B53313-0108
PROI

BlueCross BlueShield
of Flerida

4n Indepandent Liconena af the
Blue Srass and 2luz Shicls ssenclaticn

PPO Group Plan Appeal Form

(for use by Covered Persons)

Pleass mail directly to:

PPO Appesls

P Box 44197

Jacksonville, FL 32231-4187

| HEREBY reguest a review of the adverse bensfit determination described below and understand ths
raceipt of this form by Blue Cross and Blue Shield of Florids (BCBSF} constitutes s formal appeal.

If you have any questions, please feel fres to call the customesr service number located on your
D card.

Date: Individual's Signature:

PLEASE PRINT CLEARLY AND COMPLETE ALL OFTHE INFORMATION REQUESTED BELOW:

individuals Name: 0 Card Number:
Addrass:
Phone Nurmber: Employer {if amyh:

Group/Plan Number on [D Card:

Date of Service heing appealed: (Use additional sheets, if necessary)

ConditieryDiagnasis: (Use additional sheets, If nacessary)

Flease describe the reason for vour appeal and ary facts you feel should be considered in the review of your appeal.
If the problem invelves unpaid bills, please altach a cooy of the billls) {Use additional sheetis], if necessary)

MNeote: Correspondence will be sent directly to the benetits address we have an file for the member referenced
in the apgeal.



