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Appointment of Authorized Representative 
Illinois Department of Insurance 


              
              
This form is to be completed when someone other than the patient, parent, guardian or other legal representative 
is representing the patient in this appeal.  Health Care Providers must have this form completed in order to act as 
an Authorized Representative.  This authorization may be revoked at any time with written notification to the 
Department of Insurance. 
              


Covered Person/Patient 
              
 first name   last name  
              
 address  
              
 city  state  zip  
              
 daytime phone   email  
              
              
              


Person I Authorize to Pursue My Appeal 
              
 first name   last name  
              
 address  
              
 city  state  zip  
              
 daytime phone   email  
              
              
              


Signature for Authorization 
              
 I hereby authorize the above identified person to pursue an appeal on my behalf. 
              
     
 signature of covered person/patient or guardian 


if under 18, signature of parent 
  date 


              
 Return this form to: Illinois Department of Insurance 


Office of consumer Health Insurance 
External Review Request 
320 W. Washington Street 
Springfield, IL  62767 
877-850-4740 toll free phone 
217-557-8495 fax 
Insurance.Illinois.gov/ExternalReview 
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		last name: 

		first name 1: 

		first name 2: 

		first name 3: 

		state: 

		zip: 

		daytime phone: 

		email: 

		last name_2: 

		first name 1_2: 

		first name 2_2: 

		first name 3_2: 

		state_2: 

		zip_2: 

		daytime phone_2: 

		email_2: 

		date: 








Illinois Department of Insurance


PAT QUINN JACK MESSMORE
Governor Acting Director


TO: ALL HEALTH PLANS AND EXTERNAL REVIEW ORGANIZATIONS


FROM: JACK MESSMORE, ACTING DIRECTOR~j\I~


DATE: AUGUST 26, 2011


RE: COMPANY BULLETIN 2011-10


HEALTH CARRIER EXTERNAL REVIEW ACT - AS AMENDED BY
HOUSE BILL 0224


EffectiveAugust26, 2011, numerouschangeshavebeenmadeto Illinois’ Health Carrier External
ReviewAct (the“Act”). Thesechangesarea resultof HouseBill 0224,whichapplyto “adverse
determinations”or “final adversedeterminations”thatweremadewithin thefourmonthsprior to the
Act’s effectivedate.


Important revisionsto the Act include:
• An expandeddefinition of“adversedetermination.” In addition to denials due to medical


necessity,appropriateness,health care setting, levelof care or effectiveness,a denial is now
reviewableunder the Act if it is basedon a pre-existing condition determination or a rescission
of health coverage(not including cancellationor discontinuanceof coveragedue to failure to
timely pay required premiums or contributions).


o Now arequestfor ExternalReviewmustbe sentto theDepartmentofInsuranceratherthanto
thehealthcarrier.


• A mandatethattheDepartmentofInsurancerandomlyassignIndependentReviewOrganizations
(“IROs”) for StandardandExpeditedExternalReviewsof all adversedeterminations,including
thosethat relateto experimentalor investigationaltreatmentsor services.IRO assignmentsare
currentlymadeby healthcarriers.


• Updatedexternalreviewnoticerequirements.TheAct modifiesseveralofthenoticesahealth
carriermustutilize andalsorequirestheDepartmentof Insuranceto benotifiedof External
Reviewdecisions.


• Theability for coveredpersonsto electan “authorizedrepresentative”to advocateon their
behalf.


• Revisedtimelineswithin whichto timelyappealadversedeterminations.
• Enhancedrecordretentionrequirementsfor IROs.


320 WestWashingtonSt.
Springfield,Illinois 62767-0001


(217)782-4515
http://jnsurance.illiiiojseov







TheAct alsoprovidesfor strict conflict ofintereststandards.NeithertheIRO northeclinical reviewer
selectedby theIRO canhavea conflictof interestwith thehealthcarrier,thecoveredperson,thehealth
careprovider,the facility recommendingthetreatmentof serviceorthedeveloperormanufacturerof the
drug,device,procedureortherapythatis thesubjectoftheexternalreview.


Coveredpersonsortheirauthorizedrepresentativemayappealan IRO’s adversedecisionthroughthe
Department.If theDepartment,in consultationwith alicensedmedicalprofessional,finds thattheIRO’s
decisionwas“arbitrary andcapricious”,theDepartmentcanoverturntheIRO’s decisionandrequirethe
healthcarrierto pay for thetreatmentin question.


