Federal Empl oyees O Priority Health

Health Benefits (FEHB)
member appeal request form

You have a right to an appeal if you believe you are entitled to a service or benefit
that has been denied. You may appeal within 6 months from the date of the initial
denial notification. Incomplete appeal forms may cause a delay in your appeal.

Who can complete this form?

You or an authorized representative may fill out this form. To appoint someone to represent you,
you must complete, sign and submit a ‘Appointment of Representative request form’. Unless
revoked or specified, this status is valid for one year at most from the date the form is signed.

If you are under the age of 18, a parent or legal guardian is automatically appointed as your
authorized representative until you are 18 years of age.

For matters involving substance abuse or behavioral health treatment, a parent or legal
guardian can act on your behalf if you are a dependent who is 14 years of age or older.

What must be done to request an appeal?
To request an appeal, you must take the following action:
e Complete, sign and submit one appeal form for each member/appeal reason.
e Attach documentation relating to your appeal. This includes:
o Explanation of Benefits (EOB), receipts, medical records, statements from providers,
research material, etc. Always send copies. Never send original documents.

Where do | send the completed form?
Return the completed form to Priority Health by:

Mail Email

Priority Health phmemberappeals@priorityhealth.com
Attn: Grievance & Appeals Department Fax

1231 East Beltline NE, MS 1145 616.975.8894

Grand Rapids, Ml 49525

How long does it take for a decision to be made?

If services have not been received, we will send you a written decision within 72 hours of receiving
your request. If services have been received, we will send you a written decision within 30 days of
receiving your request. If we request additional information, you or your provider must send the
information within 60 days of your request.

For expedited reviews, we will send you a written decision within 72 hours of receiving your request.
How do | get an expedited review?

Expedited reviews are only available when the standard review time could put your life in danger or
delay treatment for severe pain, which must be confirmed by a healthcare provider.

What if | have questions or it has been more than 6 months since | submitted an appeal?
You can contact our customer service team by calling the number on the back of your member 1D
card or logging into your member account at priorityhealth.com to send us a message.
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1. Member information

First name Last name M.I.
Date of birth Priority Health ID number
/ /
Street address Unit/apt./lot no.
City State Zip Code
Email Phone
( ) -

Are you out of state?
O VYes O No

If 'Yes', what is the State?
Are you an authorized representative completing this form?

0 Yes (complete section 1a.) O No

1a. Authorized representative details*

First name Last name M.I.

What is your relationship to the member? (choose one)

0 Conservator O Dependent [ Healthcare provider O Legal guardian [ Parent

O Power of attorney 0O Spouse O Other:
If ‘Healthcare provider’, provide your National Provider Identifier (NPI):

Street address Unit/apt./lot no.
City State Zip Code
Email Phone

( ) -

Signature of member, parent (if under the age of 18) or legal guardian | Today's date

2. Decision information
Where do you want the decision to be sent? (mark all that apply)
0 Member O Authorized representative [ Other individual or place (complete section 2a.)

2a. Other individual or place details

Name

Street address Unit/apt./lot no.
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City State Zip Code

Email Phone

( ) -

3. Appeal type

What is the type of issue you are appealing? (choose one)

0 Deductible or copay O Medical device [ Medical service [O Medication
0 Non-covered services [0 Payment denial or underpayment

[0 Preservice denial (complete section 3a.)

3a. Preservice details

Provider name Authorization number
Location name Date of service(s)
/ /

Type of service(s)

Have you already received the service(s)?

OYes ONo
If ‘Yes', what is the total charged amount?
If Yes', what is the claim number? (you can add multiple claim numbers)

Would the standard review time put your life in danger or delay treatment for severe pain?
A healthcare provider will confirm this.
LVYes O No

If Yes', explain:

4. Appeal details

Describe the reason you are requesting an appeal with a brief explanation of the problem and
the resolution you are seeking. If applicable, please include details on the service you have
requested or received, such as dates, provider names, claim numbers, authorization numbers,
etc. You may attach additional pages if there is not enough room.
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5. Acknowledgement

By submitting this appeal, | understand that Priority Health will complete an investigation of my
appeal for review by the Appeal Committee. | understand that this may involve contacting
appropriate providers to gather relevant medical records including photos, claims information
relating to diagnosis, prognosis and treatment for physical and mental illness, mental health,
substance abuse, communicable diseases, serious communicable diseases and infections and
other conditions, ailments, sicknesses and diseases, including human immunodeficiency virus
(HIV) infections and acquired immunodeficiency syndrome (AIDS).

