P.O. Box 30192

Select  salt Lake City, UT 84130-0192

Teléfono 844-208-9012

Health selecthealth.org

Formulario DE Apelacion

UTILICE ESTE FORMULARIO PARA APELACIONES SOBRE BENEFICIOS RECHAZADOS O PARA UNA RECLAMACION

Nombre del suscriptor Identificacion del suscriptor

Domicilio Ciudad Estado
Cadigo postal No. de tel. domicilio ( ) No. de tel. trabajo ( )

Nombre del proveedor del paciente (persona mencionada en la apelacion)

Fecha de nacimiento / / Fecha(s) de servicio / / para / /

O Solicitar una apelacion urgente (servicio previo Unicamente)

A. (CUAL ES EL MOTIVO DE SU APELACION?

B. 4QUE LE GUSTARIA QUE HICIERAMOS?

C.4COMO LE GUSTARIA QUE NOS COMUNIQUEMOS CON USTED CON RESPECTO A ESTA APELACION?

Q Correo electrénico Q Fax: 0 Enviar por correo a la direccion anterior

FIRMA

Adjunte copias de los registros (como facturas o cartas de médicos) y envielas por correo electronico, fax o correo postal.

e Correo electrénico: appeals@imail.org
e Fax: 801-442-0762
® Correo: La direccion como se muestra arriba

DOY PERMISO A SELECT HEALTH PARA QUE REVISE MI APELACION. ENTIENDO QUE PUEDE QUE SELECTHEALTH NECESITE COMUNICARSE CON EL
PROVEEDOR O REVISAR MIS EXPEDIENTES.

Fechadela firma / |
Suscriptor o paciente
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Fair Treatment Notice

Select Health obeys Federal civil rights laws.

We do not treat you differently because of your
race, color, ethnic background or where you
come from, age, disability, sex, religion, creed,
language, social class, sexual orientation, gender
identity or expression, and/or veteran status.

We provide free:

® Aid to those with disabilities to help them talk
with us. This may be sign language interpreters
or info in other formats (large print, audio,
electronic).

® Help for those whose first language is not
English, such as interpreters or member
materials in other languages.

Need help? Call Select Health Member Services
at 800-538-5038.

If you feel you've been treated unfairly, call
Select Health 504/Civil Rights Coordinator at
1-844-208-9012 (TTY Users: 711) or the
Compliance Hotline at 1-800-442-4845

(TTY Users: 711). You may also call the Office
for Civil Rights at 1-800-368-1019 (TTY Users:
1-800-537-7697).

Language Access Services

ATENCION: Si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia
linguistica. Llame a Select Health.
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PAUNAWA: Kung nagsasalita ka ng Tagalog,
maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa
Select Health.

ACHTUNG: Wenn Sie Deutsch sprechen,

stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer:
Select Health.

BHNMAHWE: Ecnu Bbl FOBOpUTE Ha PyCCKOM
A3blKe, TO BaM AOCTYMHbl 6ecnnaTHble yCnyrm
nepesoguuka. NossoHute Select Health.

ATTENTION: si vous parlez francais, des
services d’aide linguistique vous sont proposés
gratuitement. Contactez Select Health.
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Select Health: 1-800-538-5038

© 2023 Select Health. All rights reserved. 2779453 08/23



	Subscriber Name: 
	Signature Date (Year): 
	Subscriber ID: 
	Street Address: 
	City: 
	State: 
	Zip Code: 
	Home Phone Area Code: 
	Home Phone: 
	Work Phone Area Code: 
	Work Phone: 
	Provider: 
	Patient Name: 
	Date of Birth (Month): 
	Date of Birth (Day): 
	Date of Birth (Year): 
	Date of Service from (Month): 
	Date of Service from (Day): 
	Date of Service from (Year): 
	Date of Service to (Month): 
	Date of Serviceto (Day): 
	Date of Service to (Year): 
	A: 
	 Comments…: 

	B: 
	 Comments…: 

	Email Address: 
	C: 
	 FAX: Off
	 Mail Address: Off
	 Email: Off

	Fax Number: 
	Signature: 
	Signature Date (Month): 
	Signature Date (Day): 
	Check Box1: Off


