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APPEAL REQUEST FORM
COFA PREMIUM ASSISTANCE PROGRAM
To appeal to the Oregon Health Insurance Marketplace for any of the reasons listed below, completely fill out this form. You or your representative can fill out the form. For more information or help filling out this form, call 1-855-268-3767 (toll-free). Your appeal request must be submitted within 10 business days of the date on your notice.
	APPEAL INFORMATION

	Primary contact name (first, middle, last, and suffix):
[bookmark: Text2]     
	Maiden or other name:
     
	Notice date:
     

	[bookmark: Text5]Last four of Social Security number*:      
	Date of birth (MM/DD/YYYY):
     
	Sex:
[bookmark: Check7][bookmark: Check8]|_| M  |_| F

	[bookmark: Text7]Daytime phone:      
	Alternate phone:      
	Email:      

	Home address:
     
	City:
     
	State:
  
	ZIP code:
[bookmark: Text8]     

	Mailing address (if different than home address):
     
	City:
     
	State:
  
	ZIP code:
     

	Whose program decision are you appealing? List all names:
     

	[bookmark: Check9][bookmark: Check10]Do you have an authorized representative? |_| Yes  |_| No 

	Please tell us what you are appealing. Check all boxes that apply.
|_|	Individual was disenrolled from the program
|_|	Individual was placed on the program waiting list
|_|	Payment of qualified health plan premium was denied
|_|	Reimbursement for out-of-pocket costs was denied
[bookmark: Text12]|_|	Other:      

	Please provide more information about why you are requesting this appeal:
[bookmark: Text11]     


*Providing a Social Security number (SSN) is voluntary. Providing it will allow appeals staff to accurately connect an appeal to the relevant eligibility determination (ORS 741.500).



	APPEAL INFORMATION, Continued

	The appeal process includes the opportunity for an informal review with the Oregon Health Insurance Marketplace. It may also include a formal hearing. The Office of Administrative Hearings does formal hearings over the phone.
Do you have special needs that would require an in-person formal hearing? |_| No  |_| Yes
[bookmark: Text13]Do you need a language interpreter? |_| No  |_| Yes  If yes, what language and dialect?      



	SIGNATURE

	By signing below you, the primary contact on the case, attest that these statements are true, correct, and complete to the best of your knowledge. You understand that the result of an eligibility redetermination based on this appeal could change the eligibility for anyone in the household.

	Primary contact signature:
	Date:      

	[bookmark: Text14]Print name:      

	If you have an authorized representative, that person may sign for you. If you are the authorized representative, you may sign here only if you and the primary contact on the case have completed and signed the Authorized Representative form. 

	Authorized representative signature:
	Date:      

	Print name:      
	Phone:      


[bookmark: _GoBack]Your appeal request must be submitted within 10 business days of the date on your notice. You can send this form by email, fax, or mail. In most cases, you will receive a final decision regarding your appeal within 90 calendar days of your appeal request.
Email:	COFA.Marketplace@oregon.gov
Fax:	503-947-7092
Mail:	Oregon Health Insurance Marketplace
Attn: COFA Premium Assistance Program
P.O. Box 14480
Salem, OR 97309
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