Signature of member, parent (if under the age of 18) or legal guardian | Today's date

/ /

*Priority Health must have an Appointment of Representative (AOR) form or other legal documentation
(Durable Power of Attorney, Executor of Estate, etc.) when a request for a grievance and/or appeal is
submitted by someone other than the member. If this form or other legal documentation is not on file, we
are unable to continue with the appeal or grievance. You can download an AOR form at
priorityhealth.com, complete it and include it with this request. Or you can include applicable legal
documentation with this form. If you're unable to obtain the AOR form, Priority Health will request this
information when your grievance and/or appeal is received if it is not included. If you have any questions,
please contact us at the phone number on the back of your member |D card.
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Notice Of Availability O Priority Health

of Language Assistance Services
and Auxiliary Aids and Services

We offer free language assistance services and auxiliary aids and services.

Albanian (Shqip) - VINI RE: Nése flisni shqgip, shérbime falas t& ndihmés sé gjuhés jané né
dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion né
formate té pérdorshme jané gjithashtu né dispozicion falas. Telefononi 800.942.0954 (TTY: 711) ose
bisedoni me ofruesin tuaj té shérbimit.
il e cland g baclise il s 863 e Aol 4y gall) Sac lsal) Ciladds Sl i giiud oy yall Zadl) Caaahi <€ 13) 1agsi - (dy_ad)) Arabic
Aexdl) adie N &asd S (TTY: 711) 800.942.0954 8,0 e Jeail Ulae Lead) J e sl Sy ity il slaal)
c<hals amoam) Khoaa alon Keoarus <iels haahar (iohd @M (adu (< haoase - (iche) Assyrian
(TTY: 711) 800.942.0954 __cuio. hals (odux <L ax <ioam odus Kacas <uals <haahara <asham Ko
ot e ~a\ a\\a
Bengali (J1$AT) - VAT A I SN 1T T ©O1R0eT WHNNK Gy [[RAriets or gy sizrgol AR{SQm
el FCACR | SIS TG OT ARICAL Gy GHNYS HRIAP TROIAMN0] (R ATTIAMS [{Arsyeety
T¥eTdr UACE| 800.942.0954 (TTY: 711) NI T FPN WA HANT ARNFIAIF ALY FA e |
Bosnian/Croatian (Bosanski/Hrvatski) - PAZNJA: Ako govorite bosanski/hrvatski, dostupne su
vam besplatne jezicke usluge. Odgovarajuc¢a pomagala i usluge za pruzanje informacija u
pristupacnim formatima takode se pruzaju besplatno. Pozovite 800.942.0954 (TTY: 711) ili
kontaktirajte svog pruzatelja usluga.
Chinese - Simplified (F3X) - {18 WUREG [HHC], AV TN ERINE S hBIIRS . ATIE % T4t
TR THEARS, LAk ss RS B, Bl 800.942. 0954 (TTY: 711) BB S HEALR .
English - ATTENTION: If you speak English, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 800.942.0954 (TTY: 711) or speak to your provider.
French (Francais) - ATTENTION : Sivous parlez Francais, des services d'assistance linguistique
gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le
800.942.0954 (TTY: 711) ou parlez a votre fournisseur.
German (Deutsch) - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur VerfUgung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung
von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie
800.942.0954 (TTY: 711) an oder sprechen Sie mit Ihrem Provider.
Greek (EAAnvikd) - [TPOXOXH: Eqv piddte eAAnvikd, vttdpyxovv Stabéotpes Swpedv vnpeoieg vTooTHpLENG ot
OUYKEKPLUEVT YAWooa. Alatifevtal Swpedv KaT@AANAa BonOipata Kal VTNPECIES YLIa TTAPOXT) TIANPOPOPLWV CE
mpoofacipes pop@es. KaAéote to 800.942.0954 (TTY: 711) 1} anevBuvbeite 6Tov TAPOXO 0QG.
Gujarati (21%21dl) - &lst WL %) di Ao2Ucll ollddl €l dl Hsd HINLISIY AUl Ad ) dHIRLHIR Gudoy
8. A1 WI(5e] Al W WsARwe stieni Hiled] Yl ulsdl Hi2efl Adii) Ul (deil 4R Gueoy 8.
800.942.0954 (TTY: 711) UR S1& 5] A&dl dHRL Ueldl 412 did 53
Haitian Creole (Kreyol Ayisyen) - ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd aladispozisyon
w gratis pou lang ou pale a. Ed ak sévis siplemante apwopriye pou bay enfomasyon nan foma
aksesib yo disponib gratis tou. Rele nan 800.942.0954 (TTY: 711) oswa pale avek founise w la.
Hindi ([§d}) - &9 < afg s iES siera § @ simudhs forg e | Jeradr Jard Iuas gt €1 gard URedt o
TSR Y& & & oIt Iugad Terd e SR Jand off f:3eh Iuasd &1 800.942.0954 (TTY: 711) R HId
D T 3T YT ¥ §1d HR|




Italian (Italiano) - ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire
informazioni in formati accessibili. Chiama I'800.942.0954 (TTY: 711) o parla con il tuo fornitore.
Japanese (BA:E) - i BABZHEINDIGE. BHOEBEXEY—EREZHAWETET . 79T
GELDFATELSSEESN) LR THERZIRM T 5O OB LM ZIECT—EXLERTITRAL
(1% 9, 800.942.0954 (TTY: 711) FTHBEFEIZEL, F=(E. SFIADBEFICTHAZEL,

Kinyarwanda (lkinyarwanda) - ICYITONDERWA: Niba uvuga Ikinyarwanda, hari serivisi z'ubufasha
bw'ururimi zitangirwa ubuntu. Serivisi n'ubufasha bwunganira bugamije kuguha amakuru ku
buryo bworoshye kandi bunoze na zo zirahari ku buntu nta kiguzi. Hamagara 800.942.0954
(TTY:71) cyangwa uvugane n'uguha serivisi.

