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CDPHP® Medicare Choices 


Member Appeal Form 
If  you wish to fi le a formal appeal for CDPHP® to reverse a decision, please complete this form and return 
it to our appeals department. If  available, please provide any additional information from providers that  
may help us better understand your case. The information you provide will assist us with investigating 
your appeal request. 

You may also appoint any individual (e.g., a friend, relative, lawyer) as your representative to assist you 
with your appeal. Please understand that  you are granting this person access to private health information  
related to your appeal. If  you wish to appoint a representative, please send us a completed Appointment  
of Representative form (available in the Medicare Members section on www.cdphp.com under Medicare 
Forms). The form will be valid for one year from the date it is completed. 

Member Information 
Name of Member Involved: _____________________________________Member ID: ___________________ 

Address: _________________________________________________________________________________ 

City: ________________________________________________________State: ________ Zip: ___________ 

Telephone Number: _________________________________________________________________________ 

Name of Person Filing Complaint (if different): ___________________________________________________ 

Provide appeal details below 
(Use the back of this form if additional space is needed) 

http:www.cdphp.com
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 Signature: _______________________________________ Today’s Date:______________________________ 

Based on the information you have provided, CDPHP will make every effort to resolve your appeal in a 
satisfactory and timely manner. 

Return to: CDPHP 
Attn: Medicare Appeals and Grievances 
PO Box 66209 
Albany, NY 12206 

The appeal process will not begin until this form is received by CDPHP. Please return promptly! 

CDPHP USE ONLY 

Rep. Initials: _____________________________________ Today’s Date: ______________________________ 

Claim #: _________________________________________ Group #: __________________________________ 

Referral #: _______________________________________ Date of Occurrence: ________________________ 
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