




 

 

 
 
 
 
 

 

 

 
 
 
 
 
 
 
 

 

 
 
 
 
 
 

 

 

 
 
 
 
 
 



 

 
 
 

 

 
 
 
 

 

 
 
 

 

 
 
 
 
 

 
 

 

 

 
 
 
 
 

 
 
 

 

 
 
 



 

 
 

 

 
 
 
 

 

 



https://www.cloverhealth.com/en/providers/provider-tools/cpt-lookup
http://www.cloverhealth.com/filer/file/1453950876/87/
https://preauth.cloverhealth.com/pre_auth
https://www.cloverhealth.com/en/members/find-provider
https://www.cloverhealth.com/en/members/formulary
http://www.cloverhealth.com/filer/file/1453950875/79/
https://www.cloverhealth.com/filer/file/1453950719/15/
http://cloverhealth.com/en/providers/provider-tools
http://www.cloverhealth.com/filer/file/1453950844/67/
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https://www.cloverhealth.com/en/members/plan-documents/plan-details
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https://www.silversneakers.com/locations
http://www.teladoc.com/
https://cloverhealth.com/hellotohealthy
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https://www.cloverhealth.com/en/members/plan-documents/plan-details
http://thinkculturalhealth.hhs.gov/
http://nj.gov/health/advancedirective
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http://cloverhealth.com/filer/file/1453950875/83/
http://cloverhealth.com/filer/file/1453950876/84/






• 

• 

• 

• 

• 

• 



• 

• 

• 

o 

o 

 

• 

• 



• 

• 

• 

• 

• 



https://navinet.navimedix.com/sign-in?ReturnUrl=/
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http://cloverhealth.com/filer/file/1453950875/79/
http://cloverhealth.com/filer/file/1453950875/79/
http://cloverhealth.com/filer/file/1453950875/79/
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https://cdn.cloverhealth.com/filer_public/4a/29/4a2987ce-624f-42ef-bff5-90369316c624/h5141-request-redeterminationpart_d-denial_accepted.pdf


https://www.medicare.gov/MedicareComplaintForm/home.aspx?AspxAutoDetectCookieSupport=1
https://www.medicare.gov/MedicareComplaintForm/home.aspx?AspxAutoDetectCookieSupport=1
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https://www.cloverhealth.com/en/providers/provider-tools/provider-forms/clinical-practice-guidelines
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https://www.cloverhealth.com/en/members/formulary
https://www.cloverhealth.com/en/members/formulary
https://www.cloverhealth.com/en/members/formulary
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http://www.cloverhealth.com/filer/file/1453950844/67/
http://www.cloverhealth.com/filer/file/1453950844/67/
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http://www.stopmedicarefraud.gov/
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https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/ProviderCompliance.html
https://www.cms.gov/




http://cloverhealth.com/
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Form for Requesting an Appeal of a Clover Health Denial  

Because Clover Health (or one of our delegates) denied your request for coverage of (or payment for) medical 
benefits, you have the right to ask us for an appeal of our decision. You have 60 days from the date of our denial 
notice to ask us for an appeal. This form may be sent  to us by mail or fax: 
 

Clover Health 

Attention: Appeals and Grievances 

Harborside Financial Center 

Plaza 10, Suite 803 

Jersey City, NJ 07311 

Fax: (732) 412-9706 

 

Expedited appeal requests can be made by phone at 1-888-657-1207. Speech and Hearing Impaired call 711.

Who May Make a Request: Your physician may ask us for an appeal on your behalf. If you want another individual 

(such as a family member or friend) to request an appeal for you, that individual must be your representative  (see 

information on how to add a representative below) . Contact Customer Service at 1-888-657-1207 if you have any 

questions. TTY users should call 711. We are open 8 a.m. - 8 p.m. EST, 7 days a week. From February 15 through 

September 30, alternate technologies (for example, voicemail) will be used on the weekends and holidays. 

 

Member Information 

Member Name __________________________________________ Date of Birth ___________________ 

Member Address ______________________________________________________________________ 

City ____________________________ State _________________ Zip Code _______________________ 

Phone ___________________________________________ 

Member Plan ID Number __________________________________ 

Complete the following section ONLY if the person making this request is not the member:  

Requestor’s Name _______________________________________________________

Requestor’s Relationship to Member _______________________________________

Address ______________________________________________________________________

City ___________________________________ State ____________ Zip Code _____________________ 

Phone ________________________________________ 
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! DO#NOT#

! Health'Care' Provider' Application' to' Appeal' a' Claims'Determination

DO#NOT#submit#a#Health'Care'Provider'Application'to'Appeal'a'Claims'Determination#IF

!

Stage#1#UM#Appeal#Review

!

!

You#MAY#submit#a#Health'Care'Provider'Application'to'Appeal'a'Claims'Determination#IF#the#Carrier’s#determination

!

!

!

!

You#also#MAY#submit#a#Health'Care'Provider'Application'to'Appeal'a'Claims'Determination#IF

!

!

!

!

!

                                                

 

 

New Jersey Department of Banking and Insurance 

Health Care Provider Application to Appeal a Claims Determination 

 

http://www.state.nj.us/dobi/division_insurance/managedcare/umappeal.htm
http://www.state.nj.us/dobi/division_insurance/managedcare/index.htm
http://www.state.nj.us/dobi/data/inscomp.htm
http://www.state.nj.us/dobi/division_insurance/managedcare/umappeal.htm
http://www.state.nj.us/dobi/data/inscomp.htm
http://www.state.nj.us/dobi/data/inscomp.htm
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Provider Name:                                                                            Contact Number:           
     
Member Name :                                       DOS:           

 
 

You may provide additional information in an attachment to explain w hy you are disputing Our 
handling of the claim.  You must be specific about billing codes and reason for dispute. 

 
The following should be submitted with your appeal (copies only): 
 

▪ The relevant claim form 
▪ The relevant Explanation(s) of Benefits or Remittance Advice 
▪ A statement specifying the line items that you are appealing 
▪ Copies of any overpayment requests or A/R notice 
▪ Information We previously requested that you have not yet submitted, if available 
▪ Itemization of your provider contract provisions you believe We are not complying with, including a copy of the 

pertinent section of your contract 
▪ Pertinent correspondence between you and Us on this matter 
▪ A description of pertinent communications between you and Us on this matter that were not in writing 
▪ Relevant sections of the National Correct Coding Initiative (NCCI) or other coding support you relied upon IF the 

dispute concerns the disposition of billing codes 
▪ Other documents you may believe support your position in this dispute (this may include medical records) 

 
Attachments:    Yes      No 
 
 
 
 
 
 
 
 
 
 
Signature:                                                   Date:      /     /      

 

 

 

Important to Note 
 

In order to ensure your Internal Payment Appeal is eligible to meet processing requirements for the  

External Binding Arbitration Program 
 

▪ The Internal Appeal Form must be sent to the address posted on the carrier’s website; 
▪ The Internal Appeal Form must have a complete signature (first and last name); 
▪ The Internal Appeal Form Must be Dated; 
▪ There is a signed and dated Consent to Representation in Appeals of UM 

Determinations and Authorization for release of Medical records in UM Appeals and 
Independent Arbitration of Claims Form 

 
 















 

http://cloverhealth.com/filer/file/1491461374/489/