Korean (8t=0{) - FO|: [St{1E AIESIA|= 2 F& A0 X|f MH|AE 0|83 = JUSLICH O] &
Jtset gAao 2 MHE N3ots HESH EX 7|4 8 MHAE B2 XN SE LICH 800.942.0954 (TTY: 711)
Ho 2 M3IStAHLE MH|A K-S K0 22|5H A2,

Nepali (AUTeH) - QIGYT: Ffe TUTS AUTE 4191 STedgs M qUEe] A1 e 4Tt FeTe YaTee Sucsd
| UG IaTeHT SMBRI Ual T+ Suged Herdl X Jage U F:g[eh Juesd B 1 800.942.0954
(TTY: 711) T B T8I a7 ST TS HI1 T |
Polish (Polski) - UWACA: Osoby mdwigce po polsku moga skorzystac z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sa
rowniez dostepne bezptatnie. Zadzwon pod numer 800.942.0954 (TTY: 711) lub porozmawiaj ze
swoim dostawca.
Russian (Pycckui) - BHMMAHWME: Ecnun Bbl FOBOPUTE Ha PYCCKMIM, BaM OOCTYMHbI 6ecniatHble
YCNyr 93blkoBOM nogaepyki. CooTBEeTCTBYOLLIME BCMOMOraTelbHble CpeacTBa U yCcnyri no
npenocTaBNeHnio MHOOPMaLMM B OOCTYMHbIX GopMaTax Takxke NpedoCTaBNaoTca 6ecnnaTHo.
Mo3BoHKTE Mo TenedoHy 800.942.0954 (TTY: 711) nnm obpaTuTeCb K CBOEMY MOCTABLLUMKY YCAYT.
Serbian (Srpski) - MAXKHA: AKO roBOpUTE JE3UKOM KOjW HUje eHINecKu, JOCTYMHe Cy BaM ycnyre
HecnnatHe NoMohu y Be3un jesnka. Oarosapajyha noMohHa CpeacTBa 1 ycnyre paam npyxkamba
MHPoOPMaLMja y NpUCTynadHoM dopmMaTy cy Takohe OoCTynHM 6e3 HakHage. [o3oBuTe
800.942.0954 (TTY: 711) mnu pasroBapajTe ca Npy»aoLeM ycnyra.
Somali (Soomaali) - FIIRO CAAR AH: Haddaad ku hadasho Soomaali, adeegyo kaalmada luugadda
ah oo bilaash ah ayaad heli kartaa. Qalab caawinaad iyo adeegyo oo habboon siloogu bixiyo
macluumaadka gaabab la adeegsan karo ayaa sidoo kale bilaa lacag heli karaa. Wac 800.942.0954
(TTY:711) ama la hadal bixiyahaaga.
Spanish (Espafol) - ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 800.942.0954 (TTY: 71)
o hable con su proveedor.
Swalhili (Kiswahili) - MAKINIKA: [kiwa wewe huzungumza Kiswahili, msaada na huduma za lugha
bila malipo unapatikana kwako. Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili kutoa taarifa
katika mifumo inayofikiwa pia inapatikana bila malipo. Piga simu 800.942.0954 (TTY: 711) au
zungumza na mtoa huduma wako.
Tagalog - PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong
tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo
upang Mmagbigay ng impormasyon sa mga naa-access na format. Tumawag sa 800.942.0954
(TTY:71) o makipag-usap sa iyong provider.
355 el laghee gt uiea)ls Loy BB -y Oldund Blods § oo e S 0b) J & T 55 e Ag 59 QT 8105 495 - (531) Urdu
—02S b s 00 aplyd il b (S IS s (TTY: 711) 800.942.0954 (g oliins cain g o gl sl (glae calin J S
Vietnamese (Ti€ng Viét) - LUU Y: Néu ban ndi tiéng Viét, ching tdi cung cap mién phi cac dich vu
hoé trg ngdn ngl. Cac ho trg dich vu phu hop dé cung cap thdong tin theo cac dinh dang dé tiép can
cling dudc cung cap mién phi. Vui long goi theo s6 800.942.0954 (TTY: 711) hoac trao ddi véi ngudi

cung cap dich vu cla ban.
Source: lep.gov and cms.gov
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