&)/ BlueCross BlueShield of Texas

INTERNAL APPEAL REQUEST FORWM

Patient Information

Patient Name: \(OMOI kdl arylio ‘

Member Identification Number: . X 5"—’ (ﬂ"]—]g

Group Name and Number: \5g5000

Case Information

Date(s) of Service (Service from Date and Service fo Date): __I0 2523

_ o:J/z&/;L‘l

Place of Service (Facility Name): TT, A Uf@l(cﬂ 9 QYﬁCV

Request ID (if applicable): L/Qéz W DE

Date Service/Procedure(s) non-allowed (Service Actual End Date):

Physician/Faclility/Provider Information

Physician Name (Attending Provider Full Name): _t )mm NA Z, M

Facility or Provider Name: TLOSH M (A Cm i 0

Appellant Information

Name of person submitting appeal: __ M\\Oﬂm

Phone Number{\ 310 §XZ - Today's Date: __)

%

Relationship to Patient: Pvider 6 'l()(g/

Reason for Request: Denial - » IY\'Y}@TNDTF @mv A O

PIeae S0P ot

An appeal may be submitted in writing, online or by phone. The return of this form is not required to request an appeal.

o Torequest an appeal by phone, call the toll-free phone number below

o To send a secure email using our Message Center, log into Blue Access for Members™ (BAMSM) at bebstx.com
o Torequest an appeal in writing, attach additional information, Explanation of Benefits, Notification Letter and/or

medical records for the dates of service being appealed and submit this form to:

Appeal Coordinator
Blue Cross and Blue Shield of Texas
PO Box 660044

. Phone: 888-697-0683 (TTY/TDD: 711)
Dallas, TX 75266-0044 888.235.2936

Fax:

bchstx.com
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