PREMERA |

| BLUE CROSS BLUE SHIELD OF ALASKA | :
BLUE CROSS BLUE SHIELD OF ALASKA How to F||e an Appea' for a Member

Instructions

Fill out this form to file an appeal and submit it to Premera Blue Cross Blue Shield of Alaska, (Premera).
The member may complete the form or someone else may complete it for the member.

Regardless of who completes the form, it MUST BE SIGNED by the Member or Legal Guardian.

Send this appeal form and supporting documentation to:
Premera Blue Cross Blue Shield of Alaska: Member Appeals
P.0.Box 21762

Eagan, MN 55121

Fax: 866-903-9899

Notice of Privacy Practices

Our Notice of Privacy Practices describes how we may use and disclose member personal information and members'’ rights
concerning it. This notice is on our website at www.premera.com. If you need a paper copy, call Customer Service at the
number listed on the back of your member ID card.

Questions?

Call: Call Customer Service at the number on the back of your member ID card.
Email: Sign in to your account at premera.com and select Secure Inbox.
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Member Appeal

Instructions
e Please fill out all the information below.
¢ Please print clearly.

o Make a copy for your records and mail the completed form to:
Premera Blue Cross Blue Shield of Alaska: Member Appeals
P.0.Box 21762
Eagan, MN 55121

A. Member information. All fields in this section are required.

Member’s name: first name, last name Member’s date of birth
(mmy/dd/yyyy)

ID prefix: (see ID card)  ID number Suffix Group policy number

Mailing address City State ZIP code

Daytime phone - include area code

B. Who is completing this form?
| am (select one):
Q The member. Skip to section D.
Q Parent. Skip to section C.
Q Legal guardian. You must attach legal documentation to confirm this relationship. Continue to section C.
Q Power or attorney. You must attach legal documentation to confirm this relationship. Continue
to section C.
Q I hold none of the roles mentioned above. Please continue to section C.

C. Who can appeal on behalf of the member? This is the Authorized Representative.

First name Last name Phone — include area code
Relationship to member Fax — include area code
Address City State Zip code
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D. Member’s authorization to release healthcare information and records

IMPORTANT: Regardless of who completes this form,
this section MUST be signed by the member or legal guardian.

By signing this form | understand and agree to the following: Premera Blue Cross Blue Shield of Alaska, or any of its
affiliates (the “Company”), may disclose my health records with the Authorized Representative listed above.

| understand that the healthcare information may include my benefit, claim, diagnosis and treatment records including
information about the following sensitive healthcare diagnosis and treatments that | have selected below:

[0 Alcohol and/or chemical dependency
[0 Sexually transmitted diseases (HIV/AIDS)

O Genetic information
O Reproductive health (including abortion)
[0 Gender affirming care, gender dysphoria, domestic violence, and behavioral health

Disclaimer: You can change your mind and withdraw this release at any time by informing the Company in writing at
the address listed at the bottom of this form. The Company will make sure the change goes into effect within five
business days after receiving your withdrawal request and will not be liable for any information released before your
change goes into effect. This release is voluntary. We will not condition your enrollment in a health plan, eligibility
for benefits or payment of claims on giving this release. This release will last twenty-four months from the signature
date below, or until the appeal process is complete, whichever is earlier.

Member signature Printed name

X Date signed (mm/dd/yyyy)

E. What is the member appealing?
The initial decision was related to - select one
Q Pre-service denial (services have not been taken)
Q Experimental/investigational procedures
Q Medical necessity of the service
Q Claim processed at out-of-network benefit level
Q Benefit limitations
Q Cancellation of my policy or eligibility
Q Other. Specify:

If the appeal is related to a medical service, complete the following.

Provider of Care (e.g.: Doctor's name, hospital, laboratory):
Mailing address City State ZIP code

Daytime phone - include area code
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Date of service (mm/dd/yyyy) Claim Number: (Include additional claims in section E) Total Charge

Utilization Management reference number listed on denial letter

F. Tell us why you are appealing.
What would you like Premera to review again? Attach supporting documents.

What action do you want Premera to take? If you need more space, attach a written statement.

G. Signature — Print this form then sign it below.
Who must sign this form
e For a member aged 17 or younger, the parent or legal guardian can sign.
e For a member aged 18 or older, the member must sign, unless a court with jurisdiction has deemed the member
incapable of consenting to his or her own services and has appointed a legal guardian.

Member signature Printed name

X Date signed (mm/dd/yyyy)

Parent, legal guardian, power of attorney, authorized person Printed name
signature

X Date signed (mm/dd/yyyy)

Email address

051363 (03-01-2026) Page 4 of 4



Notice of availability and nondiscrimination  800-809-9361 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
Llame para obtener servicios gratuitos de asistencia linguistica, y ayudas y servicios auxiliares apropiados.
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3BOHUTE A5 NOAyYeHMA 6ecnnaTHbIX YCAYT MO NepeBoay M APYrnx BCNOMOraTelbHbIX CPEACTB U YCAYT.
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Vala‘au mo auaunaga tau fesoasoani mo gagana e leai ni totogi ma fesoasoani fa‘aopo‘opo talafeagal ma auaunaga.
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BHEEXEY —EXLBEULHEBMRERVY—EREZEROHFZEL,
Tumawag para kadagiti libre a serbisio iti tulong iti pagsasao ken dagiti nakanada nga aid ken serbisio iti komunikasion.
Goi cho cac dich vu hé trg ngdn ngir mién phi va cac hé tre va dich vy phu tre thich hop.
3BepTanTech 3a 6@3KOLWTOBHO MOBHOI MiATPUMKOO Ta BI,D,I'IOBI,D,HVIMM O00AaTKOBUMM MOCAYramu.
fnsiowausn1sthuIndos U NENSoNANNTIBEDUAZUSNNTEU ¢ LN
Fordern Sie kostenlose Sprachunterstitzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
Zadzwon, aby uzyskac¢ bezptatng pomoc jezykowa oraz odpowiednie wsparcie i ustugi pomocnicze.
Rele pou w jwenn sevis asistans lengwistik gratis ak ed epi sévis oksilye ki apwopriye.
Appelez pour obtenir des services gratuits d’assistance linguistique et des aides et services auxiliaires appropriés.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili € i servizi ausiliari appropriati.
aiall leaall s clae Ll s Al 4 sall) saeliadll cilena e J paall Jusil
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Discrimination is against the law. Premera Blue Cross Blue Shield of Alaska (Premera) complies with applicable Federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex, including sex
characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.
Premera provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large
print, audio, accessible electronic formats, other formats). Premera provides free language assistance services to people
whose primary language is not English, which may include qualified interpreters and information written in other languages.
If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact our
Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights Coordinator —
Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, TTY: 711, Fax: 425-918-5592,

Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, our Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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