
FIOELJS CARE APPEAi. REQU£ST FORM 
FOR DENIAL OF SERVICES 

Mail to Fax to 1 llS.393-6779 

Fideis Care Meck:al AppealS Unit
P.O Box 1208

Amherst. NY 14226 Tooo-;'sdate: _______ _ 

Deadline: If you want a Piao Appeal. you !!!!:!fil ask for it on time. You have 60 
days from !Ile dare or lh,s notice 10 ask for a Plan Appeal. The l.i$1 day to ask ior a 
Plan Appeal aboul thtS <JcciSiOil IS 

Enrollee lnfonnation 
Name: 
Elto!Jee 10 
A<bess. 
Home Phor>e. c�� PllOnC 
Plan �e<ence Numtx,,-
5".rv,cc rong Denied.  Intracept Procedure

J think the plan's decision is wrong because· 

Cheek all J/lal a@ly 
0 I requeS! a Fast Track Appeal oecausc a delay c:ould haITTlmy -Ith 

0 I enclose<i additJonal documents !o, reW!:W dunng the appeai. 
O 1 \\IOl.dd ltke to gr11C ilformat1on 1n �son 

O I want someone to aSk ro, a Plan Appeal fo, me: 

• Have }OU ac.mome<J lh!S person ,"4h F ,del,s Care before? YE s □ NO □ 
• Do 'fOO warn this person to act roe 'JOO io, an steps o! lhc appeal e< fa• heamg

about this dec1Sl0fl? You can let us k110',V if change 'fOU' mnd. ES O NO 0 
Request..- (person asking for me) 

Name· _____________ £.mall. _________ _ 

Adoress: 
------------------------

-------- --

Phcre,: ._ _ _. _____ _ 

Z,pCOdc: 

FJX � ._ _ _,_} _______ _ 

ErTo!lee Signaue: __ Date: 
------- -------

Requester Signau.-e ______ _

If this form cannot be signed, me pir)n wdl lolk7N up ,•11th the en,� to co.1firm llifem lO IJPP 

GRPOOENS010·2•TI' 




