& CareConnect

Healthier Insurance’

Appeals and Grievances Request Form

PLEASE CHECK THE APPROPRIATE BOX:

[] Appeal/Grievance  [] Expedited Appeal/Grievance (as specified by us or your provider) [_] Second Level Appeal/Grievance (for group members only)

PERSON COMPLETING FORM:

[ Member [ spouse 1 Authorized Representative [ Parent/Guardian [ Provider (related to the appeal or grievance)

MEMBER INFORMATION:

First Name Last Name Sex |:| Male |:| Female
Date of Birth Member ID D Off-Exchange D On-Exchange
Home Phone Cell Phone

Home Address City State Zip

SERVICE PROVIDER INFORMATION:

First Name Middle Initial Last Name

D In-Network [:l Out-of-Network Specialty

NPI TIN

Office Phone Fax Email

Provider Address City State Zip

APPEAL/GRIEVANCE INFORMATION:

Date(s) of Service

Procedure/Type of Service

Date of Initial Denial

Date of Appeal or Grievance Determination (for group members only)

DESCRIPTION OF THE APPEAL/GRIEVANCE (For clinical appeals, please submit clinical documentation)

Member/Authorized Representative™/Provider Signature Date

*Please complete the Appointment of Representative form and HIPAA authorization or other appropriate documentation showing legal authority
to act as the Authorized Representative of the member (e.g., power of attorney, court order of guardianship).

RETURN THE FORM AND SUPPORTING DOCUMENTS AND INFORMATION TO CARECONNECT BY:

MAIL EMAIL FAX

CareConnect CareConnectAppeals@careconnect.com 844-447-2525
Attn: Appeals and Grievance Department
2200 Northern Blvd, Suite 104, East Hills, NY 11548
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Notice of Non-Discrimination & Language Access ¢ CareConnect

Healthier Insurance

CareConnect Insurance Company, Inc. complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-855-226-7318 (TTY: 711).

ATENCION: si habla esparfiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
1-855-226-7318 (TTY: 711).

R AR B G T O ST DU B S S S PRI, 5580 1-855-226-7318 (TTY: 711).

BHMMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM S13blke, TO BaM AOCTYMHbI BecnnaTtHble ycnyri nepesoja.
3BoHuTe 1-855-226-7318 (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-855-226-7318
(TTY: 711).
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Fal 2 QIS LICH 1-855-226-7318 (TTY: 711)
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ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-855-226-7318 (TTY: 711).
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855-226-7318 (TTY: 711).
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1-855-226-7318 (TTY: 711).

UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-855-226-7318 (TTY: 711).
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ATTENTION: Si vous parlez frangais, des services d’aide linguistique vous sont proposés
gratuitement. Appelez le 1-855-226-7318 (TTY: 711).
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1-855-226-7318 (TTY: 741) s .

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-855-226-7318 (TTY: 711).

MPOXZOXH: Av piIAaTe eAAnvikd, oTn 81300 oag BpiokovTal UTTNPECIEG YAWOOIKNAG UTTOOTAPIENG, OI OTTOIEG
Tapéxovrtal dwpedv. Kahéore 1-855-226-7318 (TTY: 711).

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1-855-226-7318 (TTY: 711).

CareConnect Insurance Company, Inc.




