Eligibility or Enrollment Appeal (2/8/11 version)
· Type or print clearly in black ink.
· Keep a copy of the form for your records.


	Use this form

· If you are an employee or the dependent of one, who wishes to request a review of a decision or action concerning eligibility, enrollment for benefits or premium payment. You must request a review no later than 30 days from the employer’s decision or action. 


	Don’t use this form 
· To appeal a decision or action by a health plan or insurance carrier about a claim or benefit (such as a dispute about a course of treatment or billing). Contact the health plan or insurance carrier to request information on how to appeal its decision or action. 
· If you are an employee or the dependent of one, who wishes to appeal a life insurance or long-term disability insurance eligibility or enrollment decision or action. You must request a review by the PEBB Program no later than 30 days from the employer’s or the PEBB Program’s decision or action. Go to www.pebb.hca.wa.gov and select How Do I File an Appeal for instructions.


	Section 1: Subscriber Information

	Subscriber type (select one):    FORMCHECKBOX 
 Employee    FORMCHECKBOX 
 Dependent

	Last name                                               First name                                                                      Middle initial
	Social security number

	Street address                                            Apt./unit number
	City 
	State
	ZIP Code

	Mailing address (if different from above)
	City
	State
	ZIP Code

	Email address
	Work phone number
	Home phone number

	Dependent’s Information (if appeal concerns a dependent)

	Last name                                                          First name                                                   Middle initial
	Social security number


(Continued)

	Section 2: Describe Your Appeal

	What decision or action do you want reviewed?


	Why do you disagree with the decision or action taken? Please explain your situation, give a detailed description of your situation, and attach supporting documentation.



	What was the date of the decision or action made by your employing agency?      

	What would you like done about the decision or action?



	Is there any additional information you would like to include? (Attach additional pages as necessary) 
 FORMCHECKBOX 
 I have attached additional documents. (For example, forms or correspondence between you and your employer.)


	Section 3: Representative’s Information (Complete this section if you have someone else to represent you on this issue.)

	Last name                                                                         First name
	Phone number

(           )

	Address
	City
	State
	ZIP Code

	Section 4: Signature

	Sign and date this section, and keep a copy of this form for your records. Submit the form within the timeline instructed on page one.

	By signing this form, I declare that the information I have provided is true, complete, and correct.

	Signature___________________________________________________________________________
	Date_____________________________


	· Submit this form to your employer’s personnel, payroll, or benefits office. 
· Your employer will complete Section 5 and return a copy of this form to you.



(Continued)

	To be completed by the employer

	Section 5: Employer Decision Notice

	Date of employer’s initial decision or action ______________
Date the employer received the employee’s request for review ______________

Have you received this request for review within 30 days of the agency’s initial decision or action?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Agency contact
	Agency contact’s phone number

(           )

	Employer Response to Appeal

	 FORMCHECKBOX 
    The employer did not receive the employee’s request within 30 days of the initial decision or action. This request    

        cannot be considered.

 FORMCHECKBOX 
    An erroneous decision or action did not occur.  The original decision was congruent with the Interlocal Agreement 
        with the Health Care Authority, state law and state rules. The agency stands by its original decision or action. 

 FORMCHECKBOX 
    The employer agrees an erroneous decision or action occurred. The original decision was not congruent with the Interlocal Agreement with the Health Care Authority, state law and state rules. 

The agency will now take the following action to correct the decision or action:
​​​​​​​​____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________

	Reviewer’s name (print or type)


	Reviewer’s phone number

(           )

	Reviewer’s signature __________________________________________________Review decision date ________________________
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