P.O. Box 30192
Saiact Salt Lake City, UT 84130-0192

800-538-5038
He&ith selecthealth.org

External Review Request Form

This form must be filed with Select Health if one of the following applies.

1. Self-Funded Group Plans: If an external review for medical necessity or experimental denial is received you must file the External
Review Request form within 180 days of receiving the appeal denial.

2. Colorado Plans: If an external review for medical necessity or experimental/investigational denial is received you must file the External
Review Request form within 4 months of receiving the appeal denial.

3. Individual Qualified Health Plans (QHP) in Utah, Idaho, Nevada, and Colorado: If a Non-Formulary drug exception request denial is
received you must file the External Review Request form within 180 days of receiving the appeal denial. This process applies for QHP
coverage obtained through HealthCare.gov or a State-Based Marketplace, and for QHP coverage obtained directly from Select Health.

Requests for services that are excluded or benefit limitations are not eligible for external review.

Requestor’'s Name

U Subscriber/Member 4 Provider O Authorized Representative

MEMBER INFORMATION

Subscriber Name Member Name
Address

Subscriber Ph#( ) E-mail

Subscriber ID Appeal Number

PROVIDER INFORMATION

Name of Servicing Provider[Facility

Address

Contact Person Ph#( )

Medical Record Number (located on your provider’s billing statement)

EXPEDITED REVIEW

An expedited review is available if a delay would seriously jeopardize the life or health of the member or would jeopardize the patient’s ability to
regain maximum function.

Is this a request for an expedited review?
UdYes UNo

If yes, your servicing provider must complete the Certification of Treating Healthcare Provider for Expedited Consideration of a Patient’s
External Review form.

DENIAL REASON (check one)

O The service or treatment does not meet requirements for medical necessity, appropriateness, healthcare setting, level of care,
or effectiveness.

O Non-formulary drug or step therapy exception.

U The service or treatment is experimental or investigational.

EXPLANATION OF DISPUTE

Describe, in your own words, your disagreement with Select Health. Indicate clearly the service being denied and the specific date being
denied. Attach additional pages if necessary, including available medical records, information you received from Select Health concerning the
denial, related literature or clinical studies, and any additional information from your provider that you would like to be considered.
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EXPERIMENTAL OR INVESTIGATIONAL REVIEW

If the denial is based on a determination that the service or treatment is experimental or investigational, your servicing provider must complete
the Physician Certification Experimental/Investigational Denials form.

SIGNATURE AND RELEASE OF MEDICAL RECORDS

To appeal the denial, you must sign and date this form and consent to the release of medical records.

l, hereby request an external review. | attest that the
information provided in this request form is true and accurate to the best of my knowledge. | authorize my healthcare providers to release
all relevant medical or treatment records to the independent review organization and Select Health. | understand that the independent
review organization and Select Health will use this information to make a determination on my appeal and that the information will be kept
confidential and not be released to anyone else. This release is valid for one year.

Signature of Subscriber/Member (or legal representative) Date

Parent, Guardian, Conservator, or Other—Please Specify

AUTHORIZED REPRESENTATIVE

Complete this section only if someone else will be representing you in this appeal.

You can represent yourself, or you may ask another person, including your provider, to act as your authorized representative. You may revoke
this authorization at any time.

| hereby authorize to pursue my appeal on my behalf.

/ /

Signature of Subscriber/Member (or legal representative) Date

Parent, Guardian, Conservator, or Other—Please Specify

Address of Authorized Representative

Ph# ( ) Email:

COMPLETING YOUR REQUEST

Your request for an external review will not be accepted unless you submit the following: This form completed, signed, and dated.

If an expedited external review is being requested, the completed Certification of Treating Healthcare Provider for Expedited Consideration of a
Patient’s External Review form.

If the external review is being requested due to service or treatment that was determined to be experimental or investigational, the Physician
Certification for Experimental/Investigational Denials form.

If you have questions, call Select Health Appeals and Grievances at 844-208-9012 weekdays, from 8:00 a.m. to 5:00 p.m.
For a standard external review or one that involves experimental or investigational service or treatment, send all paperwork to the following:
Select Health

Attn: Appeals and Grievances Department
P.O. Box 30192

Salt Lake City, UT 84130-0192

Fax: 801-442-0762

Email: appeals@selecthealth.org
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P.0. Box 30192
Select ..ok City, UT 84130-0192

800-538-5038
Heaith selecthealth.org

Certification of Treating Healthcare Provider for Expedited Consideration
of a Patient’s External Review

NOTE TO THE TREATING HEALTHCARE PROVIDER

Patients can request an external review when Select Health has denied a service or treatment on the basis of a utilization review determination
that the requested service or treatment does not meet requirements for medical necessity, appropriateness, healthcare setting, level of

care, or effectiveness of the service or treatment requested. The standard external review process can take up to 45 days from the date the
member’s request for external review is received. Expedited external review is available only if the member’s treating healthcare provider
certifies that adherence to the time frame for the standard external review would seriously jeopardize the life or health of the member or would
jeopardize their ability to regain maximum function. An expedited external review must be completed within 72 hours. This form is for the
purpose of providing the certification necessary to initiate an expedited review.

