MAULTCARE AAULTRA
INTERNAL APPEAL REQUEST FORM

Name of person filing appeal

Relationship to covered person [ Covered Person/Applicant

O Authorized Representative (please complete the Appointment of Authorized
Representative section)

CONTACT INFORMATION OF AUTHORIZED REPRESENTATIVE (IF APPLICABLE)

Mailing

Address City State Zip code
Daytime Phone Evening Phone

Email Address Fax

COVERED PERSON/APPLICANT INFORMATION

Name ID Number

Mailing

Address City State Zip code
Daytime Phone Evening Phone

Email Address Fax

TREATING PHYSICIAN/HEALTHCARE PROVIDER INFORMATION

Name Phone Number

Mailing

Address City State Zip code
Email Address Fax Number

Contact Person Phone Number

Internal Appeal Specifications

1. Are you requesting an expedited appeal because your health, life, or ability to regain maximum function may be in
serious jeopardy while you wait up to 30 days for a decision on your appeal? O Yes [ No

2. Are you requesting an expedited appeal because your physician certifies that your pain cannot be controlled while you
wait up to 30 days for a decision on your appeal? O Yes* [ No
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3. Are you requesting a Concurrent Expedited Internal Appeal and Expedited External Review and your physician certifies
that it is necessary? (Note: Request for External Review form is not required.) O Yes* [ No

*If you answer yes to question 2 or 3 above, your physician must certify that your condition could, in the absence of
immediate medical treatment, result in any of the following:

* Seriously jeopardize your life, health, or your ability to regain maximum function, or
e Subject you to severe pain that cannot be adequately managed without the care or treatment that is the subject of
the claim.
You may also have your physician certify if you answer yes to question 1.

Briefly describe why you disagree with this decision (you may attach additional information, such as a physician’s letter,
bills, medical records, or other documents to support your claim):

Appointment of Authorized Representative (complete when someone else is representing you in this appeal)

You may represent yourself, or you may ask another person, including your treating healthcare 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 Covered Person (or legal representative**) Date

Signature and Release of Medical Records

To appeal the denial of coverage, you must sign and date this Appeal Request Form and consent to the release of
medical records.

I hereby request an appeal. | attest that the information provided
on this form is true and accurate to the best of my knowledge. | authorize my treating physician, healthcare provider, and/
or health plan issuer to release all relevant medical or treatment records to an Independent Review Organization, the Ohio
Department of Insurance, and/or my health plan issuer. | understand that the Independent Review Organization, the Ohio
Department of Insurance, and/or my health plan issuer 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. |
understand that | or my authorized representative is entitled to receive a copy of this authorization.

Signature of Covered Person (or legal representative**) Date
**Parent, Guardian, Conservator, or Other - please specify

Send this form and a copy of your notice of final adverse benefit determination to one of the following:

Grievance and Appeal Coordinator
PO Box 6029 Canton, OH 44706 | Fax: 330-363-3066 | Email: Aappeals@aultcare.com

Be certain to keep copies of this form, your Notice of Final Adverse Benefit Determination, and all documents and
correspondence related to this claim.



English
If you, or someone you are helping, have questions about AultCare/Aultra you have the right to get help and information in your language at no cost. To
speak with an interpreter, call Local: 330.363.6360 Outside Stark County: 1.800.344.8858 TTY Local: 711 Outside Stark County: 711

Spanish

Espafiol

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca AultCare/Aultra tiene derecho a obtener ayuda e informacién en su idioma sin
costo alguno. Para hablar con un intérprete, llame al Local : 330.363.6360 Fuera del condado de Stark : 1.800.344.8858 TTY Local : 711

Fuera del condado de Stark : 711

Chinese

254

LIS YE@ET BTS2 - AREARY AultCare/Aultra fREGAE] JTHIFVRTE » A EF R E IR EESEEBIAERE - /&
H—UEEEE > SEEESE A ¢ 330.363.6360 HEETERASM - 1.800.344.8858 TIY 45 AAH: @ 711 HFE T/ RS - 711 -

German

Deutsche

Falls Sie oder jemand, dem Sie helfen, Fragen zum AultCare/Aultra 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 Local: 330.363.6360 AuBerhalb von Stark County : 1.800.344.8858
TIY -Linie Local: 711 AuBerhalb von Stark County : 711 an.

Arabic
FETgeS
o el aa e g daaaill RIS A (550 (e clinly &y ) 5 puall ilaslaall g saclisall e Jpasdl & ol el g sl
Ol 4S 58 (a grady Aid sl ad sl i bl IS JAultCare/Aultra
1.800.344.8858 330.363.6360 : < jliu dablia 7 JA TIV BaU711 claall 711, o jin daklia gz Ja

Pennsylvania Dutch

Deitsch

Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut AultCare/Aultra hoscht du es Recht fer Hilf un Information in deinre eegne
Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du Local: 330.363.6360 AuBerhalb von Stark County:
1.800.344.8858 TTY -Linie Local: 711 AuBerhalb von Stark County : 711 uffrufe.

