new mexico
'; health Member Appeal/Complaint Request
connections and Assignment of Authorized Representative Form

Name of member for whom the appeal/complaint is being filed:

Name of person filing appeal/complaint:

Date: Member ID:

Is this person the (check one):

O Policyholder [1 Member (if different than Policyholder) L] Authorized Representative
Contact information of the person filing the appeal/complaint

Complete mailing address:

Phone: Fax (if applicable):

Communication by email is OK: ] Email address (if box to the left is checked):

If person filing appeal/complaint is other than the member, the member must indicate
authorization by signing here:

Are you requesting an urgent appeal? (“urgent” means your life, health, or ability to maintain
function is in jeopardy.) [1Yes [JNo

Briefly describe your dissatisfaction or why you disagree with our decision not to approve the
requested service/benefit (you may attach additional information such as a physician’s letter, bills,
medical records, or other documents to support your claim):

Send this form, your denial notice, and any supporting documentation to:
New Mexico Health Connections
ATTN: Appeals and Grievances
2440 Louisiana Blvd. NE, Suite 601
Albuquerque, NM 87110
Fax: 1-800-747-9132 Be sure to keep copies of this form,
Email: NMHC-Member-A-and-G@mynmhc.org your denial notice, and all
documents and correspondence
related to this claim.
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" new mexico Language-Access Services and Non-Discrimination Notice

health
connections

English
You have the right to get help and information in your language at no cost. To request an interpreter, call the toll-free
Customer Service phone number listed on your health plan ID card. TTY: 711.

This form is also available in other formats like large print. To request it in another format, call the toll-free Customer
Service phone number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. TTY: 711.

Spanish
Tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para solicitar un intérprete, llame al

numero de teléfono gratuito del Servicio al Cliente que aparece en su tarjeta de identificacién del plan de salud. TTY:
711.

Navajo

T'aa jiik'eh doo b3ah 'alinigdd bee baa hane'igii t'aa ni nizadd bee nikd'e'eyeego bee nd'ahoot'i'. 'Ata' halne'ita
yinikeedgo, ninaaltsoos nitt‘izi ‘ats’iis bee baa’ahaya bee nééhozinigii bikaa’ béésh bee hane’i t’aa jiik’eh bee hane’i
bika’igii bich’i’ hodiilnih dédé 0 bit 'adidiilchit. TTY 711.

Vietnamese

Ban cé quyén duoc tro gitp va thong tin trong ngdn ngit clia ban mién phi. D& yéu cau mot thong dich vién, hay goi dén
sd dién thoai dich vu khach hang mién phi liét ké trén thé ID chuong trinh strc khde clia ban. TTY: 711.

German

Sie haben das Recht, Hilfe und Informationen in lhrer Sprache kostenlos zu bekommen. Um einen Dolmetscher

anzufordern, rufen Sie die geblihrenfreie Telefonnummer des Kundendienstes an, die in Ihrem Personalausweis
aufgefuhrtist. TTY: 711.

Chinese
EENABFEREHEERMBIIER, FEIBEREE BRITEMERITISHIELINEMNEEREFRSSE
EEE. TTY : 711,

Arabic
sl A8y 8 dayaall laall Cailell ) e Dlaal) Faxdy Joail o yia callal, 2S5 (51 () g0 a8 e slaal) s 3aclal) e J guanll b 3all ol
inadbd TTY: 711.

Korean
Hote Mo HZ FEE =20 HEE U2 HEl7F UELICH SUAE @™6te{H 4L Z3H 1D 7H=0]
LIIQIE R 8 T2 MH|A Msl HE 2 MESHMA|. TTY : 711 LCH

Tagalog
Kayo ay may karapatan na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang humiling ng

isang interpreter, tumawag sa toll-free Customer Service numero ng telepono na nakalista sa iyong planong
pangkalusugan ID card. TTY: 711.

Japanese
HEITEHNTHLEIOEBETANILILBEREAFTHENNHYET, BREFLTIHEE. RETS
VIDA—FICEREHINTWE I —FAVILDOWREII—H—ERADEBREBSICHEEFEC LS, TTY: 711

French

Vous avez le droit d'obtenir de I'aide et des informations dans votre langue sans frais. Pour demander un interpréte,
appelez le numéro de téléphone sans frais du Service a la clientéle figurant sur votre carte d'identité du régime de soins
de santé. TTY: 711.

ID0453-0117



Italian

Lei ha il diritto di richiedere assistenza e informazioni nella propria lingua, senza alcun costo. Per richiedere un
interprete, chiamare il numero di telefono Servizio Clienti al numero verde indicato sulla carta d'identita piano sanitario.
TTY: 711.

Russian

Bbl UMeeTe NpaBo NOYYUTb NOMOLLL M MHOPMaLMIO Ha BaleM A3blKe 6e3 Kaknx-nnmbo 3atpaT. Ans Toro, 4tobbl
nonpocuTb NepeBoaYMKa, NO3BOHUTE MO HecnaaTHOMY TenepoHy 06CNYKMBAHMA KIMEHTOB HOMED, YKa3aHHbIN B BalLlem
nnaHe 340p0BbA YAOCTOBEPEHMA ANYHOCTU. TTY: 711.

Hindi
3110 Pis BT TR SO U H SR TFGRT UTd FHR BT ISR IWd 8| Th GHIRNAT & 3Ry & g et W
e Hdl B 30 WA AloH] 33a! HIS W YAEG AR W Hid | TTY: 7111

Persian-Farsi

mé;gj‘JASMJuEM\Mu\JJJP\JUJJJG_\AM&)AM\JM\_}Ls\}ﬁu\);‘))c_guea‘)h‘)\u@\:\\‘)ﬁuhug yilia aJLA.ﬁzQéS:\JS.AaJ.ﬁ:
230 SIS D Aeb s (e 358 Gl 385 711 TTY.

Thai
Aauianadialdsumnurhomdsuaztoya lunwvosnal lifien Taane
windasnmsvaau lus lWdwanaias Insdnsi Inswsusmsands:y udesusddusnosuunuagunmwoasnas TTY: 711

Notice of Non-Discrimination and Accessibility

The following is a statement describing nondiscrimination for NMHC and the services it provides to its clients and

members:

e We do not discriminate on the basis of race, color, national origin, age, disability, or gender in our health
programs or activities.

e We provide help free of charge to people with disabilities or whose primary language is not English. To ask for a
document in another format such as large print, or to get language help such as a qualified interpreter, please call
NMHC Customer Service at 1-855-769-6642, Monday through Friday, 8:00 a.m. to 5:00 p.m. TTY: 1-800-659-8331.

o If you believe that we have failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or gender, you can send a complaint to:

NMHC Compliance Hotline

2440 Louisiana Blvd. NE, Suite 601
Albuquerque, NM 87110

Phone: 1-855-882-3904

Fax: 1-866-231-1344

You also have the right to file a complaint directly with the U.S. Dept. of Health and Human Services online, by phone, or

by mail:

e Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

e Phone: Toll-free: 1-800-368-1019, TDD: 1-800-537-7697

e Mail: U.S. Dept. of Health & Human Services, 200 Independence Ave. SW, Room 509F, HHH Bldg., Washington, DC
20201

ID0452-1016
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