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ÓÛÓÞÛÎ ßÐÐÛßÔ ÚÑÎÓ

ÜßÌÛ ÎÛÏËÛÍÌ ÍÛÒÌ ÌÑ ÓÛÜ×ÝßÔ ÓËÌËßÔ

Ð´»¿­» °®·²¬ ±® ©®·¬» ´»¹·¾´§ò Ð´»¿­» ®»º»® ¬± ¬¸» ¿¬¬¿½¸»¼ ·²­¬®«½¬·±²­ ·º ¬¸»®» ¿®» ¯«»­¬·±²­ ¿¾±«¬ ¬¸·­ º±®³ò

ÐßÌ×ÛÒÌ ßÒÜñÑÎ ÐÑÔ×ÝÇ ØÑÔÜÛÎ ×ÒÚÑÎÓßÌ×ÑÒ

Last name of patient First name of patient MI Policy ID # Date of birth (MM/DD/YYYY)

Name of authorized representative pursuing appeal, if different from above øÍ»» ·²­¬®«½¬·±²­ô °¿¹» î÷

Relationship to patient

Mailing address City State ZIP Code

Daytime telephone number Evening telephone number

ÌÇÐÛ ÑÚ ÎÛÏËÛÍÌ

Please check one

Benefit/coverage issue Prescription drug

Dental service Vision service

Medical necessity denial – post-service (service already provided) Other

Medical necessity – pre-service (service not yet received)

ÝÔß×ÓñÝßÍÛ ÒËÓÞÛÎ ×ÒÚÑÎÓßÌ×ÑÒ

Date of service Claim # Case # from denial letter

ÎÛßÍÑÒ ÚÑÎ ßÐÐÛßÔ

Explain what decision you are appealing and why you disagree with this decision. (Attach additional sheets of paper if needed)

Ð´»¿­» ¿¬¬¿½¸ ¿´´ ¼±½«³»²¬¿¬·±² ¬¸¿¬ ­¸±©­ ©¸§ §±« ¾»´·»ª» §±«® °´¿² ­¸±«´¼ ½±ª»® ¬¸·­ ½´¿·³ ±® ¿«¬¸±®·¦» ¿ ­»®ª·½»ô ·²½´«¼·²¹ ³»¼·½¿´ ®»½±®¼­ ¿²¼ ­«°°±®¬·²¹
¼±½«³»²¬¿¬·±² ø»ò¹òô ´»¬¬»® º®±³ §±«® ¼±½¬±®ô ±ºº·½» ®»½±®¼­ô ­«®¹·½¿´ ®»°±®¬­ô °¸±¬±­ô ´¿¾ ®»°±®¬­ô Èó®¿§ ®»°±®¬­÷ò Ì¸·­ ©·´´ ¸»´° º¿½·´·¬¿¬» ¬¸» ¿°°»¿´­ °®±½»­­ò

Mail to: Medical Mutual
Member Appeals
P.O. Box 94580
Cleveland, OH 44101-4580

Fax to: 216.687.7990 or 866.691.8260

Be certain to keep copies of this form, your Explanation of Benefits or denial
letter, and all documents and correspondence related to this case.

*Signature of Policyholder or Patient (or legal representative**) Date

* Signature is required in order for the appeal request to be accepted.
** Parent, Guardian, Conservator or Other – please specify.
If you are acting on behalf of the above-named member as a legal representative, please provide the appropriate legal documentation
(example: Power of Attorney).
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ÓÛÓÞÛÎ ßÐÐÛßÔ ÚÑÎÓ ×ÒÍÌÎËÝÌ×ÑÒÍ

Please note: If you have an urgent care appeal for services you have not yet received, you may want your physician to call the number for
Providers on your ID card. For more information on filing an appeal, please refer to your Certificate or Benefit Book. An urgent care claim is any
pre-service claim for medical care or treatment where applying the timeframes for non-urgent care could (a) seriously jeopardize your life or health
or your ability to regain maximum function or (b) in the opinion of a physician with knowledge of your medical condition, would subject you to
severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim. This type of claim generally includes
those situations commonly treated as emergencies.

É¸¿¬ ·­ ¿² ¿°°»¿´á

An appeal is a formal request to change a previous decision made by Medical Mutual that resulted in a denial, reduction or termination of a
requested healthcare service in whole or in part. The patient or authorized representative may appeal any adverse decision (including a denial or
reduction in benefits) for care or service.

Ø±© ´±²¹ ¼± × ¸¿ª» ¬± ­»²¼ ³§ ¿°°»¿´á

For a first level appeal, you must send your appeal to Medical Mutual within 180 days of receiving your initial denial notice or as otherwise
indicated in your Certificate or Benefit Booklet for subsequent appeals, if applicable.

É¸»² ©·´´ × ®»½»·ª» ¿ ©®·¬¬»² ®»­°±²­»á

A written response will be sent to you within 30 days of Medical Mutual receiving your request, or as indicated in your Certificate or Benefit Booklet.

