Get Covered

lllinois Request to Withdraw Eligibility Appeal

The state’s official health insurance markestplace

Instructions

Please complete this form if you wish to withdraw your appeal. By withdrawing, your appeal will be dismissed, and you will
no longer have a hearing on this issue, except for any written agreements noted below. Complete all sections and submit
via your Get Covered lllinois (GCI) account, mail, fax, or call for assistance.

This form must be completed by the appellant or authorized representative only. Providing Get Covered lllinois with
complete and accurate information will allow us to process your request promptly.

Section 1: Appellant Information

First Name Middle Initial Last Name Suffix
Street Address Apt/Ste. #
City State Zip Code
Phone Email (optional) Appeal / Case Number

Section 2: Authorized Representative Information (If Applicable)

First Name Middle Initial Last Name Suffix
Relationship to Appellant Organization (if applicable)

Street Address Apt/Ste. #
City State Zip Code
Phone Email (optional)

Section 3: Agreement and Acknowledgment
| am withdrawing my appeal.

PLEASE CHECK BOTH BOXES BELOW
|:| | understand that by withdrawing this appeal, | will no longer have a hearing for this issue.

| understand that if | have reached any agreement or resolution with Get Covered lllinois, | should get a copy of
that agreement or resolution in writing before signing this form. This form constitutes the complete withdrawal of
my appeal request, and | will not be able to appeal this same issue again.
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Section 4: Signatures

DO NOT SIGN THIS FORM UNLESS IT IS FILLED OUT COMPLETELY AND YOU UNDERSTAND IT.

Appellant Signature Date (mm/dd/yyyy)
Authorized Representative Signature (if applicable) Date (mm/dd/yyyy)
GCI Staff (for receipt only) Date (mm/dd/yyyy)

Section 5: Submission

Mail this form to: Fax this form to: Call the Get Covered lllinois Upload this form to your Get
Get Covered lllinois Get Covered lllinois Customer Assistance Center: Covered lllinois account:
Attn: Marketplace Appeals Program  1-888-973-8254 1-866-311-1119 (TTY: 711) http://enroll.getcovered.illinois.gov

P.O. Box 804058
Chicago, IL 60680

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 lllinois 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 lllinois will use the information you provide on this appeal form to:

e Review the decision you are appealing,
e Communicate with you or your Authorized Representative (if you choose to have one),
e Process your appeal request, and,

e 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 lllinois will not share your immigration status for immigration
enforcement purposes.

To process your appeal and operate Get Covered lllinois, 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
lllinois 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 lllinois; 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
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Getting Help in a Language Other than English

If you, or someone you're helping, has questions about Get Covered lllinois, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 1-866-311-1119, TTY 711.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Get Covered lllinois, tiene derecho a obtener ayuda
informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-866-311-1119, TTY 711.

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnoénie Get Covered lllinois, masz prawo do uzyskania bezplatnej
informacji | pomocy we wiasnym jezyku .Aby porozmawia¢ z tlumaczem, zadzwon pod numer 1-866-311-1119, TTY 711.

MRE, RSEEMBMA, H W Get Covered lllinois KM H. SHAHRRLUEHBEFHNHINE. BER—-LB
WAEE, WY 1-866-311-1119, TTY 711,

el A S £= A7) T A= ol ¥ AL§o] Get Covered llinois o] #8i A 3 #o] Aok A= 22 ¢ S84 AU § 939
o2 vl g egle] & 4 Ue A7 Ak 29 A FoiAlsh of 7] 8 7] 9l A= 1-866-311-1119, TTY 711 &
Hsts4 AL,

Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Get Covered lllinois, may karapatan ka na makakuha
ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-866-311-1119,
TTY 711,

o gy i 0360 et 5l 5] il S ) Get Covered Ilinois: Saaid 4S5 3 552 On ikl 4y 5y i) e glaadly bicleadd o Jpeandl b ot pld
1119-311-866-1+ Ja oo e aa, TTY 711,

Ecnu y Bac wnw nuua, KOTOPOMY Bbi NOMOraeTe, MMEeTCsH Bonpocs: no nosoady Get Covered lllinois, TO 86 nMeeTe NPaBo Ha

GecnnarHoe NOMYYeHHe NOMOLM U MHDOPMALMK Ha BalLeM R3bike. [UNA PaIroBopa C NePesoauMKOM NOBOHKTE NO TenedoHy
1-866-311-1119, TTY 711.

A ol wacl dl HEE 53] @ B Acu A Get Covered lliinois. (A3 ysll A2, Al MEE uaA MBA Ronara W2 3 2wt
B, He€ udl el Slefugt v Qe Aol usia 8. yexllell uul s2al 12, RAE Az Bt 520) UR Sle 52l

et D PSS e e o S o o s S e S S S Get Covered Iinis: 3a S S Juala Chaglas 5l 330 Zie (e () Y S o 5
S A s 2 e

&u quy vi, hay ngudi ma quy vi dang gitp 88, c6 cau hdi vé Get Covered lllinois, quy vi s& c6 quyén dugc gidp va cé thém thdng
tin bing ngdn nglr clia minh hoan toan mién phi. D& néi chuy$n véi mot thdng dich vién, xin gol 1-866-311-1119, TTY 711.

Se tu o qualcuno che stai aiutando avete domande su Get Covered lllinois, hai il diritto di ottenere aiuto e informazioni nella tua
lingua gratuitamente. Per pariare con un interprete, puoi chiamare 1-866-311-1119, TTY 711,

afe; oy, 2 3ma e sasifa i wefln 71 W@ ¥, 378 59 FT Get Covered llinois & ant 3 fAre &, fo0) 3ot 760 7 ot
wrar 3 wgfar four ol 39 & s 1 1-866-311-1119, TTY 711 @ WA &1

Si vous, ou quelqu'un que vous éles en train d'aider, a des questions a propos de Get Covered lllinois, vous avez le droit
d'obtenir de 'aide et l'information dans votre langue a aucun colt. Pour parier a un interpréte, appelez 1-866-311-1119, TTY
711.

Edav eotig f} xamoiog mou Bondare £xeTe epwrnong yupw amo 1o Get Covered lllinois , éxere To Sikaiwpa va AdBere BoriBewa xa
TAnpogopitg oTn yAwooa oag xwpig xptwon.MNa va pAfoeTe ot évav Sepunvia, kakiote 1-866-311-1119, TTY 711,

Falls Sie oder jemand, dem Sie helfen, Fragen zum Get Covered lllinois haben, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-866-311-
1119, TTY 711 an.
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