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Appeals Request Form 

• If you need help in another language or would like this form in another language, please refer to the last page of 
this document. 

• If you need assistance filling out this form, please call 1-866-311-1119 (TTY: 711). 

 
Does your appeal need to be expedited? * Yes    No  

* If you have an immediate need for health services and a delay could seriously jeopardize your life, health, or ability to 
attain, maintain, or regain maximum function, you can ask for an expedited appeal by calling 1-866-311-1119 (TTY: 711). 
Please provide a rationale for the expedited appeal request on page 4 of this form. 

 
Do you want to keep your coverage or financial help during your appeal? * Yes    No  

* If you, or your family members, were disenrolled from Get Covered Illinois, you have a right to keep your coverage while 
you appeal. This is called Continued Enrollment. You can ask for Continued Enrollment at any time during the appeals 
process. See the Continued Enrollment Form for more information. 

 
Instructions for Filing an Appeal: 
You have the right to a hearing if you disagree with a Get Covered Illinois eligibility decision. You may appeal if you believe 
Get Covered Illinois made an error in deciding your or your family member’s eligibility. 

If more than one family member wants to appeal, list each name so we know whose eligibility determination is being 
appealed. 

To request a hearing with a Hearing Officer, complete this form and return it within 90 days of the date on your eligibility 
notice. To submit the form, send it to one of the methods listed below, or by calling 1-866-311-1119 (TTY: 711). Language 
help is available at the numbers listed at the end of this form. 

Any personal information you provide will be kept private as required by Illinois law (see 5 ILCS 160/State Records Act, 
815 ILCS 530/Personal Information Protection Act) and federal law (see 45 CFR § 155.260). 

You may submit the Get Covered Illinois Appeals Request Form in one of the following ways: 
 
Option 1: Go to http://www.GetCoveredIllinois.gov/ and log in to your account.  

1. Navigate to the My Tickets section.  
2. Click on Submit New Ticket.  
3. Select your request type and request subtype:  

i. Request Type: Issue 
ii. Request Subtype: Complaint or Question 

4. In the subject line, enter: Marketplace Appeal 
5. In the description box, briefly explain the reason for your appeal. 
6. Submit the ticket. Once submitted, you’ll receive a Ticket ID. 
7. Attach your Appeals Request Form and any supporting documentation to the ticket using the Add 

Attachment feature. 
 

Option 2:  Fax to Get Covered Illinois at: 1-888-973-8254 (ATTN: Marketplace Appeals Program)   

Option 3:  Mail your appeal to: 

Get Covered Illinois 
Attn: Marketplace Appeals Program 

P.O. Box 804058 

Chicago, IL 60680 

 
 

http://www.getcoveredillinois.gov/
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If you need help submitting your appeal, call Get Covered Illinois at 1-866-311-1119 (TTY: 711), Monday to Friday, 8 a.m. 
to 6 p.m (CST).  

The date an appeal is submitted online or sent by fax is considered the filing date. For mail submissions, the date of the 
envelope’s postmark is considered the filing date. You may be eligible to file an appeal after the 90-day deadline if you 
have an exceptional circumstance. A member of the Get Covered Illinois Marketplace Appeals team will make the 
qualifying determination of an exceptional circumstance. 

If you appeal and we agree with you, we may change our decision prior to the hearing date. If we change our decision, 
it is possible that your family members’ eligibility may also change, even if they do not file their own appeal.
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Please keep a copy of all forms for your records 

APPELLANT #1 
(The appellant is the person whose eligibility is being appealed. This section should be filled out by the appellant 
or by a parent/guardian/Authorized Representative of the appellant.) 

Application ID 

First Name Middle Initial Last Name Suffix 

Date of Birth (mm/dd/yyyy) Phone Number (XXX-XXX-XXXX) 

Email Address 

Street Address Apt./Ste. # 

City State Zip Code 

List the names of other household members who are filing an appeal using this form. If you need more 
space, attach extra paper or include the additional names in your uploaded form. 

