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You have the right to appeal.

In order to start this process, this form must be completed in its entirety, signed and dated, and submitted for
review within 180 days of nofification of the date of denial. Please attach copies of all documentation you may
have in relation to this appeal and include any additional information that may support your appeal.

This form and information may be submitted to:

Member Rights and Appeals
Blue Cross and Biue Shield of North Carolina
PO Box 30055
Durham, NC 27702-3055
Fax: 919-765-4409
Fax (State Health Plan PPQ); 919-765-2322

In accordance with Blue Cross and Blug Shield of North Carolina (BCBSNC) pelicies, all information contained
h ;En ttached is b'ci t re by an BSC tﬁmemera is ap propriate
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