Please Return To: University of Michigan Health Plan
Attn: Appeals

PO Box 30377

UNIVERSITY OF MICHIGAN Lansing, Michigan 48909-7877
HEALTH PLAN

UNIVERSITY OF MICHIGAN HEALTH

800-832-9186 phone

APPEAL AND GRIEVANCE FORM 517-364-8517 fax
Attach a separate page, if needed. Please retain all records,
including a copy of this grievance form, a copy of the bill, and any UofMHealthPlan.org

additional information related to your appeal.

Name of Person Completing this Form
Member Name If different from member Relationship to Member

Note: If you are representing the member in this matter, an Authorization for Use and Disclosure of Protected
Health Information form must be on file with us. Contact Customer Service for this form.

Member ID Number
Include entire number
LO000000-500000000-00 Daytime Phone Number Evening Phone Number Best Time to Reach You

Email Address Street Address City, State, Zip Code

Is this regarding a service you already received? |:| Yes |:| No If yes, please include a copy of the bill

Note: You may appeal a pre-service denial, which is also referred to as a prior authorization request denial.

Date of Service Amount Being Billed Servicing Provider

Reason for Appeal

Date Signature

We will accept your request for an appeal or grievance if the request is submitted within 180 days from the date of the denial.


tamar99e
Cross-Out


Important Information about your Appeal/Grievance Rights

UNIVERSITY OF MICHIGAN
HEALTH PLAN

UNIVERSITY OF MICHIGAN HEALTH

What if | need help understanding this denial? Contact
Customer Service at 800-832-9186.

What if | don’t agree with this decision?
You have a right to appeal any decision not to pay for an item
or service (in whole or in part).

Who may file an appeal?

You or someone you name to speak for you may file an appeal.
We have a form you can complete if you want someone to
represent you in your appeal. Contact us if you would like this
form.

How do I file an appeal?

Complete the attached form and send along with any
additional information within 180 days from the date of notice.
You can also send a secure email to us by visiting our website,
UofMHealthPlan.org. You do not have to use this form; you can
send us a separate letter.

What if my situation is urgent?

If your situation meets the definition of urgent under the law,
you will be notified with a decision within 72 hours following
receipt of your request. Generally, an urgent situation is one in
which your health may be in serious jeopardy, or would
jeopardize your ability to regain maximum function while you
wait for a decision on your appeal. If you believe your situation
is urgent, you may request an expedited appeal by faxing or
emailing us your request. You may also request an external
review at the same time.

What happens next?

We will review your request and send you a written
determination within 15 calendar days following receipt of
your request. If you disagree with our decision, you will have
the option to request an Appeal Hearing. Information about
the hearing process will be included in our written
determination if necessary. If we continue to deny your
request or you do not receive a timely decision, you may have
additional external appeal rights.

How do I report suspected fraud?

If you did not receive the services in question or if you suspect
fraud or any illegal activity relating to your benefits, let us
know. You can either notify us in writing, or by calling the
Compliance Hotline, at 866-747-2667. You do not have to
identify yourself.

Can | provide additional information?

Yes, you have the right to submit written comments,
documents, or other information relevant to the appeal

at any point during the review period. If we receive additional
information during our review, we will notify you and give you
an opportunity to respond.

Can | request copies of the information?

Yes, you have the right to request copies of the criteria on
which this decision was based free of charge, by sending a
request in writing or by contacting Customer Service at
800-832-9186.

Other Resources to help you

For questions about your rights, this notice, or for assistance,
you can contact the Employee Benefits Security
Administration at 1-866-444-EBSA (1-866-444-3272).

Independent External Appeal Process

You are permitted to request an independent external review
provided that your request is filed within four (4) months
from the date receipt of the final hearing decision notice. We
will complete a preliminary review determination of your
request within 5 business days. We will send you notice of our
preliminary review within one business day after completion
of the preliminary review. You will receive notice of the final
determination on your request within 45 days of receipt.

Additional Appeal Rights

Once you have completed the external appeal process, if you
choose to pursue your request, your next option is to exercise
your rights under Section 502e (a) of ERISA and or pursue
alternative dispute resolutions by contacting the local office
of the Department of Labor (DOL) as indicated in your SPD.


https://difs.state.mi.us/Complaints/ExternalReview.aspx

LANGUAGE ASSISTANCE

ATTENTION: If you speak a language other than English, language assistance services, free of
charge, are available to you. Call 800.832.9186 (TTY: 711).

Spanish: ATENCION: Si habla espafriol, puede solicitar servicios gratuitos de asistencia
lingUistica. Llame al 800.832.9186 (TTY: 711).

Arabic:
oSl anall Gl 2 5) s il laally ell il 55 &y il BacLudl) Cilads ol el ,SH Caaati € 1) ;idasale
(TTY: 711) 800.832.9186

Chinese: J1 & - AIREERERG 5L AT LI EIERGHE S RIIRTS - 552(FE800.832.9186
(TTY: 711)

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufen Sie unter 800.832.9186 (TTY: 711) an.

Italian: ATTENZIONE: Se parla italiano, puo disporre di servizi di assistenza linguistica gratuiti.
Chiamare il numero 800.832.9186 (TTY: 711).

Japanese: ;FEEIE : BABZHEINDIGEE. BHOEEXEZ AWV ETEY,
800.832.9186 (TTY: 711) £ T, HBEICTITERK LS

Korean: =2|: st=20E AME0IAI= &R, 90 A& NHIAE BE== 0|20ta &= USLICH
800.832.9186 (TTY: 711) H2 2 Mo =& AI2L.

Polish: UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 800.832.9186 (TTY: 711).

Russian: BHUMAHWE: Ecnwu Bbl roBopuTE Ha PyCCKOM 5i3blke, BaM JOCTYNHbI 6ecnnaTtHble
ycnyru nepesoga. 3soHute 800.832.9186 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, mayroong mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 800.832.9186 (TTY: 711).

Vietnamese: CHU Y: Néu quy vi néi Tiéng Viét, c6 cac dich vu ho trg ngén ngl» mién phi danh
cho quy vi. Goi s6 800.832.9186 (TTY: 711).

Bengali: 7557 Fde WA I 23TAGy I70T® WY (AT O FAT I, SR NN
O YOI Ol TRl AT OANTH AR | (FIN FP 800.832.9186 (TTY: 711)|
Albanian: NJOFTIM: Nése flisni shqip, pér ju ka né dispozicion shérbime té asistencés
gjuhésore, pa pagesé. Telefononi né 800.832.9186 (TTY: 711).

Serbo-Croatian: OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi
dostupne su Vam besplatno. Nazovite 800.832.9186 (TTY- Telefon za osobe sa oste¢enim
govorom ili sluhom: 711).
Syriac:

wohulnin Lok o5 (iahK <8 (adumng e (ahe® L Iidan

800.832.9186 (TTY: 711) <iias AL (6o du <N <is)s <hums <l
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