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Request to Withdraw Eligibility Appeal 

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 Illinois (GCI) account, mail, fax, or call for assistance. 

This form must be completed by the appellant or authorized representative only. Providing Get Covered Illinois 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 

I am withdrawing my appeal. 

PLEASE CHECK BOTH BOXES BELOW 

  I understand that by withdrawing this appeal, I will no longer have a hearing for this issue. 

  I understand that if I have reached any agreement or resolution with Get Covered Illinois, I 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 I 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: 
Get Covered Illinois 
Attn: Marketplace Appeals Program 
P.O. Box 804058 
Chicago, IL 60680 

Fax this form to: 
Get Covered Illinois 
1-888-973-8254

Call the Get Covered Illinois 
Customer Assistance Center: 
1-866-311-1119 (TTY: 711)

Upload this form to your Get 
Covered Illinois account: 
http://enroll.getcovered.illinois.gov

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 you choose to have one),

● 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

http://enroll.getcovered.illinois.gov
https://getcovered.illinois.gov/privacy-notice
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Getting Help in a Language Other than English 
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