G\ NECA-Local No. 145 IBEW

NECA Welfare Trust Fund

1700 52" Avenue Ste. B
Moline, lllinois 61265

APPEAL FORM

REQUEST FOR REVIEW OF ADVERSE BENEFIT DETERMINATION

IMPORTANT INFORMATION REGARDING YOUR APPEAL:

Unless otherwise specified in the Welfare Fund’s Summary Plan Description, you have up to, but no more than,
one hundred eighty (180) days after receipt of an adverse benefit determination to submit an appeal.

The terms of the Welfare Fund’s Summary Plan Description will govern your appeal.
You, or your authorized representative, have the right to appear before the Board of Trustees. After the Fund
Office receives your completed Appeal Form, you will be notified of the date, time and location of the Board of

Trustees meeting during which your appeal will be considered.

After your appeal is reviewed and considered by the Board of Trustees, you will receive a written decision.

INSTRUCTIONS:

Please complete this Appeal Form and return it to the Fund Office. You may submit this form by mail (at the
address specified above) or by facsimile 309-764-3438.

Complete ALL parts of this Appeal Form and attach ALL documentation that you wish for the Board of Trustees
to review.

If additional space is needed, please attach additional pages.

PERSONAL/AUTHORIZED REPRESENTATIVE:

If you wish for another person to speak on your behalf regarding this appeal, then you must complete and
submit the Welfare Fund’s Appointment of Personal/Authorized Representative Designation Form.

An electronic copy of the Appointment of Personal/Authorized Representative Designation Form is available
at www.ibew145benefits.com.
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http://www.ibew145benefits.com/

IDENTIFYING INFORMATION:

Participant’s/Employee’s Name:

Participant’s/Employee’s Social Security No:

Participant’s/Employee’s Address:

Street Address/P.O. Box

City State Zip Code

Participant’s/Employee’s Telephone No: ( )

Patient’s Name:

Patient’s Social Security No:

Patient’s Date of Birth:

II- Provide Patient’s Address only if different than Participant’s/Employee’s Address

Patient’s Address:

Street Address/P.O. Box

City State Zip Code

Participant/Patient Telephone No: ( )

Patient’s Email Address:*

*Provide email address only if you consent to being contacted by email.

CLAIM APPEAL

Date(s) of Service of Denied Claim(s):*

*Claims not listed will not be subject to this appeal.

(Continued on Next Page)
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CLAIM APPEAL (Continued)

Claim Number(s) of Denied Claim(s):

Describe Services Denied:

Basis of the Appeal:

Please explain, in detail, why you believe that the Fund’s denial of your claim, in whole or in part, is
incorrect. Attach additional pages, if needed. You are also entitled to submit written comments,
documents, records and other information relating to your claim.

(Attach Additional Pages if Needed)
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