IDSC Ouahity Review Tmt Appeal Form

To appeal the derial of your benefits, please conplete this form and rebumn i mthe enclsed self’ addressed envelope withm 120
days from vour recept of . your original derial letter. If yvour appeal 15 not recenred within 120 days from your receipt of your
orgnal demial letter the ornzinal demial wall be upheld.

Please attach all pertinent medical information

Claim Humber: Social Security Mamber:

Last Mame: First M ame: Middle Initial:
Street Address:

City: State: Zip:
Home Phone: Wark Phone:

Please provide name and phone mimber of treating physician’s)

FProvider Hame: FPhone Mumhber
Address: Specialty:
Frovvider Mame: FPhone Huamber:
Address: Specialty:
Provrider Hame: Phone Humber:
Address: Specialty:

Please state specificalby why wou are requesting an appeal of vour benefts. Use the back of the form if necessary or attach a letter
if’ additicnal space 1s needed.

Do you have additional medical Information to submdt that iz not atiached to the form ], If yes, please submit additional
medical information as soon as reasonahly possihle

Emplyes Cestficatiom:
1 hereby certifirthat the midrmation provided 15 conplete and acourte to the best of my Imowledze.

Enploves Signahime: Date:

Fleaze mail completed form in the enclozed etvrelope to:
IDSC Qality Fevear Tnt PO, Box 61 568 EKmg of Prissia, P4 19406 Phone 1-8868-276-2278 Fax 1 866-856-5065
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