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MEMBER APPEAL/COMPLAINT FORM

Do not use this form if the member ID card says "Independent Health Self-Funded Services".

Member ID #

Member’s Last Name First Name Middle Initial
Address (Number, Street, Apt.) City State Zip Code
Telephone (Home) (Business) (Cell)

Email Address (optional)

If you are filing an appeal or complaint on behalf of another person, complete the information below. If the member has
designated you as an authorized representative, provide a completed HIPAA authorization form or provide appropriate
legal papers supporting your status as the member’s designated representative. Your appeal or complaint will not be
reviewed until the appropriate documentation supporting your status as the designated representative is received.

Your Last Name First Name Middle Initial
Address (Number, Street, Apt.) City State Zip Code
Telephone (Home) (Business) (Cell) Today’s Date
Email Address (optional) Signature

If you are completing this form electronically,
please type in your full name.

continued on next page



Confidential

If you are the member’s health care provider, you may appeal a retrospective adverse determination rendered by a
utilization review agent. Please complete the following information. If this is not in regards to a retrospective adverse
determination, you must include supporting documentation that you are the member’s designated representative to file
the appeal.

Physician’s Last Name First Name Middle Initial
Practice Name and Address (Number, Street, Apt.) ~ City State Zip Code
Telephone (Business) Today’s Date

Physician ID # Physician Signature

If you are completing this form electronically,
please type in full name.

For more information, please contact Independent Health’s Member Services Department at
(716) 631-8701 or 1-800-501-3439 (TTY users call 711): Monday - Friday, 8 a.m. - 8 p.m.

Check this box if your health requires an expedited appeal. You can get an expedited appeal only if you are
asking for coverage for medical care you have not yet received. You can ask for an expedited appeal if your health
would be in serious jeopardy or you would experience pain that cannot be adequately controlled if required to
wait for a standard appeal decision. If your health care provider believes an immediate appeal is warranted or
the appeal involves continued or extended health care services, procedures or treatments, or additional services
involving a course of continued treatment prescribed by a health care provider, Independent Health will
automatically expedite the appeal.

This Section Must Be Completed - Provide All Details Below

(Please Print)

| hereby authorize Independent Health to release to the members of the Member Appeals Committee any records,
photographs, or information regarding the services in question. | acknowledge that Independent Health associates who
need to know information pertaining to the services in question in order to process this appeal /complaint will have
access to and may review such information.

Member’s (or Member’s Designated Representative’s) Signature Today’s Date
If you are completing this form electronically, please type in your full name.

Date(s) of Service(s) Provider(s) Involved

continued on next page



Brief Description of Complaint or Appeal. Please use the space below.

Send this completed form (and any additional documentation) to:

Mail: Benefit Administration Fax: (716) 635-3504
P.O. Box 2090
Buffalo, NY 14231 Email: appeals@independenthealth.com

IH32008



Nondiscrimination statement and language assistance services

If you, or someone you’re helping, have questions about Independent Health, you have the right to get help and
information in your language at no cost. To talk to an interpreter, call 1-800-501-3439.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Independent Health, tiene derecho a obtener
ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-800-501-3439.

MBRE, RREEABRER, BREMA{EA Independent Health TH H B4 #8 Independent Health HFHEIBIRIE, #&
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Ecnv y Bac nam Mua, KOTOpoMy Bbl NOMOraeTe, MMerTCs BONpockl no nosoay Independent Health, To Bbl MMeeTe npaBo Ha
6ecnnaTtHoe nosyyeHne nomoLm M nHGopmaLmmn Ha Ballem nA3bike. [ pa3roBopa c NepeBog4YMKOM NO3BOHUTE MO
TenedoHy 1-800-501-3439.

Si oumenm oswa yon moun w ap ede gen kesyon konsénan Independent Health, se dwa w pou resevwa asistans ak
enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon entepreét, rele nan 1-800-501-3439.
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Se tu o qualcuno che stai aiutando avete domande su Independent Health, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-800-501-3439.

RIS WK TR IPERDIWOIN TN *']i?’.'l JPDIPR 1 U2 ORT URA R Independent Health 13N OYIXTD URA ,BOA2YT R WWIAY ITIR PR 2K
1-800-501-3439 A2 ,EPTIWANK WT M TV IE U0

Iy @rIfer, SIET AP SR FISE SRR FA0A, ST T9 @ Independent Health ST
ST oM A A6 SEE ST S TR T 393 W S| A T P S §e5, $9 Fa 1-800-501-3439

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Independent Health, masz prawo do uzyskania bezptatne;j
informacji i pomocy we wtasnym jezyku .Aby porozmawiaé z ttumaczem, zadzwon pod numer 1-800-501-3439.
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Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Independent Health, vous avez le droit
d'obtenir de I'aide et I'information dans votre langue a aucun co(t. Pour parler a un interprete, appelez 1-800-501-3439.
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Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Independent Health, may karapatan ka na
makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap angisang tagasalin, tumawag sa
1-800-501-3439.

Edv eogig 1] kamoLog ou BonBdrte £xeTe epWTNOELS YUpw aro To Independent Health, £xete To Sikalwpo va AaPete
BonBela katL mAnpodopieg otn yAwooo oo Xwpic xpewaon.la va HAnoste o€ €vav dlepunvéa, kaAéote 1-800-501-3439.

Nése ju, ose dikush gé po ndihmoni, ka pyetje pér Independent Health, keni té drejté té merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes, telefononi numrin 1-800-501-3439.
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Discrimination is Against the Law

Independent Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Independent Health does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.
Independent Health:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
¢ Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Independent Health’s Member Services Department.

If you believe that Independent Health has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with: Independent Health’s Member Services
Department, 511 Farber Lakes Drive, Buffalo, NY 14221, 1-800-501-3439, TTY users call 1-800-432-1110, fax

(716) 635-3504, memberservice@servicing.independenthealth.com. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, Independent Health’s Member Services Department is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html
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