Exception Review Request – Group Level
	To:     
	CaliforniaChoice Exception Review Team
	Phone:
	800-558-8003

	
	
	Fax:
	714-908-3575, Attention Appeals

	
	
	Email:
	customerservice@calchoice.com, Attention Appeals 

	

	Group Number:
	     
	Group Name:
	     


All required fields must be completed for review:
Our group is requesting the following exception for review.  If the exception is going to affect specific employees, please provide their names below:
1.         

2.            

3.           

4.         

5.        
	Indicate type of Exception Request
	Submit Applicable Supporting Documentation with this Request

	 FORMCHECKBOX 
  Change Waiting Period
	· Employer Change Request Form.


	 FORMCHECKBOX 
  Change Hours of Eligibility

	· Employer Change Request Form.

	 FORMCHECKBOX 
  Change Orthodontia on Dental Plan
	· Employer Change Request Form.

	 FORMCHECKBOX 
  Change Metal Tier
	· Employer Change Request Form.

· Employee Change Request Form(s).


	 FORMCHECKBOX 
  Change Premium Contribution
	· Employer Change Request Form.

	Note:  Members will not be allowed to change their current plan because of this change.

	 FORMCHECKBOX 
  Adding a Line of Coverage

	· Employer Change Request Form.
· Employee Application Form(s).

· Employee Change Request Form(s).

	 FORMCHECKBOX 
  Retroactively Terminating the Group’s Policy or as Line of Coverage


	· Proof of New Coverage.


Please provide detailed information for each line listed below.  

Please be aware, that should anything be missed, it will cause a delay in the review process and/or declination.

Explanation as to why request was not submitted within policy guidelines:       
Effective date of request (must be an eligible effective date based on the qualifying event) *:       
We understand and attest to the following:

· The exception request and supporting documentation is subject to review by CaliforniaChoice and/or the carrier and is not guaranteed to be approved.

· The group is responsible and liable for any retroactive premiums and/or claims that may be incurred because of the change being requested should it be approved.
· The group has made all employees aware of this change.
· Additional support documentation may be required based on documents received above.
· If approved, the effective date of the request will be based on the initial eligibility enrollment date unless otherwise stated in the approval. *

· All approvals are final and cannot be reversed or rescinded.   

                                                       

______________________________


                                    
[image: image1.jpg]@ CaliforniaChoicer

Your Health. Your Choice ®



Print Authorized Contact Name
                  
Signature




Date
