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REQUESTOR INFORMATION (Where appeal correspondence should be directed)
Name of Requester Date Prepared

Physician/Facility Name Phone Number Extension Fax Number

Mailing Address City State Zip Code

CLAIM INFORMATION
Claim Number(s) Date(s) of Service

Procedure/HCPCS Code(s) Description(s)

MEMBER INFORMATION
Member Last Name Member First Name Member ID Member Date of Birth

APPEAL TYPE AND REASON FOR APPEAL
Appeal Type:  

  Non-compliance with prior authorization requirements    
  Not medically necessary or experimental/investigational/unproven

State the reason for the appeal and attach supporting documentation.
NOTE: If claim was denied for non-compliance with prior authorization requirements and prior authorization was obtained, provide the prior authorization number. If claim 
was denied for non-compliance with prior authorization requirements and prior authorization was not obtained, state the reason why  authorization was not obtained.

IMPORTANT Before proceeding, please note:  Pre-service appeals, including expedited, should follow the member appeals process. This form should 
only be used for post-service denials based on: 
•	 non-compliance with prior authorization requirements
•	 not medically necessary or experimental/investigational/unproven
This form must be completed in full. Requests submitted without a completed form or submitted with an incomplete form will be returned. You have up 
to 60 days from date of denial to submit an appeal request.

Return completed form to:  
• G&A@aspirushealthplan.com  if you checked the box below for the Appeal Type: Not medically necessary or experimental/ 

investigational/unproven  
• Your assigned Provider Relations Representative via email or fax if you checked the box below for the Appeal Type: Non-compliance with prior

authorization requirements
If you have questions, please call Customer Service at: 866.631.5404. 

Provider Appeals Form
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Nondiscrimination & Language Access Policy 
Discrimination is Against the Law. Aspirus Health Plan, Inc. 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, including intersex traits; pregnancy or related 
conditions; sexual orientation, gender identity and sex stereotypes), consistent with the scope of sex discrimination described at 45 CFR 
§ 92.101(a)(2). Aspirus Health Plan, Inc. does  not exclude people or treat them less favorably because of race, color, national origin, age, 
disability, or sex.

Aspirus Health Plan, Inc.:
Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with 
us, such as:

- Qualified sign language interpreters.
- Written information in other formats (large print, audio, accessible electronic formats, other formats).

Provides free language assistance services to people whose primary language is not English, which may include:
- Qualified interpreters.
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact the Nondiscrimination 
Grievance Coordinator at the address, phone number, fax number, or email address below.

If you believe that Aspirus Health Plan, Inc. 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:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.
PO Box 1890
Southampton, PA 18966-9998
Phone: 1-866-631-5404 (TTY: 711)
Fax: 763-847-4010
Email: customerservice@aspirushealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Nondiscrimination Grievance 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 Avenue, 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. This notice is available at Aspirus Health Plan, Inc.’s website: 
https://aspirushealthplan.com/webdocs/70021-AHP-NonDiscrim_Lang-Assist-Notice.pdf.
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