Appeal Request Form

If you have a complaint or grievance, please complete and submit this form to Humana to start the
appeals process. Humana must receive the complete form within 60 days of the event you are
appealing.

Failure to complete and return this form within 60 days can result in dismissal or denial of
your appeal.

Please provide all requested facts and explain the problem/issue in detail. Include the name(s) of any
Humana people you have dealt with and the dates on which specific events occurred. Use more paper
if needed. Attach copies of any supporting documents you would like for us to consider.

Member name: Member ID:
Member mailing address:

City, state, ZIP code:

Phone number: Email address:

Date of triggering event:

Member’s guardian (if applicable):

Guardian phone number:

Approved representative (if any)

I approve to serve as
my representative in connection with the appeal. I approve my representative to present proof,
obtain facts about my appeal, and receive notices about my appeal. I know that my personal
health information (PHI) may be disclosed to my representative. I know that my PHI may include
facts about drug or alcohol disorders or treatment, mental health disorders or treatment, and
contagious or non-contagious diseases. By signing this form, I am approving the release of this
information. My representative will be free to act for me on the date and time of the appeal hearing
set by Humana. I do not have a legally appointed guardian, or my legally appointed guardian
hereby consents to this consent.

Member signature Date

Representative signature Date
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Representative mailing address:
City, state, ZIP code:

Phone number: Email address:

Please tell us about your request in the space below. Be as detailed as you can and provide any
date(s) that you can. Please include what you would like Humana to do about this issue. (If you
need more space, use another sheet of paper.)

Important notice for members of SoonerSelect whose benefits or services were stopped or
reduced:

You must request an appeal and your appeal must be received by Humana. Your appeal must
be filed within 60 calendar days of the date of your notice. You can ask for your services to
continue while your appeal is reviewed. You must ask for services to be continued within 10
calendar days of the date of your notice. You can also ask for your services to stop while your
appeal is reviewed. If you file for an appeal within 60 calendar days of the date of your notice
and do not ask for your services to stop, they will be continued during the review period.

If you do not want services or benefits to continue while your appeal is pending, check the box below:

[] 1 do not want services or benefits to continue while my appeal is being decided.

Member signature Date
Please send this form to:

Humana Phone: 855-223-9868 (TTY: 711)
Attn: Grievance and Appeals Department Fax: 800-949-2961

P.O.Box 14163
Lexington, KY 40512-4163
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Auxiliary aids and services, free of charge, are available to you.
855-223-9868 (TTY: 711), Monday through Friday,
from 8:00 a.m. to 5:00 p.m., Central time.

Humana Inc. and its subsidiaries comply with Section 1557 by providing free auxiliary aids
and services to people with disabilities when auxiliary aids and services are necessary

to ensure an equal opportunity to participate. Services include qualified sign language
interpreters, video remote interpretation, and written information in other formats.

English Call the number above to receive free language assistance services.

Espanol (Spanish) Llame al numero que se indica arriba para recibir servicios
gratuitos de asistencia linguistica.

Tiéng Viét (Vietnamese) Goi sd dién thoai & trén d€ nhan céc dich vu hd trg
ngdn nglr mién phi.
FREF X (Chinese) GA] AT EERVE ARSI ER R ENES HEIARTS
=204 (Korean) £ & 210 X|® MHH|AZ gtop{H Q| HS 2 M55 AIAIL.
Deutsch (German) Wahlen Sie die oben angegebene Nummer, um kostenlose
sprachliche Hilfsdienstleistungen zu erhalten.

olall G592l Sasluall Slous Lle o) odlel wilall @sy Vsl :(Arabic) & sl
B%m%gé (Burmese) 333&} opplovsl lensHe 330333@9 o%@aooéﬁetpz elo{feﬁ: 3200000 (9%3

310563 6alz3dl

Hmoob (Hmong) Hu rau tus xov tooj saum toj sauv kom tau txais kev pab txhais
lus dawb.

Tagalog (Tagalog - Filipino) Tawagan ang numero sa itaas para makatanggap ng mga
libreng serbisyo sa tulong sa wika.

Francais (French) Appelez le numéro ci-dessus pour recevoir des services gratuits
d’assistance linguistique.

WI9290 (Lao): tumacGlnadugr9ciy cweSud3nN 9oacdscIinwISIus.
AN np (Thai): Tnsluivanpaasuuuiiosuusnmseismaasiuansns

tsalagi gawonihisdi (Cherokee) ©BLb 6c60Y SUWJC J400L ©T D4 SOhAcOJ
O*BLc0SA) TCOLONJT.

._1_)1 @ AJ:IU:LLI %‘J\Q _).1\.1‘5 ag )& J‘:S‘LU ALl B 5}0 :w'l.ua .\i.wl_).\d (Farsi) u.uJLaa

This notice is available at Humana.com/OklahomaDocuments.

Humana Healthy Horizons in Oklahoma is a Medicaid product of Humana Wisconsin
Health Organization Insurance Corporation.
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