Russian

pycckuii

Ecnm y Bac umm nuia, KOTOpOMY BBI IIOMOTAaETe, UMEIOTCS BOTIPOCHI 110 ToBoay CTpaxoBasi komnanusi AultCare/Aultra, To Bb umeete
MpaBo Ha OECIUIaTHOE MOJIYYCHHUE MOMOIIY ¥ HHPOPMALIUY Ha BamieM si3bIke. [1Jis pa3roBopa ¢ mepeBO[YMKOM [TO3BOHUTE IO TEICPOHY
Mectubrii: 330.363.6360 Bue Crapka County : 1.800.344.8858 TTY siunust Mectupriii: 711 Bue Crapka County : 711.

French

Francais

Sivous, ou quelqu'un que vous étes en train d'aider, a des questions a propos de Compagnie d'Assurance AultCare/Aultra, vous avez le droit d'obtenir
de I'aide et I'information dans votre langue a aucun cofit. Pour parler a un interpréte, Appelez Locale 330.363.6360 En dehors du comté de

Stark : 1.800.344.8858 ligne ATS Local : 711 En dehors du comté de Stark : 711.

Vietnamese

Vigt Nam

Néu quy vi, hay nguoi ma quy vi dang gitip d&, ¢6 cau hoi vé Cong ty Bzo hiém AultCare/Aultra quy vi s& c6 quyén duwoc giip va c6 thém thong tin bang
ngdn ngit ciia minh mién phi. D& néi chuyén véi mot thong dich vién, xin goi Dia phwrong: 330.363.6360 Bén ngoai ciia Stark County : 1.800.344.8858
TTY dwong ddy Pia phwong: 711 Bén ngoai caa Stark County : 711.

Cushite-Oromo

Isin yookan namni biraa isin deeggartan AultCare/Aultra, irratti gaaffii yo qabaattan, kaffaltii irraa bilisa haala ta'een afaan keessaniin odeeffannoo
argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa Local: 330.363.6360 Outside of Stark County:
1.800.344.8858 TTY Line Local: 711 Outside of Stark County: 711 tiin bilbilaa.

Korean

st=0f

OFOF Gt £ = SIS U= 0™ AF2HO| AultCare/Aultra 28 3|A} Ol 261 AM & 20| JACHH Pot= Defst S 2N FEE
FotS HOZ HIZ 2EEG0 €S £ e A2t UASLICH D2 H S AL 0iD16H)] RAoH A= X9 : 330.363.6360 AEF3
FI2E| 2| 2| & : 1.800.344.8858 TTY 2|2l x| : 711 AEFT FI2E| 2| & & : 711

2 MY AI2L.



Italian

Italiano

Se tu o qualcuno che stai aiutando avete domande su AultCare/Aultra, hai il diritto di ottenere aiuto e informazioni nella tua linqua gratuitamente.
Per parlare con un interprete, puoi chiamare Locale: 330.363.6360 Al di fuori di Stark County : 1.800.344.8858 TTY linea Locale: 711

Al di fuori di Stark County : 711.

Japanese

HAE

AN, TEEEEHFOEOEY DA TE AultCare/Aultrafff@St I DWT TERANS S WELE=S, CHFENDEETY
R—br&2FY. BREAFLEYTHIIENTEES, HEFIMPMYERA, BREBESILDIGE.

O—#/L ¢ 330.363.6360 R ¥ — 7 ERDH) : 1.800.344.8858TIY 54 > O—A /)L ¢ TN AY —7EDIN: TN ETHEEL 1=
=Ly,

Dutch

Nederlands

Als u, ofiemand die u helpt, vragen heeft over AultCare/Aultra, heeft u het recht om hulp en informatie te krijgen in uw taal zonder kosten.

Om te praten met een tolk, bel Local : 330.363.6360 Buiten Stark County : 1.800.344.8858 TTY Line Local : 711 Buiten Stark County : 711.

Ukrainian

YKpaTHChKUI

SIkio y Bac uu y Korocs, Xto oTpumye Baty gonomory, BUHUKarOTh mutanus mpo Crpaxosa kommanisi AultCare/Aultra, y Bac €
MPpaBO OTPUMATH OE3KOIITOBHY JTOITOMOTY Ta iH(opMarito Ha Bamriii pigaiit MoBi. 111006 3B’3aTHCH 3 ITepekiiaiayeM, 3a13BOHITh Ha
Micuennii : 330.363.6360 ITo3a Crapka County : 1.800.344.8858 TTY sinist Micueswuii : 711 ITo3a Crapka County : 711.

Romanian

Roménd

Dacd dumneavoastrd sau persoana pe care o asistati aveti intrebdri privind Compania de Asigurari AultCare/Aultra, aveti dreptul de a obtine gratuit ajutor si
informatii in limba dumneavoastra. Pentru a vorbi cu un interpret, sunati la Locale : 330.363.6360 In afara Stark Judet : 1.800.344.8858 TTY linie
Locale : 711 In afara Stark Judet : 711.

Non-Discrimination Notice:

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

If you need these services, or if you believe that AultCare/Aultra 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 contact or file a grievance with the: AultCare/Aultra Civil Rights Coordinator, 2600 6™ St. S.W. Canton, OH
44710, 330-363-7456, CivilRightsCoordinator@aultcare.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
our Civil Rights staff 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.

Reviewed: 2/2012,09/2015,09/2016,02/02/2017,02/2020,01/2022
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