Appeal Form

/)
ASPIRUS

HEALTH PLAN

According to state guidelines, you have 65 days from the date of service, adverse decision, or initial provider
bill to request an appeal. Please complete this form to the best of your ability and return it by mail, email, fax,
or by hand delivery. If you have any questions while completing this form, contact the Customer Service
number listed below.

Mailing Address: Phone:

Attn: Appeals and Grievances Email: 715-631-7440 or 1-855-931-4858
Aspirus Health Plan cagMA@aspirushealthplan.com TTY/Hearing Impaired:

P.O.Box 51 715-631-7413 or 1-855-931-4852
Minneapolis, MN 55440-9972 Fax:

715-631-7439 or 1-855-931-4857

Section 1: Good Reason

According to state guidelines, you have 65 days from the date of service, adverse decision, or initial provider
bill to request a review. Appeals received after 65 days will be considered late and dismissed by our plan
unless there is a valid reason for the delay.

If this case was not submitted in a timely manner, please state the reason why the complaint is late.

Section 2: Member Information

Member’s Name: Date of Birth:

Member’s Address:

City: State: Zip:

Daytime Phone: ( ) Member’s Plan ID Number: | Medicare ID Number

(HICN)/PMI #:




Section 3: Complaint Information

[ ] claims Denial [ ] Service Denial
Date(s) of Service: Has service already occurred?

[ ]Yes [ ]No

If yes, date(s) of service:

Type of service:
[ ] other Dispute
Other:

Provider’s Name:

Section 4: Description of Your Complaint

Include additional information that will benefit your review, such as a statement from your provider, relevant
medical records, denial notices, etc. (You can attach additional pages if needed.)




Section 5: Signature

| certify that the above information is true, complete, and correct to the best of my knowledge. | understand
that statements or information furnished on this form will be verified and | agree to furnish supporting
documents or information to Aspirus if requested.

Signature of Member: Date:

Member’s Printed Name:

Only a member or their authorized representative can file a complaint with Aspirus. If the person
submitting the complaint is someone other than the member, please complete section(s) 6 OR 7 and 8.

[Section 6: Documentation of a Valid Representative

| have attached a copy of a valid:

|:| Authorization of Representation Form (CMS-1696)
|:| Power of Attorney (POA) Form

[ ] Healthcare Proxy
[ ] Estate Form

|:| Other Form Type:
[ ] Representative information has been submitted to Aspirus within the last 12 months

Information Submitted:

Date of Submission: ]

[Section 6/7: Appointment of Representative:

Appointment of Representative

l, authorize to submit this

(print member’s name) (print representative’s name)

complaint on my behalf; to present or elicit evidence to Aspirus; and receive any notice in connection with
this complaint. | understand that personal medical information related to my complaint will be shared with
my representative.

Member Signature: Date: ]




[Section 8: Appointment Documentation

Acceptance of Appointment

l, accept the appointment to act on behalf of
(print representative’s name) (print member’s name)
Representative Signature: Date:
Representative’s Name: Relationship to the Member:
Address:
City: State: Zip:
Daytime Phone: ( ) ]
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Notice of Availability

ATTENTION: 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
715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).
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ATTENTION : Si vous parlez Frangais, des services d’assistance linguistique gratuits sont

a votre disposition. Des aides et des services auxiliaires appropri€s pour fournir des informations
dans des formats accessibles sont également disponibles gratuitement. Appelez le
715.631.7411/1.855.931.4850 (ATS 715.631.7413/1.855.931.4852).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlose Sprachassistenzdienste zur
Verfiigung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie 715.631.7411/
1.855.931.4850 (TTY 715.631.7413/1.855.931.4852) an.
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TSWM SEEB: Yog tias koj hais tau lus Hmoob, ces yuav muaj kev pab cuam txhais lus pub
dawb rau koj siv. Kuj tseem muaj cov kev pab txhawb ntxiv thiab cov kev pab cuam uas tsim
nyog los mus muab cov ntaub ntawv ghia paub nyob rau cov qauv uas nkag siv tau dawb thiab.
Hu rau 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).
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HUBACHIISA: Afaan Oromo kan dubbattan yoo ta'e, tajaajila gargaarsa afaanii bilisaan ni
argattu. Odeeffannoo bifa dhaqgabamaa ta’een dhiheessuf, gargaarsii fi tajaajiloonni dabalataa
mijatoo ta’anis bilisaan ni kennamu. Bilbilaa 715.631.7411/1.855.931.4850

(TTY 715.631.7413/1.855.931.4852).

BHUMAHMUE: Eciu BBl TOBOPUTE HA PYCCKOM SI3BIKE, BaM TOCTYITHBI O€CIUTaTHBIE YCIIyTH
A3bIKOBOI oMory. COOTBETCTBYIOIIME BCIIOMOTAaTEIbHbIE CPEACTBA U YCIIyTH IO
MPEAOCTABIEHUIO HH(OPMAINK B IPYTHX opMaTax Takke MOKHO MOTYIHTh OECIUIaTHO.
[To3BonuTe mo Homepy 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).

FIIRO GAAR AH: Haddii aad ku hadasho Af-Soomaali, adeegyada caawimaada luuqgadda ee
bilaashka ah ayaa laguu heli karaa. Kaalmooyinka iyo adeegyada dheeraadka ah ee kugu
habboon si macluumaadka laguugu siiyo qaabab la isticmaali karo ayaa sidoo kale laguu heli
karaa weliba si lacag la'aan ah. Wac 715.631.7411/1.855.931.4850 (TTY 715.631.7413/
1.855.931.4852).

ATENCION: Si habla espaiiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
También disponemos de ayudas y servicios auxiliares adecuados de forma gratuita para facilitar
informacion en formatos accesibles. Llame al 715.631.7411/1.855.931.4850

(TTY 715.631.7413/1.855.931.4852).

PAUNAWA: Kung nagsasalita ka ng Tagalog, may magagamit kang mga libreng serbisyo ng
tulong sa wika. Mayroon ding mga naaangkop na karagdagang pantulong at serbisyo para
makapagbigay ng impormasyon sa mga accessible na format na magagamit nang libre. Tumawag
sa 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).

CHU Y: Néu quy vi noi tiéng Viét, chung ti c6 san dich vy ho tro ngon ngit mién phi cho quy
vi. Ngoai ra, ciing c6 san cac hd tro va dich vu phu tro thich hop mién phi nham cung cap thong
tin & cac dinh dang c6 thé truy cap. Goi 715.631.7411/1.855.931.4850 (TTY 715.631.7413/
1.855.931.4852).