GENERAL INFORMATION

Name of Servicing Provider

Mailing Address

Ph#( ) FAX ( )
Credentials
Name of Patient Subscriber ID

CERTIFICATION

| hereby certify that | am the servicing provider for
(hereafter referred to as “the member”). | believe that adherence to the time frame for conducting a standard external review of the member’s
appeal would, in my professional judgment, seriously jeopardize the life or health of the member or would jeopardize the member’s ability to
regain maximum function, and that, for this reason, the member’s appeal of the denial by Select Health of the requested service or treatment
should be processed on an expedited basis.

Signature Date | |
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P.0. Box 30192
Select ..ok City, UT 84130-0192

800-538-5038
Heaith selecthealth.org

Physician Certification for Experimental/Investigational Denials

To be completed by the servicing provider

| hereby certify that | am the servicing provider for and that
| have requested the authorization for a drug, device, procedure, or therapy denied for coverage due to a determination that the proposed
therapy is experimental and/or investigational. | understand that in order for the member to obtain the right to an external review of this denial,
as servicing provider | must certify that the member’s medical condition meets certain requirements.

In my medical opinion as the member’s servicing provider, | hereby certify to the following:

The insured has a condition that qualifies under one or more of the following:

Check all that apply:

U Standard healthcare services or treatments have not been effective in improving the member’s condition;
U Standard healthcare services or treatments are not medically appropriate for the member; or

O There is no available standard healthcare service or treatment covered by the insurer that is more beneficial than the requested or
recommended healthcare service or treatment.

O The healthcare service or treatment | have recommended and which has been denied, in my medical opinion, is likely to be more beneficial
to the insured than any available standard healthcare services or treatments.

U The healthcare service or treatment recommended would be significantly less effective if not promptly initiated.

Explain

U Itis my medical opinion, that based on scientifically valid studies using accepted protocols that the healthcare service or treatment
requested by the member and which has been denied is likely to be more beneficial to the member than any available standard healthcare
services or treatments.

Explain

Provide a description of the recommended or requested service or treatment that is the subject of the denial. Please attach copies of any
supporting documents.

Signature Date | |
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Fair Treatment Notice

Sdect Health obeys Federal civl rights laws.

Ye do not treat you differently because of vour
race, color, ethnic backpround or where you
come from, ape, disabiity, sex, reipon, creed,
lanpupge, social class, sexusl onentation, pander
identity or expression, andjor veteran stahus.

Ye provide free:

2 A4l in those with dasiliiisa tn heip themn elk
with us. Thiz may be 3 snguape MEpreiers
i Infe In rther formata {largs print, swdio,
secirmnic).

4 Help for those whoas firat languege B not
Englsh, auch a1 imteampretera or member
materala in riher languages.

Need hadp? Call Select Heslth Meamber Services
at 300-63R-603R.

If you feel you've been treated unfrirdy, call
Sdect Health B Civil Rights Coolinatorat
1-E44-208-BMM2 [TTY Usera: T11) arthe
Complance Hrtline at 1-800-443-1846

{TTY Lsers: TH). You may almn cal the Office
for Civil Rights et 1-B00-368-1018 {TT¥ Lisers:
1-B00-B27-7TEQT).

Language Access Services

ATENCIKIN: 5i habla espafiol, ene n3u
disposkian servcios pratuitos de asistencia
lingisatica Lieme o Salect Health.

R - S TR SE - RS TR
B - R Select Health

CHO ¥ NEu ban ndi TiEng ViEr, ©f cic dich vu
Sdlect Health.

B ol AENAE 8 F, 2o x|
Ad|~f RAR o|@N-A 4 Sa-c], Select
Healh, HEm Hajs A2,

50f5

@smct

Health

W f-giE; Targd -l degg= 1A durge
@ Select Health T [

PALUMNAWA: Kung napzsanlita ke ng Tapalop,
masar kang pumamit ng mea serbimmo npg
tulong sa wika nang walbnp beyed. Tumewag sa
Sdlect Health

ACHTUNG: Wenn Sie Deutsch sprechen,

stehen lhnen ioatenios sprachiche
Hifsdensteistunpen zur VYerfugung. Auinummer:
Select Health

BHVMBAAHME- ECnH Bhl ITMEOPMTE: HA PYyCOKDM
RILKE, TO E3M [DCTYNHE BECINZHLE yomyTe
nepesoa-eec  Nossormme Seect Health.

ATTENTION: s voum parier francaim, des
services d'aide inpuistique vous sont proposés
gratuiterment. Contecter Select Health.
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% SHEL T EY - Select Hodlth, 37~
HENIC T e L.

AR ATCS S99 7L N Sk L6
M7ATHT SARES ANCHP £77 s Select Health
19574

MNANXHA Ao rmeopuTe Cpnom, Beouname
yomyre Dby 3a jevx, Bubke Eaq pocmymbe.
Kouracmwrahre Salect Health.
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Select Health: 1-800-538-50338
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