
]¢íĀ¢óú�­àî�Internal Appeal

Patient�H�Ø¢Ų��ƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋ__� 

bĀ�ó�î¶�¢î�H�Ø¢Ų�ƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋ

Patienú��O�Ų�ƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋ� 

bĀ�ó�î¶�¢î�-�Ų�ƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋ

+�Ċ¢�ĒàĀ��Ðî¢��Ē�î¢�¢¶Ċ¢��ú´¢ó¢�ó¢îĊ¶�¢óŹ� ��������������������� ���H� Date(s) of Service: ƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋ

ZÐ¢�ó¢�óú�ú¢�ú´¢�î¢�óàÙ�ĒàĀ��¢Ð¶¢Ċ¢�ú´¢��¢�¶ó¶àÙ�ċ�ó�¶Ù�àîî¢�ú�ƐĒàĀ�Ø�Ē��Ðóà��úú��´���Ð¢úú¢î�à­�¢đëÐ�Ù�ú¶àÙƑŲ

-Ù����¶ú¶àÙ�úà�ú´¶ó�­àîØų�you can submit any additional documents or information that support the appeal, if availableŸ
h´¶ó�Ø�Ē�¶Ù�ÐĀ�¢Ų�

b¶®Ù�úĀî¢Ų�ƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋƋ���

-��Ø�ú´¢Ų�� Z�ú¶¢Ùú�ž�bĀ�ó�î¶�¢î���������������Z�î¢Ùú�ž�?¢®�Ð�%Ā�î�¶�Ù��

ŬIf you are not the Plan Participant and are not authorized to act on the Participant's behalf pursuant to the terms of the Plan, you must submit valid 
documentation of the Participant authorizing you to appeal on their behalf. Please contact Collective Health if you would like a copy of the 
authorization form.
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• A letter or prescription from your doctor
• A receipt for money you paid
• Relevant excerpts of medical records

You have the right to appeal adverse benefit determinations. These may include: 

• Determinations of ineligibility to participate in the plan
• Determinations that certain services are not covered
• Rescission of coverage

 You must submit your appeal within 180 days of the adverse benefit determination.

• Determinations that certain treatments are not
medically necessary

• Termination of your membership in this plan
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