
  

Appeal Form

 

 
Based on federal guidelines, you have 65 days from the date of service, coverage decision or 

first provider bill to ask for an appeal. Please fill out this form as best you can and return it 

to us by mail, email, fax or in person. If you have medical records, include them with the 

form. Your records will help us review your appeal. If you have questions, call us at the phone 

numbers below.  
 

 

Mailing address 

UCare  
Member Appeals and 

Grievances 

PO Box 52 

Minneapolis, MN 55440-0052 
 
 

Physical address 

UCare 
500 Stinson Boulevard NE 

Minneapolis, MN 55413 

 

Email  

CAG@ucare.org 
 

Phone 

612-676-6841 or  
1-877-523-1517 

TTY 612-676-6810 or  

1-800-688-2534 

 

Fax  

612-884-2021 or  
1-866-283-8015 
 

 
 

Section 1: Good reason 

Based on federal guidelines, you have 65 days from the date of service, coverage decision or 

first provider bill to ask for an appeal. If we get an appeal after 65 days, it’s considered late. 

We’ll dismiss the appeal unless you have a valid reason for the delay. 
 
If you couldn’t send us your appeal on time, please tell us why: 
________________________________________________________________________________________
________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

Section 2: Member information 

Member’s name: Date of birth: 

Member’s address: 

City: State: ZIP: 

Daytime phone:          Member ID #: Medicare Health 

Insurance Claim Number 

(HICN) or  

PMI #: 

 

 

Section 3: Appeal information 

  Claims denial   Service denial 
Have you already had the service?  



Date(s) of service: 
_________________________________ 
_________________________________ 
_________________________________ 
_________________________________ 

Provider’s name: 
_________________________________ 
_________________________________ 
 

 Yes   No 

If yes, date(s) of service: ______________ 

______________________________________ 

Type of service: ______________________ 

  Other dispute 

Other: _______________________________ 

______________________________________ 

  

Section 4: More information about your appeal 

Tell us more about your appeal. The information you give us will help with your appeal. If you 

need more space, include extra pages. You may also attach a statement from your provider, 

related medical records, denial notices and other papers.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Section 5: Signature 



I confirm that the information on this form is true, complete and correct to the best of my 

knowledge. I understand that UCare will verify the information I give on this form. I agree to 

send UCare supporting documents or other information if they ask for it. 
 
Member’s signature: _____________________________________________ Date: ___________________ 

Member’s printed name: _________________________________________ 

Only a member or their authorized representative can file a complaint with UCare. If 

you aren’t the member, you must complete either section 6 or sections 7 and 8. 

 

 

Section 6: Documentation of a valid representative  

I’ve 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 UCare within the last 12 months. 

Information submitted: _____________________________________________________ 

Date of submission: ________________________________________________________  
 

 

Section 6/7:  Appointment of representative:  

Appointment of representative 

I, ________________________________ let ____________________________ send this 

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

complaint on my behalf, to present evidence to UCare, and receive communication and 

evidence about this complaint. I understand that personal medical information about my 

complaint will be shared with my representative. 

 

Member’s signature: _____________________________________ Date: ___________________  
 

  



 

 

Section 8: Appointment documentation 

Acceptance of appointment 

I, __________________________ (print representative’s name), accept the appointment to 

act on behalf of __________________________ (print member’s name). 

                                                                                                                      
Representative’s signature: ______________________________________ Date: __________________ 

Representative’s name: Relationship to the member: 

Representative’s address: 

City: State: ZIP: 

Daytime phone:                                                                                                                                                                   
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