Member Appeal Request Instructions

HEALTH PLANS

An appeal is a request to change a previous adverse decision made by Alliant Health Plans. You or your authorized
representative (including a health care provider) may appeal the adverse decision related to your coverage.

Step 1: Contact Alliant’s Customer Service department at 800-811-4793 to review any adverse coverage determinations
and/or payment reductions. We may be able to resolve your issue outside of the formal appeal process. If a Customer
Service Representative cannot resolve the initial coverage decision, they will advise you of your right to request an appeal.

Step 2: Complete and mail this form and/or appeal letter along with any supporting documentation to the address at the
bottom of the Member Appeal Form. By providing complete and accurate information, we can perform a timely and
thorough review. If assistance is needed in preparing your appeal, you can contact Customer Service. Your appeal should
be submitted within 180 calendar days from the date of the initial Explanation of Benefits (EOB). You will receive a decision
in writing.

Step 3: If anyone other than the patient is completing form, please include complete Protected Health Information (PHI)
form. Following is a link to obtain a copy of the PHI form.
alliantplans.com/wp-content/uploads/Authorization-to-Share-PHI-updated-10-2015.pdf

REQUEST FOR AN APPEAL SHOULD INCLUDE:

1. A copy of the First Level Appeal decision letter, if applicable.
Any documentation supporting your appeal; including but not limited to bills and any applicable proof of payment
to provider. For adverse decisions based upon lack of medical necessity, additional documentation may include a
letter from your provider describing the service or treatment and any applicable medical records.

If you submit a letter in place of the Member Appeal Form, please specify in your letter this is a Member Appeal. Please
include all the information requested on the Member Appeal Form.
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MEMBER APPEAL FORM

DATE REQUESTED:

SUBSCRIBER INFORMATION

Subscriber Name: Subscriber ID Number:
Patient Name: (As shown on 1D card) Date of Birth:
Subscriber Phone Number: | Subscriber Email: Subscriber Address:

If anyone other than patient is completing form, please supply, name, relationship, phone #, email, and address. Please include
completed PHI form. alliantplans.com/wp-content/uploads/Authorization-to-Share-PHI-updated-10-2015.pdf

PROVIDER INFORMATION
Provider/Group Name:

Service Location:

APPEAL INFORMATION

Type of Appeal (Check one): [ First Level Appeal ] Second Level Appeal

Claim Number: Date of Service: Amount Billed:

$

Explain reason for appeal request (If space is insufficient, please attach additional documents):

Note: Supporting documentation is required for Appeal Review. (See instructions)

IMPORTANT INFORMATION
o First Level appeals must be submitted within 180 days from the date of the EOB.

¢ Second Level appeals must be submitted within 60 days from date of First Level Appeal decision letter.

To file claim appeals, please submit this form and To file medical appeals (including when a service has not
supporting documentation to one of the following: been rendered, i.e., UM appeals), please submit this form
Mail:  Alliant Health Plans, Inc. and supporting documentation to one of the following:
Appeals Department Mail:  Alliant Health Plans, Inc.
P.O. Box 3708 UM Appeals Department
Corpus Christi, TX 78463 9601 Amberglen Blvd. Ste. 225
Austin, TX 78729

Fax:  1(866)634-8917
Fax:  1(866)370-5667

Note: This form is intended for internal reviews only. For information regarding external appeals, please refer to your Certificate of Coverage
or contact Customer Service at (800) 811-4793.
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Language Assistance
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Alliant Health Plans, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, Illame al (800) 811-4793.

Né&u quy vi, hay nguwdi ma quy vi dang giup d&, cé cau héi vé Alliant Health Plans, quy vi s& c6 quyén dwoc giup va cé
thém thong tin bing ngdn ng* cta minh mién phi. P& ndi chuyén véi mot thong dich vién, xin goi (800) 811-4793.
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Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Alliant Health Plans, vous avez
le droit d'obtenir de 1'aide et l'information dans votre langue a aucun colt. Pour parler a un interpréte, appelez
(800) 811-4793.
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Si oumenm oswa yon moun w ap ede gen kesyon konsénan Alliant Health Plans, se dwa w pou resevwa asistans
ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon entepret, rele nan (800)
811-4793.

Ecau y Bac UM J1Mja, KOTOPOMY Bbl IOMOTaeTe, UMelTCA Bonpochkl no noBoay Alliant Health Plans, To BEI
MMeeTe IPaBo Ha GecCNJaTHOe NMOJy4YeHUe NOMOIM U MHPOpMaAL MM Ha BaueM s3blKe. [l pasroBopa c
nepeBoJYMKOM NMO3BOHUTe no TesedoHy (800) 811-4793.
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Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito
de obter ajuda e informa¢do em seu idioma e sem custos. Para falar com um intérprete, ligue para (800) 811-
4793.
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Falls Sie oder jemand, dem Sie helfen, Fragen zum Alliant Health Plans haben, haben Sie das Recht, kostenlose
Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
die Nummer (800) 811-4793 an.
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(800) 811-4793FE THEFEC =&,

Non-Discrimination

Alliant Health Plans does not discriminate on the basis of race, color, national origin, disability, age, sex, gender
identity, sexual orientation, or health status in the administration of the plan, including enrollment and benefit
determinations.

TTY/TDD

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you. Call 1-(800)
811-4793 (TTY/TDD: 1-(800) 811-4793).
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