TheAct appliesto all healthcarrierssubjectto thejurisdictionoftheDirectorincluding,healthinsurers,
HMOs, VoluntaryHealthServicesPlans,andLimited HealthServiceOrganizations.Excludedfrom the
Act are:


• Healthinsurancepoliciesthatprovidecoverageonlyfor aspecifieddisease(for example,a
cancer-onlypolicy); specifiedaccidentor accident-onlycoverage;credit;dental;disability
income;hospitalindemnity; long-termcareinsurance;vision; or otherlimited supplemental
benefits;


o CoveragethroughMedicare,Medicaid,ortheFederal EmployeesHealthBenefitsProgram;
• Self-insuredemployer plans;
• Self-insuredhealth and welfare plans, such as union plans;
• Insurance policies or trusts issuedin other states.


For HMOs, the Act doesapply to contracts written outsideof Illinois, if the HMO memberis an Illinois
residentand the HMO has establisheda provider network in Illinois.


Attached to this bulletin arecopiesof formsRequestfor External Review,PhysicianCertjfication and
AppointmentofAuthorizedRepresentative.Theseforms are to be usedwhenrequestinganexternal
review. For moredetailedinformationconcerningthe requirements for conductingexternal review,
including copiesoftheseforms,pleasevisit theDepartment’swebsiteon ExternalReview,
http://insurance.illinois.gov/externalreview,


Questionsregardingthis bulletin shouldbe directedto Ms. Mary Petersen,Supervisorofthe
Department’sLife, Accidentand HealthComplaintUnit andOffice ofConsumerHealthInformationat:
mary.petersen(2I~illinois.gov.


320 WestWashingtonSt.
Springfield,Illinois 62767-0001


(217)782-4515
htn://insurance.iI1inois~ov








 
 
 
 


 
Request for External Review 
Illinois Department of Insurance 


              


Applicant (person requesting the external review)    


              
 first name     last name  
              
 address  
              
 city  state  zip  
              
 daytime phone   email  
              
 applicant relationship to patient: (check 1 box below)      
  enrollee/patient  parent of minor child under 18 
  health care provider  legal or authorized representative 


    (must provide valid written authorization) 
              
              


Covered Person/Patient (person for whom medical care was denied)    


              
 first name   last name  
              
 address  
              
 city   state  zip  
              
 daytime phone        
              
              


Insurance Information          


              
 health carrier name  
              
 subscriber name  
              
 subscriber ID  
              
 dependent insurance ID  
              
 coverage is:  individual plan     
    group plan through employer – provide name  
    group plan through plan sponsor – provide name  
              
              


Health Care Provider         


 treating 
provider name 


 


              
 address  
              
 contact person  email  phone  
              
              


Reason for Appeal           


  
 provide type and dates of service being denied and attach pertinent documentation 
              
 adverse or final adverse determination date   (copy must be provided)  
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Include the Following Items       


              
  ID Card – copy of the patient’s insurance identification card 
              
  Final Denial Letter – copy of the final denial letter from the Health Carrier, denying your request 


at the final level of their internal appeals process; for expedited External Review, attach last 
denial letter received 


              
  Valid written authorization for authorized representative or legal representative 
              
  Physician Certification form – use this additional form if applying for expedited or 


experimental/investigational review; check all that apply: 
   Request for Expedited Review (complete Section A of Physician Certification form) 
   Request for Review of Experimental/Investigational Denial  


(complete Section B of Physician Certification form) 
              
              
    
 applicant signature   date  
              
              


Consent for External Review and Release of Medical Records 
              
 By signing below I hereby authorize the release of medical records necessary for the external review.  I 


understand that these records may be obtained from the Health Carrier, the Utilization Review Company, 
and/or any relevant medical provider(s) and will be utilized solely for the purpose of conducting this 
external review and may be viewed by an auditor of the Department of Insurance for quality review and 
examination of record purposes. 


              
              
      
 signature of covered person/patient; 


if under 18, signature of parent; 
or legal or authorized representative (with copy of valid 
authorization) 


relationship to patient  date 


              
              


Important Information 
              
  return this request and 


supporting attachments to: 
Illinois Department of Insurance 
Office of Consumer Health Insurance 
External Review Request 
320 W. Washington Street 
Springfield, IL  62767 
877-850-4740 toll free phone 
217-557-8495 fax 
Insurance.Illinois.gov/ExternalReview 


              
  Filing Deadline – You have 4 months to file your external review after receipt of the final denial 


letter indication that the internal appeals have been exhausted. 
              
  Expedited External Review for Urgent Care or Life Threatening Situations - Expedited external 


review requests should be filed immediately following receipt of any adverse determination. 
              
