
Signature of claimant and/or person appealing. If you are appealing on behalf of your spouse or child 18 years or older you must 
include an HIPAA Authorized Representative Form completed by the claimant.

C.	AUTHORIZATION:

DATE SIGNED (MM/DD/YYYY):
X

SIGNATURE:

MAIL COMPLETED FORM TO BAC AT:
PO BOX 107

REYNOLDSBURG, OH 43068

FAX COMPLETED FORM
TO BAC AT:

(614) 863-0184

EMAIL COMPLETED  
FORM TO BAC AT:

BACCLAIMS@BACTPA.COM

   PROVIDER’S ADDRESS:	 CITY:	 STATE:	 ZIP CODE:

   PROVIDER OF CARE: (DOCTOR’S NAME, HOSPITAL, LABORATORY)

   DATE OF SERVICE:

   BRIEF DESCRIPTION OF APPEAL:

   CLAIM NUMBER (OR, BATCH NO. & CLAIM NO.):    TOTAL CHARGE:

MEMBER CLAIM DENIAL – APPEAL FORM

   MEMBER NAME (LAST, FIRST, M.):

   PATIENT’S NAME (LAST, FIRST, M.):

   MEMBER ID NUMBER:    PLAN ID:

   HOME ADDRESS:	 CITY:	 STATE:	 ZIP CODE:

   EMAIL ADDRESS:

TO APPEAL A CLAIM DENIAL IN WHOLE OR IN PART:  YOUR REQUEST MUST BE FILED WITHIN 180 DAYS  

OF RECEIVING THE INITIAL DETERMINATION OR THE ADVERSE DETERMINATION ON APPEAL.

A.	MEMBER INFORMATION: PLEASE ANSWER ALL QUESTIONS FULLY

   PHONE NUMBER:

B.	CLAIM INFORMATION: USE ADDITIONAL PAGES IF NECESSARY AND/OR ATTACH SUPPORTING DOCUMENTATION 

   DATE OF BIRTH (MM/DD/YYYY):

   DATE OF BIRTH (MM/DD/YYYY):

   IS THIS A NEW ADDRESS?:

NO	 YES



D.	IMPORTANT INFORMATION ABOUT YOUR APPEAL RIGHTS

What if I need help understanding a denial?
Call BAC at 1.800.521.2654 if you need help  
understanding your Explanation of Benefits (EOB),  
or BAC’s decision to deny coverage.

What if I don’t agree with this decision?
You have a right to appeal any decision not to pay  
for an item or service (in whole or in part).

How do I file an appeal?
Complete the form on the opposite side of this page, or 
submit a written request for appeal within 180 days of re-
ceiving the initial determination or the adverse determina-
tion on appeal Be sure to include the following information 
and anything else you think we should know.

	 • Member Name
	 • ID Number
	 • Patient Name
	 • Claim Number (or Batch & Claim Number)
	 • Name of the Person filing the appeal, 
	 • �and whether the person filing the appeal is the  

covered person, patient, or authorized representative. 

Mail your request for appeal to:
BAC
P.O. Box 107
Reynoldsburg, OH 43068-0107

What if my situation is urgent?
If your situation meets the definition of urgent under the 
law, we will conduct your review on an expedited, or faster, 
basis. Generally, an urgent situation is one in which your 
health may be in serious jeopardy or, in the opinion of  
your physician, you may experience pain that cannot be 
adequately controlled while you wait for a decision or 
appeal. If you believe your situation is urgent, you may 
request an expedited appeal when you contact us.

Who may file an appeal?
You or someone you name to act for you (your authorized 
representative) may file an appeal. If you designate  
someone to act on your behalf, you must complete a  
HIPAA Authorization form which you can get by visiting 
our website or by calling BAC at 1.800.521.2654

Can I provide additional  
information about my claim?
Yes.

Can I request copies of  
information relevant to my claim?
Yes, you may request copies (free of charge) by  
contacting us at 1.800.521.2654.  

What happens Next?
If the denial of claim or coverage is upheld you can file a 
second level appeal and we will respond in writing. If we 
still deny the claim or you do not receive a timely decision 
you may be able to ask for an external review. In this case, 
an independent third party will review the denial and make 
a final decision.

Other resources to help you?
For questions about your appeal rights or this notice,  
or for more help, you can call the Employee Benefits  
Security Administration at 1.866.444.EBSA(3272).  
You may also receive help through an applicable state 
consumer assistance program. Contact information by 
state is available at www.stateconsumerassistance.com.
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