×º × ¿³ º·´·²¹ ¿² ¿°°»¿´ô ©¸¿¬ ·²º±®³¿¬·±² ­¸±«´¼ × ­»²¼á

Please send all information you want considered in the review along with your appeal request, any letter of denial you may have received from
Care Management and the applicable records listed in the Medical Records and Supporting Documentation section below.

É¸± ¼± × ½±²¬¿½¬ º±® ¸»´°á

For assistance in completing this form, call Customer Service at the number on your ID card.

Ø±© ¼± × ­«¾³·¬ ³§ ¿°°»¿´á

You may submit the form and records by fax (216.687.7990 or 866.691.8260), online (MedMutual.com) or mail to:

Medical Mutual
Member Appeals
P.O. Box 94580
Cleveland, OH 44101-4580

ÐßÌ×ÛÒÌ ßÒÜñÑÎ ÐÑÔ×ÝÇ ØÑÔÜÛÎ ×ÒÚÑÎÓßÌ×ÑÒ

Complete in full: patient name, ID number, date of birth, mailing address and telephone number(s).

If a person other than the patient is pursuing the appeal, fill in the authorized representative’s name and relationship to the patient. A Ü»­·¹²¿¬·±²
±º ß«¬¸±®·¦»¼ Î»°®»­»²¬¿¬·ª» º±® ß°°»¿´­ ±® ¬± Î»¯«»­¬ ×²º±®³¿¬·±² Ú±®³ must also be completed. Visit MedMutual.com to download this form.
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ßËÌØÑÎ×ÆÛÜ ÎÛÐÎÛÍÛÒÌßÌ×ÊÛ

You have the right to allow someone to act on your behalf throughout the appeal process. Simply send a completed Ü»­·¹²¿¬·±² ±º ß«¬¸±®·¦»¼
Î»°®»­»²¬¿¬·ª» º±® ß°°»¿´­ ±® ¬± Î»¯«»­¬ ×²º±®³¿¬·±² Ú±®³ along with the Ó»³¾»® ß°°»¿´ Ú±®³ò Visit MedMutual.com to download this form.

For parents or guardians to act on behalf of dependents age 18 or older, the dependent may need to send a completed Ü»­·¹²¿¬·±² ±º ß«¬¸±®·¦»¼
Î»°®»­»²¬¿¬·ª» º±® ß°°»¿´­ ±® ¬± Î»¯«»­¬ ×²º±®³¿¬·±² Ú±®³ to Medical Mutual before the appeal process can begin for certain types of cases.

ÌÇÐÛ ÑÚ ÎÛÏËÛÍÌ

Please check one box that best describes your appeal request.

Þ»²»º·¬ñÝ±ª»®¿¹» ·­­«»æ A service or procedure was not covered according to your contract, or was reduced or limited in coverage.

Ü»²¬¿´ ­»®ª·½»æ A service or procedure rendered by a dental professional was denied as not clinically necessary, not a covered benefit under
your contract or was reduced or limited in coverage. (See Ñ®¿´ Í«®¹»®§ under Ó»¼·½¿´ Î»½±®¼­ ¿²¼ Í«°°±®¬·²¹ Ü±½«³»²¬¿¬·±²ò÷

Ó»¼·½¿´ ²»½»­­·¬§ °±­¬ó­»®ª·½»æ A service or procedure already received was denied as not being medically necessary. (See Ó»¼·½¿´
Î»½±®¼­ ¿²¼ Í«°°±®¬·²¹ Ü±½«³»²¬¿¬·±²ò÷

Ó»¼·½¿´ ²»½»­­·¬§ °®»ó­»®ª·½»æ A service or procedure not yet received was denied as not being medically necessary. (See Ó»¼·½¿´ Î»½±®¼­
¿²¼ Í«°°±®¬·²¹ Ü±½«³»²¬¿¬·±²ò÷

Ð®»­½®·°¬·±² ¼®«¹æ A prescription drug was denied as not a covered benefit or because you are not eligible for prescription drug coverage.

Ê·­·±² ­»®ª·½»æ A service, procedure or product rendered by or obtained from an eye care professional or center was denied. (See Ó»¼·½¿´
Î»½±®¼­ ¿²¼ Í«°°±®¬·²¹ Ü±½«³»²¬¿¬·±²ò÷

Ñ¬¸»®æ Any item, procedure or service not listed as a Ì§°» ±º Î»¯«»­¬ò

ÝÔß×ÓñÝßÍÛ ÒËÓÞÛÎ ×ÒÚÑÎÓßÌ×ÑÒ

Ü¿¬» ±º ­»®ª·½»æ The date on which the service or procedure was received, as listed on the Explanation of Benefits. (If services were not yet
received, omit.)

Ý´¿·³ ýæ Found in the upper right corner of your Explanation of Benefits. (If services were not yet received, omit.)

