Tell Us if You’ve Been Denied Coverage 

If you’ve been denied coverage, we’d like to know more about your experience. Please send us the information below along with any supporting documentation.

Name:      ___________________________________________________________________

Address:_____     ____________________________City: _     __________ State:__      ___Zipcode:____     _ 

Telephone:      ________(day) _     ______________(evening) 

__     __________(mobile) 

Email address: __     _________________________

Can we share this information with others? _     __ Yes _     __ No
1. Short summary and reason for denial 

     
2. Date of Service 

     
3. Health Plan Summary of Service (Please include MH/SU and Medical/Surgical) 

     
4. Explanation of Benefits 

     
5. Written reason for denial provided

     
