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Accountable Behavioral Health Alliance

Appeals Form

Today’s Date: _______
Member Name: ____________________

Address: ___________________  City: ______________  Zip:_______

Telephone #: _____________________

Name of person requesting appeal (if other than member): ____________________

Relationship to member: ______________________ Telephone #: _____________

Did the member receive a Notice of Action:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

If yes, date of Notice: ________________

If you are appealing a Notice of Action, do  you wish your services/benefits to stay the same during the investigation of the appeal?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If your benefits/services stay the same and you lose the appeal, you may be required to pay for the cost of the benefits/services you received from the date of the action until the decision

Describe why your are appealing the decision. Please give us any information that may help us to resolve this concern. Attach any records that you wish us to review as part of this appeal. Please attach additional pages to this form if you need more space to describe this appeal. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What would you like to see happen in this matter?  _____________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list the name(s) and telephone number(s) of anyone you want us to contact about this appeal:

Name: ______________________  Telephone #: ____________________

Name: ______________________  Telephone #: ____________________

Do you wish to request an expedited appeal?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Please state your reason for requesting an expedited appeal: ___________________________

________________________________________________________________________________________________________________________________________________________
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To submit this appeal, please mail, fax or call:


ABHA


310 NW 5th St. Suite 206


Phone (541) 753-8997 or (866) 625-5755


Fax: (541)752-4877


TTY: (800) 221-2832