Household Member #2: First Name: ________________  Last Name: ________________  DOB: ______________  

Household Member #3: First Name: ________________  Last Name: ________________  DOB: ______________  

Household Member #4: First Name: ________________  Last Name: ________________  DOB: ______________  

Reasons for filing an appeal 
Your eligibility notice explains what you are eligible for and the programs for which you do not qualify. Depending 
on your eligibility results, you may appeal any of the following (check all applicable boxes): 

My appeal is because my eligibility to purchase or use health insurance on the exchange was denied for the 
following reason(s): 

  Not eligible to buy a Marketplace plan. 

  Not eligible for savings, like Advanced Premium Tax Credits (APTC) or Cost-Sharing Reductions (CSR). 

  Eligible for APTC or CSR, but the amount is wrong. 

  Not eligible for a Special Enrollment Period. 

  A failure by Get Covered Illinois to provide timely notice of an eligibility determination. 

  Get Covered Illinois removed my APTC and/or CSR due to not timely submitting verification documentation. 

  My coverage was terminated due to a mistake or error by Get Covered Illinois, an agent, or enrollment assister 
(does not include reinstatement due to termination by the carrier for non-payment). 

 Other (please specify): ______________________________________________________________________
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Additional Information 

Please explain your disagreement with Get Covered Illinois’s determination. You may attach additional sheets to provide 
your response. 

 
 

Expedited Appeal Request (if applicable) 

If you are requesting an expedited appeal, please explain the urgency. You may attach additional sheets to provide your 
response. 
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Correspondence Preference 

Please select how you would like to receive correspondence related to your appeal. 

  Secure Inbox – I prefer to receive appeal correspondence to my Get Covered Illinois account’s secure inbox with 
email notifications sent to the email address provided on this form. 

  Postal Mail – I prefer to receive appeal correspondence by postal mail at the address provided on this form. 

Important: Illinois law requires certain legal notices, including the Notice of Hearing, Motions and Answers, and the Final 

Decision, to be served by certified or registered mail, even if you select email. You may receive copies of these notices by 
email in addition to the required mailing. (see 50 Ill. Admin. Code 2402.90, 2402.100, 2402.270). 

Privacy and use of your information. We will keep your information private as required by law. See the Privacy Act 
Statement below for more details. 

Privacy Act Statement 

The Patient Protection and Affordable Care Act (Public Law No. 111-148), as amended by the Health Care and Education 
Reconciliation Act of 2010 (Public Law No. 111-152), and the Social Security Act authorize Get Covered Illinois to collect 
the information on this form and any supporting documents, including a Social Security Number. This information is 
needed to process your appeal request and determine whether you or others listed on this form are eligible for health 
coverage, financial help (advance payments of the premium tax credit or cost-sharing reductions), or a certification of 
exemption from the requirement to have health coverage. 

Get Covered Illinois will use the information you provide on this appeal form to: 

● Review the decision you are appealing,

● Communicate with you or your Authorized Representative (if applicable),

● Process your appeal request, and,

● Carry out ongoing operations such as verifying eligibility, reporting on and managing financial help programs,
conducting oversight and quality control, preventing fraud, and protecting the security and confidentiality of 
information. 

Providing this information is voluntary. However, if you do not provide it, we may not be able to process your appeal or 
confirm eligibility for coverage or financial help. If you knowingly provide false or fraudulent information, you may face 
penalties or other law enforcement action. Get Covered Illinois will not share your immigration status for immigration 
enforcement purposes. 

To process your appeal and operate Get Covered Illinois, we may share selected information with: 

1. Federal and state agencies, such as the Internal Revenue Service (IRS), Social Security Administration
(SSA), Department of Homeland Security (DHS), Department of Health and Human Services (HHS), and the 
Illinois Department of Healthcare and Family Services (HFS); 

2. Judicial review entities at the state or federal level, as allowed by law;

3. Contractors engaged to perform functions for Get Covered Illinois; and,

4. Other parties as required by law.

This statement is provided in accordance with the Privacy Act of 1974 (5 U.S.C. § 552a(e)(3)). 

