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	Relationship to Member: 
	Phone: 
	Email Address: 
	Address for notices regarding this request: 
	Signature: 
	Member ID: 
	Claim Number: 
	Date of Service: 
	Billed Amount: 
	Authorization Number: 
	Member Last Name: 
	Member First Name: 
	Middle Initial: 
	Date of Birth: 
	Member State: 
	Member ZIP Code: 
	Provider or Practice Name: 
	Practice Address: 
	State: 
	ZIP Code: 
	Contact Person: 
	Amount Owed: 
	Group42: Off
	Other: 
	Appeal Reason: 
	Resolve Details: 
	Requestor Name: 
	Todoys Dote: 


