GBG

Insurance Without Borders™

REQUEST FOR PAYMENT REVIEW/APPEAL
BRI H YRR

At GBG our goal is to provide a high level of member service to our members and providers. We have provided the below form
to assist you in the review of any claim for benefit under which there may be a dispute. Please complete this form and follow the

instructions on second page. Please feel free to use the contact information in this form for any questions or assistance needed.
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MEMBER INFORM ATION 4= ({5 B

GBG Subscriber / Member Name: GBG Fi J'/4> [ itk 44 Subscriber Policy # (As appears on ID Card) 7 {R 5.5
(GBGEEST F FiA o)

Patient Last Name &3 2k [ Patient First Name /3% % % Date of Birth: 2£ H

Street Address {718 il City 317 State M| Zip MR

Home Phone %X Jit Fi i Alternate Phone % HLif | E-Mail Address HL-F- 14

Date(s) of Service: 12 H Claim Number (s): #EJi% 5 Procedure / Type of Service:¥fJT N %

Indicate below where any appeal correspondence should be directed: % % % F i/ [5] 52 Il £F 97 12 25 4«
(Office/Facility Name, Street/ PO Box, City, State, Zip Code, phone, fax, email) 73 A Z/MUA L FR, HEMEEUEHE, ™, M, 084w, Hif, £,
HLF )

Name of Requestor Hiiff A

Relationship to Patient: 5 & K &: Contracted Provider? O Yes O No (For provider appeals)
S 5 ML R B Rl ? O 2 O & (MR IFAIZEILRTD

If you are not the Subscriber, Patient, or Provider of Service, please attach documentation showing you have legal authorization/rights to appeal on the
patient’s behalf, such as, but not limited to, a signed and dated letter of authorization, a legal power of attorney document, etc.

IREARCBGH Y, B, BMKER, W RABEIENER AR BE AT HIFRSCME, BIFEART, —HE%E T

W S, TS 4

Is this an appeal for a service that has not been rendered that requires authorization? O Yes O No
XTI 5 B PRI A w8 e g S 15 S ? pas e
Please check off the selection that best describes your appeal: 1B ¥t SEIBHRMTAILEIN :
O Bundling Denial F&T5 H 55 2 W 41 O Benefit Exclusion or Limitation SR 4h
O Provider Fee Schedule ’4%4& [5[5: 3 F % [ Benefit Administration (i.e. co-payment, deductible) fREGAREFIEH (GEATLLE], SRS
O Medical Necessity B&% 04 0 Maximum Reimbursable Amount 5 i EE§545

O Timely Claim Filing (without proof) 2% i i &% O Experimental/investigational Procedure 24 BiA Y7 Hi it i Ab T SE 30 B B

O Inpatient Facility Denial (Level of Care, Length of Stay) {EFtiayr (FFERGE A, (LRI KD

O Other (Use bottom of Page 2 to describe) Jefth (I 7E 58 — TUHIA)
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GBG

Insurance Without Borders™

Please provide a summary of your request and include any details that you wish to have reviewed. Please indicate the specific reason for the

request for review. TR AL FHIRI R BN S, EFEEAE T UEHHAMMTT . JHEH PR URR S .

Please complete and e-mail this form or letter of grievance/appeal along with all supporting documentation to chinaservice@gbg.com. (Scan and
submit all appropriate documents with appropriate signatures.)

TR Ik OB IR T RS B VR/F VR U B BLK BT A E B SCAR 21 DA T MRS H bk chinaservice@gbg.com. (U R HARIRAS HZEF)

Additional Items to include in any request for review:

Hog o B EORAN TR -

1. Please ensure that you complete this required form and provide all requested information.
HRRE E I G RN RMOIHR T A ZREE.
2. Inthe event that your claim for benefit has been denied, please provide a summary of why you feel this claim should
be reviewed.
TR R S, T SO T AR EET o A S A P .
3. Please provide scanning copies of any supporting documents in your possession, including
HIRAITA A TR R, R
a. Your scanning copy of the original claim J5 EE It 224444 BRI 4
b. Your scanning copy of the Explanation of Benefits (EOB) 2 i 415 (4l
c. Any and all letters regarding this claim for benefits. 5 < I JER I A4 F MR #E4E: 5K
d. Any additional supporting medical documentation or reports Al #h 78 i1 S BAR &
e. Any additional information or supporting documentation that you wish to include in the review

RN E R A T B M e A se S

Appeals should be submitted within 6o days of receiving your processed claim, denial letter, or denial of pre-authorization. Upon appeal, the member
will pay any fees associated with the request of medical records. The Appeals Committee will review your information and provide a response within
45 business days of receipt. Emergency reviews will be accelerated at the discretion of

the Appeals Committee.

FRURMLAE IS FEL 45 S0 A SRR, FHOERBEEL @A 6o H AR H . HIVRRIG, WIRAEMR THRIE T ICRMEM, &
EATAE. FIFERSRAERE H VR TR PUBE R MIEHIFRRSHUGE, BUFTEUNEAEE.,

If 2 decision is made to alter the initial decision and issue additional payment, you may be notified of the payment adjustment through an Explanation
of Benefits (EOB). If a decision is made to uphold our initial decision, you will be notified in writing.

QOSRFAVRET), GBGRRUEEZ B HIME T ESF BT IS, Rk El—HeoB@WRRELI o), MURFVRAN, Bl is—HHm
BRI B CBG PR [FOR U B R 58
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