You can learn more about how we handle your information at: https://getcovered.illinois.gov/privacy-notice

https://getcovered.illinois.gov/privacy-notice
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Next Steps: What to Expect 

1. Acknowledgment letter of your appeal request and
further instructions. You will receive an acknowledgment 
letter and instructions after we receive your appeal. A 
member of the Get Covered Illinois Marketplace Appeals 
team will review your request to confirm it is complete. If 
information is missing or unclear, we will notify you and 
provide a deadline to supply or correct the information. 

2. Review of your information. You have the right to
review the information being used to decide your appeal, 
including the information in your Get Covered Illinois online 
account. 

3. Submitting additional information. You may submit
additional information to support your appeal. We will review 
it along with the information originally used to make your 
eligibility determination. You may submit documents with 
this form or provide them before or at the hearing. You also 
have the right to provide additional information about your 
case to the Hearing Officer before or at the time of the 
hearing. 

4. Informal resolution. Before your hearing, we may try to
resolve your appeal informally by reviewing your case and 
discussing it with you. If we change our decision, you will 
receive an informal resolution offer. If you agree to the 
informal resolution offer, you can sign and return an 
agreement form or verbally agree. If you agree, it will end 
the appeal. If you disagree, your appeal will continue to a 
hearing. 

5. Hearing. Hearings are held by phone or video
conference. If you prefer an in-person hearing, you must 
contact your Hearing Officer to request one. 

You may represent yourself or be represented by a lawyer, 
friend, relative, Authorized Representative, or another 
individual. 

You have the right to review all information considered by 
the Hearing Officer. Get Covered Illinois will send you an 
evidence packet at least five (5) business days before your 
hearing. This packet includes documents used to make the 
eligibility determination, any supporting information 
submitted, and other materials the Hearing Officer will 
review. The same information will also be available in your 
online account. 

After the hearing, the Illinois Department of Insurance 
Director will issue a final written decision, which will be 
mailed to you. 

If you need an interpreter or disability accommodations, 
contact the Get Covered Illinois Customer Assistance 
Center at 1-866-311-1119 (TTY 711). 

If you do not attend your scheduled hearing and do not 
withdraw in advance, your appeal will be dismissed unless 
you show good cause for missing it. 

If you need to postpone your hearing, contact your Hearing 
Officer using the information in your scheduling notice. 

6. Expedited appeals. If you believe your situation
requires urgent attention, you may request an expedited 
appeal. See the instructions on this form or contact the Get 
Covered Illinois Customer Assistance Center for guidance. 

7.  Second-level appeal options. If you disagree with
the Director’s final decision, you may: 

• File an appeal with the U.S. Department of Health
and Human Services (HHS) within 30 days of the 
decision: 

Health Insurance Marketplace 
Attn: Appeals 
465 Industrial Boulevard 
London, KY 40750-0061 
Phone: 1-800-318-2596 (TTY: 1-855-889-4325) 

If HHS rules in your favor, Get Covered Illinois 
must comply with that decision. 

• File an appeal in the Illinois Circuit Court within 30
days of receiving your decision. 

8.  Continued enrollment during your appeal. If you
are appealing coverage termination or an eligibility 
redetermination, you may request continued enrollment to 
keep your plan and financial help while the appeal is 
pending. To request this, complete the Continued 
Enrollment Form, available for download on the Get 
Covered Illinois website. Continued Enrollment requires 
acceptance of your appeal, and you will be notified if it is 
approved. 

9.  Privacy of your information. All personal information
you provide will be kept private as required by law. For 
details, see the Privacy Act Statement in this form. 

10. Appeals FAQs. For more information about the Get
Covered Illinois Marketplace Appeals Program, visit: 
https://GetCoveredIllinois.gov/appeals.

 

https://getcoveredillinois.gov/appeals
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Getting Help in a Language Other than English 
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