Third Party Administrator Appeal Form for Non-Network Doctors
(A separate form is required for each patient)
Employee Name: _______________________________
Employee ID: ______________

Employee Phone Number: _______________________
Agency: ___________________

Patient Name: _____________________________
Relationship:  Self

Spouse   
Child


Home ZIP Code: ______________ (use ZIP+4)
Assigned TPA:  UnitedHealthcare
  Medical Mutual    (circle one)
Doctor’s Name and Address: ___________________________________________________________________

Number Of Visits During the Current Plan Year (July 1, 2010 through Present): _____
--------------------------------------------------------------------------------------------------------------------------------------------------
This section must be completed -- all boxes must be checked.
 FORMCHECKBOX 

My/my dependent’s doctor is not a network provider with my assigned TPA but is a network provider with the other TPA.

 FORMCHECKBOX 

I certify that my/my dependent’s doctor is an essential medical service provider as listed in the appeal criteria and that the patient listed above visited the above listed doctor at least 4 times during the current plan year (July 1, 2010 through Present).
 FORMCHECKBOX 

I authorize the Department of Administrative Services, Human Resources Division, Office of Benefits Administration Services, to validate my claimed number of visits to the doctor listed above.  If I am claiming visits that occurred during calendar year 2011, I have submitted with this appeal one or more Explanation of Benefit statements from those visits, and hereby authorize Benefits Administration Services to use the information in those statements to verify the claimed visits.
 FORMCHECKBOX 

I understand that Benefits Administration Services will not utilize medical or clinical information for purposes other than verifying the number of visits to the doctor listed above for the purposes of this appeal, and consent so such use. 
This form must be completed in its entirety.  Incomplete submissions will not be reviewed.
OATH
(Do not sign until notary is present.)

 State of Ohio 
County of ________________________} ss. 

	I, (print name)
	
	, swear or affirm that I have read

	this document and, to the best of my knowledge and belief, the facts and information stated in this document are true, accurate and complete.

	

	
	Your Signature

	

	Sworn before me and signed in my presence this
	
	day of
	
	,
	
	.

	
	

	
	Notary Public

	
	My Commission Expires:

	
	


Return the completed form to:

HR Customer Service

30 East Broad Street, 28th Floor

Columbus, OH 43215

Attention: TPA Appeals

Submissions must be postmarked no later than May 31, 2011
You can also fax the information to HR Customer Service at 614.728.3002
