MAULTCARE

INTERNAL APPEAL REQUEST FORM
Name of person filing appeal:
Relationship to covered person: OCovered Person/Applicant

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

How would you like us to contact you? [JPhone OFax OEmail OMail

Contact information of authorized representative (if applicable)

Mailing Address:
Daytime Phone: Evening Phone:

Email Address: Fax:

Covered Person/Applicant Information

Name: ID Number:
Mailing Address:
Daytime Phone: Evening Phone:

Email Address: Fax:

Treating Physician/Health Care Provider Information

Name:

Mailing Address: Phone Number:
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? OYES ONO

2. Are you requesting an expedited appeal because your physician certifies that your pain can not be controlled while
you wait up to 30 days for a decision on your appeal? OYES* ONO

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.) OYES* ONO

*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:
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-Seriously jeopardize your life or health or your ability to regain maximum function, or
-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 health care 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, health care 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 ADVERSE BENEFIT DETERMINATION TO ONE OF THE FOLLOWING
ADDRESSES:
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Fax Number: 330-363-3066 Email Address: Aappeals@aultcare.com

Mailing Address:

Attention: Grievance and Appeal Coordinator
P.O. Box 6029
Canton, Ohio 44706

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

Page 3 of 6
AC Internal Appeal Request Form
Rev. 2/2012, 09/2015, 09/2016, 02/02/2017, 02/2020



MAULTCARE

INTERNAL APPEAL REQUEST FORM

AultCare/Aultra Notice Tag Lines for the State of Ohio
English
This Notice has Important Information. This notice has important information about your application or coverage through AultCare
/Aultra. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with
costs. You have the right to get this information and help in your language at no cost. Call Local: 330.363.6360 Outside Stark
Countyﬁ 1.800.344.8858 TTY Local: 330.363.2393 Outside Stark County: 1.866.633.4752
Spanis

Espafiol

Este Aviso contiene informacion importante. Este aviso contiene informacion importante acerca de su solicitud o cobertura a través
AultCare/Aultra. Preste atencidn a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacion y
ayuda en su idioma sin costo alguno. Llame al Local : 330.363.6360 Fuera del condado de Stark : 1.800.344.8858 TTY Local :
330.363.2393 Fuera del condado de Stark : 1.866.633.4752

Chinese

3T

KEHEEEMNALR ., NXEHERERESEBAuUItCare/AultrafRb A S]

RIXMWBFERRIGUVEZAL., FREANENANSEEAY. EAEFEERBL B ZAEIRTE, URBEHNRERER
EE R, CEEMNRELUSNBESIIRASIER, BREST Aih . 330.363.6360 Hrif @RSt :  1.800.344.8858
TTY# &3 : 330.363.2393H7E 72 ER4} : 1.866.633.4752,

German

Deutsche

Diese Benachrichtigung enthdlt wichtige Informationen. Diese Benachrichtigung enthdlt wichtige Informationen bezuglich Ihres
Antrags auf Krankenversicherungsschutz durch AultCare/Aultra. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung.
Sie kdnnten bis zu bestimmten Stichtagen handeln miissen, um Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten zu
behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter Local:
330.363.6360 AuBerhalb von Stark County : 1.800.344.8858 TTY —Linie Local: 330.363.2393 Aul3erhalb von Stark County :
1.866.633.4752.

Arabic
i pd
&l AultCare/Aultra wetd\ S,uda e SgLEajl G‘t J}.ACJ dadh a guada l'u.ae Gl g )\tuﬂil [V S Bale Cila g )\tuﬂl\ (VY G
& osuasdl g Brdl Al gia g saelual] ) sgaadl ih\;.L:.th o Ll B e )5t g o) o) Jall 2l 3y le N 36 g Aladl Fy sl o
ixblia 7 )4 3932.363.033 (s TTY  1318588.443.008.1:d liwiabliay 5 0636.363.033: Jadl S sl ¢33 cpp i 53 laly e sna)
2574.336.668.1; < s

Pennsylvania Dutch

Deitsch

Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit
AultCare/Aultra. Geb Acht fer wichdiche Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an
beschtimmde Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht fer die
Information un Hilf in deinre eegne Schprooch griege, un die Hilf koschtet nix Local: 330.363.6360 Aul3erhalb von Stark County :
1.800.344.8858 TTY —Linie Local: 330.363.2393 AuRerhalb von Stark County : 1.866.633.4752.

Russian

pycckuit

Hacrosiee yBenoMiieHHe COIEPKHUT BXHYIO HHPOpMaNNIo. DTO yBEAOMIICHUE COJEPIKUT BAXKHYIO HH(POPMAIIHIO O BalleM
3asIBJICHUN WJIM CTPAXOBOM MOKPHITUH uepe3 CtpaxoBasi komnanus AultCare/Aultra. [TocMmoTpuTe Ha KIIIOYEBBIE JaThHI B
HACTOSIIEM yBeJOMIIEHHH. Bam, BO3MOXKHO, TOTpeOyeTCs MPUHSATH MEPHI K ONPEETICHHBIM MPEIEIbHBIM CPOKaM ISl COXPAaHEHUS
CTPaxOBOT'0 MOKPBITHS MIIM TIOMOIIH € pacxodaMu. Bel uMeeTe MpaBo Ha OecIiaTHOE MOTVIEHHE 3TOH HH(MODMAINK U TOMOIIb Ha
BaleM si3bike. 3BoHuTe 110 Tesieony Mectusiii: 330.363.6360 Bue Crapka County : 1.800.344.8858 TTY muuus MecTHbIii:
330.363.2393 Bue Crapka County : 1.866.633.4752.

