P.O. Box 30192

Salt Lake City,
Select
Hea Ith 844-208-9012

selecthealth.org

Select Health Community Care® Appeal Form

USE THIS FORM TO FILE AN APPEAL REGARDING DENIED CLAIMS OR BENEFITS.

Member Name Member ID#
Street Address City State
ZIP Phone # ( ) Provider

Name (If you are not the member)

Date of Birth / / Date(s) of Service / / to / /

O Ask for a quick appeal (pre-service only). [ Ask to continue benefits (see below).

A. WHAT IS THE REASON FOR YOUR APPEAL?

B. WHAT WOULD YOU LIKE US TO DO?

C. HOW WOULD YOU LIKE US TO CONTACT YOU ABOUT THIS APPEAL?

O Email: O Fax: O Mail to the above address.

SIGNATURE

Please attach copies of any records (such as bills or letters from doctors) and send them by email, fax, or mail.
+ Email: appeals@imail.org
+ Fax: 801-442-0762
* Mail: Address at top of form.

| GIVE SELECT HEALTH PERMISSION TO LOOK INTO MY APPEAL. | UNDERSTAND THAT SELECT HEALTH MAY NEED TO CONTACT
THE PROVIDER AND/OR REVIEW MY RECORDS.

Signature Date / /

» While an appeal is pending, you may ask to keep your benefits if: (a) you filed the appeal quickly, (b) the service was preauthorized,
and (c) the time frame covered by the authorization has not ended. If the appeal is denied, you will have to pay for the cost of care.

« If you need help filling out this form, please call 844-208-9012.
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Select
Health

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 linglistica. Llame a
Select Health.
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Fair Treatment Notice

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 Verfligung.
Rufnummer: Select Health.

BHUMAHWE: Ecnu Bbl roBOpUTE Ha
PYyCCKOM $i3blKe, TO BaM AOCTYMHbI
6ecnnaTtHble ycnyrm nepesogymnka.
Mo3soHUTe Select Health.

ATTENTION: si vous parlez francais, des
services d’aide linguistique vous sont proposés
gratuitement. Contactez Select Health.
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KoHTakTupajte Select Health.

SO 131 800 worsS gis Doy Jd Eselo
1Jp ple 38 108 368 oz 101 1o pd o Select Health.
<oz \J) <0 5210 4l ghys SUe u’CU"’ &55«)‘9‘ toelo

JeJ)u\ud‘ CPIE )\‘5J\u L& tD) d’(“‘d’“’ <!
Select Health wpl s oS sy

WHNELAA: 1NNAMNA T8AE, MIUIM ML
Taw liifienldae dwsenusmslifiuam Gase
Select Health

Select Health: 1-800-538-5038
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