Ý¿­» ýæ Found on the upper right corner of a denial letter from Care Management. (Omit if a denial letter from Care Management was not
received.)

ÎÛßÍÑÒ ÚÑÎ ßÐÐÛßÔ

Explain what decision you are appealing and why you believe the decision should be overturned in your favor.
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ÓÛÜ×ÝßÔ ÎÛÝÑÎÜÍ ßÒÜ ÍËÐÐÑÎÌ×ÒÙ ÜÑÝËÓÛÒÌßÌ×ÑÒ

ß´±²¹ ©·¬¸ ¬¸» Ó»³¾»® ß°°»¿´ Ú±®³ô ¿¬¬¿½¸ ±® º¿¨ ¬¸» º±´´±©·²¹ô ¿­ ¿°°´·½¿¾´»æ

ß´´»®¹§æ

All office notes for the services in question
Description of all medications given, including dosage

ß³¾«´¿²½»æ

Emergency room reports plus:
- Air:

Flight records, including a breakdown of charges that identify the number of air miles
A letter of medical necessity that substantiates the need for transfer
The place or origin of flight and the destination

- Ground:
The run report from the ambulance company
A letter of medical necessity that supports the need for transport

ß²»­¬¸»­·¿æ

Hospital anesthesia records
Operative reports

Ü«®¿¾´» ³»¼·½¿´ »¯«·°³»²¬æ

Complete description of the equipment
Form or letter of medical necessity
Detailed medical history
Approximate cost of the equipment or an invoice

Û³»®¹»²½§ ®±±³æ

Complete emergency room records
Readable copies of physicians’ and nurses’ notes

Ø±³» Ø»¿´¬¸½¿®»æ

Physicians’ notes
Physician-signed treatment plan
All notes for any services being performed by the agency

×²°¿¬·»²¬ ­¬¿§­ º±® Þ»¸¿ª·±®¿´ Ø»¿´¬¸ô Ø±­°·¬¿´ ×²°¿¬·»²¬ô Íµ·´´»¼ Ò«®­·²¹ Ú¿½·´·¬§ ¿²¼ Î»­·¼»²¬·¿´ Ì®»¿¬³»²¬ Ý¿®» Ú¿½·´·¬·»­æ

All documentation related to the service including inpatient medical records

×²°¿¬·»²¬ ³»¼·½¿´ ½¿®»ô ½±²½«®®»²¬ ³»¼·½¿´ ½¿®» ¾§ ³±®» ¬¸¿² ±²» ¼±½¬±® ±® ½±²­«´¬¿¬·±²æ

All physicians’ signed progress notes for the date of service in question

Ó¿¬»®²·¬§æ

Detailed patient medical history
Test results
Labor and delivery records

ÓÎ×ñÓÎßæ

MRI/MRA report
Patient history and X-ray results
Records of any trials or conservative treatments, such as medication use or physical therapy

Ñºº·½» ª·­·¬ ¿²¼ ±ºº·½» ½±²­«´¬¿¬·±² ¼»²·¿´­æ

All office notes for the service in question

Ð®·ª¿¬» ¼«¬§ ²«®­·²¹æ

Physician’s orders
All hourly nursing documentation
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ÓÛÜ×ÝßÔ ÎÛÝÑÎÜÍ ßÒÜ ÍËÐÐÑÎÌ×ÒÙ ÜÑÝËÓÛÒÌßÌ×ÑÒ ÝÑÒÌ×ÒËÛÜ

Í«®¹»®§æ When questioning the level of payment or the denial of a surgical procedure, an operative report is required.

Cosmetic procedures
- Operative report
- Radiology reports or other test results
- Office notes
- Any appropriate pre- and post-surgery photos
Weight-loss surgery
- Documentation of weight history
- Record of most recent conservative weight loss attempts
- Psychiatric report
- Documentation of any medical conditions and the treatment rendered for these conditions
Oral Surgery
- Dental office notes
- Operative report
- Anesthesia records
- All pre- and post-service X-rays

Ì»­¬·²¹ ¬¸¿¬ ·²½´«¼»­ ´¿¾±®¿¬±®§ô °¿¬¸±´±¹§ ¿²¼ ®¿¼·±´±¹§ô ·²½´«¼·²¹ ­½¿²­æ

Testing results
Doctor’s office notes

Ì¸»®¿°§ ¬¸¿¬ ·²½´«¼»­ ½¸·®±°®¿½¬·½ô °¸§­·½¿´ ¬¸»®¿°§ô ­°»»½¸ ¬¸»®¿°§ ¿²¼ñ±® ±½½«°¿¬·±²¿´ ¬¸»®¿°§æ

Initial evaluation
Progress notes
X-ray reports (if applicable) or other test results
Re-exam findings
Treatment plan

Ø»¿®·²¹æ

Office notes
Test results (if appropriate)
Medical necessity information

Ê·­·±² ­»®ª·½»æ

Office notes
Test results (If appropriate)
Medical necessity information


