protected health 
information (PHI) or electronic protected health information (ePHI), and may be subject to protection under the 
law, including HIPAA. This communication is intended for the sole use of the individual or entity to whom it is 
addressed.  If you are not the intended recipient, be advised that any use, disclosure, distribution, copying, or 
action taken in reliance on the contents of this communication is strictly prohibited. If you have received this 
information in error, please notify the sender immediately and arrange for its return.  
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