APPEAL REQUEST FORM a SOIldeI'

HEALTH PLANS
If you have received a denial from Sonder Health Plans and do not agree with the plan’s initial
determination, you may submit a request for reconsideration or redetermination (a First Level “Appeal”)
to the Plan. Please use this form to submit your request to appeal.

Appeals must be filed with the plan no later than 60 days from the date of the initial denial. The plan
may accept a late filing as a good cause exception if an explanation to why the request wasn’t filed on
time is provided to the plan in writing.

To submit a request for an appeal to Sonder Health Plans, please complete the appeal request form and
submit it, along with any supporting documents to the plan by mail, fax, or electronically on our website
at the below:

Mail to: Fax to:

Sonder Health Plans (941) 866-2319
ATTN: Grievance & Appeals Department

6190 Powers Ferry Road, Suite 320

Atlanta, GA 30339

Website: https://sonderhealthplans.com/for-members/member-guidance/grievances-

and-appeals/

If you have any questions or need assistance with this form, please call the Grievance and Appeals
Department directly at (888) 428-2110, Option 1; TTY 711, Monday-Friday from 8 a.m. -5 p.m.

Member Information

Name (first and last):

Member Date of Birth: Member Sonder Plan ID:
Street Address:
City: Zip: Phone:

If you are not the Member or a Contracted Provider submitting on behalf of the Member, additional
documentation is required to process the request for an appeal. An Appointment of Representative
(AOR) Form must be completed by individuals acting as Member Representatives, signed by the
Member, and dated within a year to be valid; other legal forms of legal representation, such as power
of attorney and health care surrogate documents are accepted for review. A Waiver of Liability (WOL)
Form must be completed and signed by Non-Contracted Providers wishing to appeal claim denials.
Both forms can be located on our website at: https://sonderhealthplans.com/for-members/member-
guidance/grievances-and-appeals/

You can also request the forms from Member Services at (888) 428-4440.
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Appeal Information

Indicate if this is Pre-Service (authorization denial) or Post-Service (claim/payment denial) appeal:
[] Pre-Service (did not receive service/drug) or [] Payment/Claim Denial

Authorization #: Claim #:

Date(s) of Service (if service has not been received, enter N/A or):

Select service type and add description as applicable:

[] Medical Service(s) Description:

[] Medical Device(s) Description:

[] Medication/Drug:

Reason you are appealing:

Supporting Documentation Attached

What attachments (if any) are you including with this completed form:

[] Explanation of Benefits [] Letter from your doctor [ ]AOR Form
[ ] Notice of Denial [] Bill Received [ ]WOL Form
[ ] Provider Remittance Advice [ ] Medical Record(s) [ ] Other:

Do you need an Expedited Appeal?

Select if applicable:

[ ]Yes, because in the requestor believes that applying the standard processing timeframes could
seriously jeopardize Member’s health, life, or ability to regain maximum function.

[ ]Yes, because requestor has included a letter from the Member’s physician or the prescribing
indicating that applying the standard timeframes could seriously jeopardize the Member’s health, life,
or ability to regain maximum function.
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How long will Sonder Health Plans take to process your request for an Appeal?

Part C Appeals (Medical Services/Devices/Part B Drugs):

Sonder Health Plans will process Part C Appeals as quickly as possible and based on the Members
health status but will process standard pre-service appeals no later than 14 days from the receipt of
the request, or within 72 hours for expedited pre-service appeals. For Part B Drugs we will process
standard appeals no later than 72 hours from the receipt for standard requests, or 24 hours for
expedited requests. For payment appeals we will process your requests within 60 days from the
receipt of the request.

Note: Sonder Health Plans may take a 14-day extension if the Member requests the extension, or if the
Plan needs additional information and feels the delay is in the best interest of the Member. If Sonder
Health Plans takes an extension, we will notify the Member in writing of the extension and explain the
reason for the delay.

Processing timeframes for Standard Appeal Requests begin when the Plan receives the request,
however, for Expedited Appeal Requests they begin when the Grievance and Appeals Department
receives the request.