French

Francais

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire de
Compagnie d'Assurance AultCare/Aultra. Rechercher les dates clés dans le présent avis. Vous devrez peut-étre prendre des
mesures par certains délais pour maintenir votre couverture de santé ou d'aide avec les colts. VVous avez le droit d'obtenir cette
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information et de 1’aide dans votre langue a aucun cotit. Appelez Locale: 330.363.6360 En dehors du comté de Stark :
1.800.344.8858 ligne ATS L ocal : 330.363.2393 En dehors du comté de Stark : 1.866.633.4752

Vietnamese

Viét Nam . . . )

Thong bao nay cung cap thong tin quan trong. Thong bao nay c6 thong tin quan trong ban vé don ndp hodc hgp dong bao hiém qua
chuong trinh Cong ty Bdo hiém AultCare/Aultra. Xin xem ngay then chot trong thong bédo nay. Quy vi ¢6 thé phai thuc hién theo
thong bao dung trong thoi han dé duy tri bao hiém strc khoe hodc dugc tro triip thém veé chi phi. Quy vi cé quyén dugc biét thong tin
nay va duoc trg gitp bang ngdn ngir cia minh mién phi. Xin goi so Pia phwong: 330.363.6360 Bén ngoai ciia Stark County :
1.800.344.8858 TTY dwong day Pia phwong: 330.363.2393 Bén ng oai cia Stark County : 1.866.633.4752.

Cushite-Oromo

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti kun sagantaa yookan karaa AultCare/Aultra tiin tajaajila keessan

ilaalchisee odeeffannoo barbaachisaa qaba. Guyyaawwan murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan

deeggaramuuf yookan tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa

haala

ta’een afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf mirga ni qabaattu. Lakkoofsa bilbilaa Local: 330.363.6360
ide of Stark nty: 1.800.344, TTY Line Local: .363.2 ide of Stark nty: 1.866.633.4752_tii bilbil

Korean

ot= 04

= %XW Ol=&52%t MEI S0 YSLICL F O] EX|A = Hste| M- 2+t 2| 0 AultCare/Aultra 2 S| AHA| 2
giéﬂHaMW%QEEE_Qqﬂﬂﬁui%ENAWAﬁéoHEEM%QQBQWE?WE?&QEQ
AR E A2 SASIAL B2 BZAST QlsiAl X3t opzt2fx| =A1S 2[5 0F & 2ot 9g & st
Hoh= o2t HEQ =& S Fote| HOZ HIE FEQ0| P2 =+ U= H|7F ASLICEH X[ : 330.363.6360 2EfA
F}2E| o] @|% : 1.800.344.8858 TTY 2}l X| < : 330.363.2393 AEF FH2E| o] 2|5 : 1.866.633.4752 2 T3S AA| 2.
Italian

Italiano

Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso AultCare/Aultra. Cerca le date chiave in
questo avviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di mantenere la tua
copertura o sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua gratuitamente. Chiama Locale:
330.363.6360 Al di fuori di Stark County : 1.800.344.8858 TTY linea Locale: 330.363.2393 Al di fuori di Stark County :
1.866.633.4752.
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Dutch

Nederlands

Deze mededeling heeft belangrijke informatie. Deze mededeling heeft belangrijke informatie over uw aanvraag of dekking via
AultCare /Aultra. Kijk naar belangrijke datums in deze mededeling. Het kan nodig zijnh om actie te ondernemen binnen bepaalde
termijnen om uw zoraverzekering te behouden of hulp met kosten te krijaen. U heeft het recht op deze informatie en hulp in uw taal
zonder kosten. Bel Local : 330.363.6360 Buiten Stark County : 1.800.344.8858 TTY Line Local : 330.363.2393 Buiten Stark
County : 1.866.633.4752.

Ukrainian

YKpalHCbKUI

Ile moBimOMIIEHHS MiCTUTh BaXXIUBY iHPOpMariito. [le moBiqomieHHsT MiCTHTh BaXKHBY iH(OopMaIiro mpo Baire 3BepHEHHS 110,10
cTpaxyBabHOTO NMOKpHUTTS yepe3 CtpaxoBa komnanisi AultCare/Aultra. 3BepHiTh yBary Ha KIIIOUOBI IaTH, BKa3aHi y IIbOMY
OBiToOMJIeHHI. IcHye iMOBipHICTB TOTO, 110 Bam Tpeba Oy/ie 3aiHCHITH eBHI KPOKH Y KOHKPETHI KiHIIEBI CTPOKH UL TOTO, 100
30epertu Bame menuuHe ctpaxyBaHHs abo otpumaru ¢inancoBy qonomory. Y Bac € mpaBo Ha oTpuMaHHs 1i€l iHQopmarii Ta
JIOTIOMOTH 0€3KOIITOBHO Ha Bamiii pinHiii MoBi. J[3BOHITE 32 HOMepoM Tenedony MicueBuii : 330.363.6360 ITo3a Crapka County :
1.800.344.8858 TTY uainist Micuesnii : 330.363.2393 ITo3a Crapka County : 1.866.633.4752.

Romanian

Page 5 of 6
AC Internal Appeal Request Form
Rev. 2/2012, 09/2015, 09/2016, 02/02/2017, 02/2020



MAULTCARE

INTERNAL APPEAL REQUEST FORM

Romana

Prezenta notificare contine informatii importante. Aceasta notificare contine informatii importante privind cererea sau acoperirea
asigurdrii dumneavoastre de sanatate prin Compania de Asigurari AultCare/Aultra. Cautati datele cheie din aceastd notificare. Este
posibil sd fie nevoie sd actionati pand la anumite termene limitd pentru a va mentine acoperirea asigurdrii de sdndtate sau asistenta
privitoare la costuri. Avetl dreptul de a obtine gratuit aceste informatii si a]utor in limba dumneavoastra. Sunati la Locale :

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.
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