
 

 

 

Your Right to Appeal:  
 

You may use this form to appeal one of the following 
actions (Appealable Actions): (1) the Connector’s 
decision on your request to change your health plan; 
(2) the Connector’s decision to disenroll you from a 
Commonwealth Care health plan or Commonwealth 
Care; (3) the Connector’s decision on your 
Copayment Waiver Application or Premium Waiver-
Reduction Application for extreme financial 
hardship; (4) the Connector’s decision to deny 
Commonwealth Care eligibility due to access to 
other insurance; or (5) your copayment maximum 
limits.   
 

If you have a question or problem that does not fit 
within one of the above circumstances, please call 
the Commonwealth Care Customer Service Center. 
 
Enrollee Payment While Appeal is Pending: 
 

You will not be disenrolled for submitting an appeal.  
However, if you are a premium paying individual, 
you are required to pay those premiums while you 
wait for a decision on your appeal to keep your 
health insurance coverage. Copayment paying 
individuals are required to continue paying 
copayments while waiting for an appeal decision. 
 
Transfer to MassHealth Board of Hearings: 
 

Certain appealable actions, other than those listed 
in Section II, may be heard by the MassHealth Board 
of Hearings. We will notify you that your appeal is 
being transferred. You must then follow the 
MassHealth Board of Hearing rules and procedures 
for appeals. 
 
Assistance with this Form: 
 

Please mail or fax this Appeal Request Form, a copy 
of the notice that you are appealing, and any other 
materials for us to consider.  Keep a copy for your 
records.   

 
Commonwealth Care Customer Service Center 

P.O. Box 120089  Boston, MA 02112-9914  
1-877-MA-ENROLL  Fax: 1-877-623-2155  
Business Hours Monday-Friday 8am-5pm 

 
If you need assistance in completing this Appeal 
Request Form, please contact the Commonwealth 
Care Customer Service Center. Please note that  
failure to properly complete this Form, or send it in 
on time, may prevent your Appeal from being 
accepted.  Only Connector approved formats will be 
accepted. 

Commonwealth Care 
P.O. Box 120089 Bo

1-877-MA-ENROLL (1-877-62
Fax: 1-877-623-2155/Business Hour

APPEAL REQUEST FORM

Rev. 021408 
 
AR-A________ 
AR-B________ 

 

 

SECTION I:  Clearly Print Your Information 
 
___________________________________________________ 
First Name   Initial               Last Name  
___________________________________________ 
Street Address (or P.O. Box)    
___________________________________________ 
City   State   Zip 
___________________________________________ 
Telephone Number    Gender 
___________________________________________ 
Date of Birth      ID Number (Usually SS#) 
___________________________________________ 
Name of Your Health Plan (if applicable) 
 

………………………………………………………. 
 

SECTION II:  Reason for Appeal 
 

□Connector’s decision on your request to change 
your health plan;  

□Connector’s decision to disenroll you from 
Commonwealth Care or a Commonwealth Care 
Health Plan;  

□Connector’s decision on your waiver/reduction 
application for extreme financial hardship;  

□Connector’s decision to deny Commonwealth Care 
eligibility due to access to other insurance; or 

□Your copayment maximum limits. 
 
SECTION III:  Please Describe Why You Are 
Appealing.  (More space on other side. Attach 
additional sheets, if needed.) 
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________



 

 

 
Timelines for Filing an Appeal: 
 

We must receive this Form, properly completed, no 
later than 30 calendar days from the date you 
received notice of the action you are appealing.  If 
this Form is received past that date, your appeal 
will be dismissed. 
 

Date of Hearing:   
 

At least 10 calendar days before the Hearing, we 
will send you a letter telling you the date, time, 
and place of the Hearing.  If you do not reschedule 
or appear on time at the Hearing without 
documented good cause, your Appeal will be 
dismissed. 
 

Telephonic Hearing:   
 

Your hearing will be conducted by telephone.  If 
you have good cause for wanting to appear at your 
hearing in person, you must call the 
Commonwealth Care Customer Service Center 
before the Hearing date to let us know you will be 
appearing in person.     
 

Accelerated Hearing: 
 

If you want to have the Hearing scheduled as soon 
as possible, check the appropriate box in Section 
IV of this Form for an accelerated Hearing and 
explain why you need it.  However, it is up to us to 
decide if you will get an accelerated Hearing.   
 

Your Right to Be Helped at the Hearing:   
 

At the Hearing, you may, but are not required to,  
be represented by a lawyer or by a designated 
Representative at your own expense.  You may 
contact a local legal service or community agency 
to receive advice or representation at no cost.  To 
obtain information about legal service or 
community agencies, call the Commonwealth Care 
Customer Service Center.  
 

If You Need an Interpreter or an Assistive Device:   
 

If you do not understand English and/or are 
hearing or sight impaired, we will provide, at our 
expense, an interpreter and/or assistive device for 
you at the Hearing.  Please check the appropriate 
box in Section IV of this Form if you need an 
interpreter or assistive device, or call the 
Commonwealth Care Customer Service Center at 
least five business days before the Hearing. 
 

Your Right to Review Your Case File:  
 

You and/or your Representative can review your 
Commonwealth Care case file before the Hearing.  
Call the Commonwealth Care Customer Service 
Center by 4:30 p.m. two business days before you 
wish to review your file.  If you do not call within 
this time period, your file may not be available.  
The file shall be available for review Monday-
Friday 8am-5pm, upon request, at the following 
location: Commonwealth Care Customer Service 
Center, 55 Summer Street, Boston, MA 02110.  
The file will also be available for viewing before 
your hearing begins. 

 

 

 

SECTION IV:  Appeal Information (Check any 
and all of the boxes that apply to you.  If none 
apply, leave blank.)  

 

□  I need an interpreter to be provided by the 
Connector. (State what language you need): 
_________________________________________
_______________________________________________ 

□  I need an assistive device to be provided by the 
Connector. (State what device you need): 
_________________________________________
_______________________________________________ 

□ I want to request an Accelerated Hearing for 
good cause (Describe below, but note that we 
determine if you will have an Accelerated Hearing]: 
__________________________________________
_______________________________________________
_________________________________________________ 
 
SECTION V:  Appeal Representative (if any) 
 

You may, but are not required to, designate 
someone as your Representative for purposes of 
completing this Form.  To have a Representative at 
the Hearing or to have a Representative receive 
information on your behalf regarding your appeal, 
you must submit a Representative Form  that is 
signed by both you and/or your Representative. 
The Connector will only accept this Representative 
on the Representative Form. By designating this 
Representative, you are authorizing the Connector 
to share your personal health information with 
that Representative. To submit the Representative 
Form, call the Commonwealth Care Customer 
Service Center. 
 
SECTION VI:  Member Signature 
 

I certify that I have read, or had read to me, the 
information on this Appeal Request Form and that I 
understand my rights and responsibilities.  I further 
authorize the release of my personal health 
information and other confidential data to the 
Connector and Connector contracted entities for the 
purpose of making a decision on my appeal request. 
 
_______________________________________________________ 
Signature (Sign)    Date 
________________________________________________ 
First Name and Last Name (Print) 
 

□ Check here if you are a Representative signing on 
behalf of the named individual.  [If so, you must fill out 
the Representative Form to receive information.] 

 
 
 

Fill Out Both Sides 