Payment denials for Contracted-Providers are governed and processed per contracted appeals/dispute
resolution language in the Provider Agreement and/or per extended language in the Provider Manual.

Requestor Information

Who is requesting the Appeal? Please select Requestor Type:

[ 11 am the Member related to this complaint.

[]1am the Member’s Legal Representative (AOR Form or other Legal Documentation Required)
[]1am a Contracted Provider (submitting on behalf of the Member)

[]1am a Non-Contracted Provider (WOL Form Required)

Submitter Name (Print first and last):

Submitter Signature (optional): Date:

Out-of-network/non-contracted providers are under no obligation to treat Sonder Health Plans’
Members, except in emergency situations. Please call our Member Service number or see your
Evidence of Coverage for more information, including the cost-sharing that applies to out-of-network
services.

Sonder Health Plans, Inc. is an HMO with a Medicare contract. Enrollment in Sonder Health Plans
depends on contract renewal.
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HEALTH PLANS OMB# 0938-1421
Multi-Language Insert

Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-888-428-
4440. Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-888-428-4440. Alguien que
hable espafol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 1ie % 2tk 55, EOVIRME X T Ml 25 W Ll 5E 1),
MR LI IPEIR S, iEE0d 1-888-428-4440, HA 1 C TAE AR REEIER, XiE
— I IR 5,

Chinese Cantonese: &% B A" e s S IR b@ v iEAF AT Be M), Bt BAMEe L fe sl E ik
%o WFERAGEIRTS, Ghfhd 1-888-428-4440, HA"akrh chy N BB 4SRRI L), 5 &
— I R,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
888-428-4440. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-888-428-4440. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi c6 dich vu thdng dich mién phi dé tra I8i cac cu hoi vé
chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-888-428-4440 sé& c6 nhan vién ndi ti€ng Viét giup dd qui vi. bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-888-428-4440. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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HEALTH PLANS OMB# 0938-1421

Korean: T4 918 By T oFF W] 3t AFo ga =8|zt 8 59 AMH|~E
Agata g 29 Aﬂlﬂ]/\e o] &-5}#]H A3} 1-888-428-4440 0= F 9|3
FHAIL. ol & 3k FdA7t 2o =d AYUth o] Al Ae FEE P UTH

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTE/IbHO CTPaxoBOro uim
MeAMKAMEHTHOro njaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HawWmMMm 6ecnnaTtHbIMm
ycnyramm nepeBoaumkoB. YTobbl BOCNOAb30BaTbCS YC/yraMm rnepesoaymka,
Nno3BOoHUTE HaM no TenedoHy 1-888-428-4440. BaMm oKaxeT NOMOLb COTPYAHUK,
KOTOpbIN rOBOPUT NO-pyccku. [laHHas ycnyra 6ecnnaTtHas.

Ll 35 50W) Jpan sl danally 3l ALl (g1 e a DU Lilaall (5568l aa yiall cilads o385 L) Arabic

Sny Lo Gadd o g . 1-8884284440 e Uy Juai¥) (5 3m clile ad «(5 58 pnsia e Jpemal
Ailae Fadd oda _clinelusey Ay yall

Hindi: SHAR WA I &dl &1 Yo &b IR H 31U [t Ht % & Sared ¢ & ot gUR Ui g
U TaTd IUT §. Tdh GUTTT T Rl & fTd, o §H 1-888-428-4440 TR B HY. Hlg
mﬁ@%ﬁaﬁw%%wqwawm% I8 U Yud 9T 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-888-428-4440. Un nostro incaricato che parla Italianovi
fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do niumero 1-888-428-4440. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis
rele nou nan 1-888-428-4440. Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-888-428-4440. Ta ustuga jest bezptatna.

Japanese: Yjit DR (SRR & K AL JEET 7 ST 5 SHMICBEZ T 6720

2. R OHRY —E 205N T X WFET, HRE Imic e b IE.
1-888-428-4440 IC BHEGHC 723 vy, HAGEZGET AN & w2 L 2§, Z3ekioy
— AT,
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