  New Medical Information - Be sure to submit any new medical information that you wish to have 


considered.  All previously submitted medical information will automatically be forwarded to the 
independent review organization by the health plan for consideration in this external review.   If 
you are filing for an expedited review, please provide all additional information with this form; you 
may not be given another opportunity to provide this information. 
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		last name: 

		first name 1: 

		first name 2: 

		first name 3: 

		state: 

		zip: 

		daytime phone: 

		email: 

		last name_2: 

		first name 1_2: 

		first name 2_2: 

		first name 3_2: 

		state_2: 

		zip_2: 

		daytime phone_2: 

		health carrier name: 

		subscriber name 1: 

		subscriber name 2: 

		dependent insurance ID: 

		1: 

		2: 

		provider name 1: 

		provider name 2: 

		contact person: 

		email_2: 

		phone: 

		provide type and dates of service being denied and attach pertinent documentation: 

		date: 

		relationship to patient: 

		date_2: 

		Group1: Off

		Group2: Off

		Box1: Off

		Box2: Off

		AdvDate: 








 
 
 
 


 
Physician Certification 
Illinois Department of Insurance 


 
              
              


Covered Person/Patient    


     first name  last name 
              
              


Health Care Provider         


 treating 
provider name 


 


              
 address  
              
 contact person  email  phone  
              
              
This form is to be completed as a supplement to the Request for External Review form, when the covered 
person/patient listed above has been denied a health care service or course of treatment on the basis that: 
 the service does not meet the health carrier’s requirements for medical necessity, appropriateness, health 


care setting, level of care or effectiveness 
 the service is for a preexisting condition which was present before the effective date of coverage, 
 health coverage has been rescinded for reasons other than failure to timely pay required premiums or 


contributions toward the cost of coverage, or 
 the drug, procedure or therapy has been determined to be experimental and/or investigational 


              
The Health Care Provider identified above should complete Section A and/or Section B below. 
              
              


Section A – Request for Expedited Review    


  Not available for care or services already received. 
              
 I hereby certify that in my opinion, the above named patient who has received an adverse determination 


for the medical services that I have recommended as medically necessary requires such review to be 
provided on an expedited basis because a delay would seriously jeopardize the life or health of the 
patient or would jeopardize the patient’s ability to regain maximum function or in the case of an 
experimental/investigational adverse determination, that the recommended health care service or 
treatment would be significantly less effective if not promptly initiated. 


              
      
 Health Care Provider signature  National Provider ID 


(NPI) 
 Date 


              
              


Section B – Request for Review of Experimental/Investigational Denial 
              
 I hereby certify that I am the treating health care provider for the patient named above in this external 


review and that I have requested the authorization for a drug, device, procedure or therapy denied for 
coverage due to the health carrier’s determination that the proposed therapy is experimental and/or 
investigational.  I understand that in order for the covered person to obtain the right to an external review 
of this denial, as treating health care provider I must certify that the covered person’s medical condition 
meets certain requirements as shown in this form. 
 


              
 This section is continued on the next page.      
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Section B – Continued 
              
 At least one box within item 1 and one box within item 2 must be checked in order to qualify for external 


review for experimental/investigational denials. 
              
 1. The covered person/patient has a condition that qualifies under one or more of the following:   


Check all that apply. (must check one) 
   
   standard health care services or treatments have not been effective in improving the 


covered person/patient’s condition 
   standard health care services or treatments are not medically appropriate for the covered 


person/patient 
   there is no available standard health care service or treatment covered by the health 


carrier that is more beneficial than the requested or recommended health care service or 
treatment 


     
 2. Check all that apply. (must check one) 
     
   The health care service or treatment I have recommended and which has been denied, 


in my medical opinion, is likely to be more beneficial to the covered person than any 
available standard health care services or treatments. 


   explanation:  
    
    
    
   It is my medical opinion based on scientifically valid studies using accepted protocols 


that the health care service or treatment requested by the covered person and which has 
been denied is likely to be more beneficial to the covered person/patient than any 
available health care services or treatment. 


   explanation:  
    
    
              
 Provide a description of the recommended or requested health care service or treatment that is the 


subject of the denial.  (attach additional sheets as necessary) 
 explanation:  
  
              
              
              
      
 Health Care Provider signature National Provider ID 


(NPI) 
 date 


              
              
 Return this form to: Illinois Department of Insurance 


Office of consumer Health Insurance 
External Review Request 
320 W. Washington Street 
Springfield, IL  62767 
877-850-4740 toll free phone 
217-557-8495 fax 
Insurance.Illinois.gov/ExternalReview 
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		first name: 

		last name: 

		provider name 1: 

		provider name 2: 

		email: 

		phone: 

		undefined: 

		National Provider ID: 

		Date: 

		available health care services or treatment: 

		explanation 1_2: 

		explanation 2_2: 

		subject of the denial  attach additional sheets as necessary: 

		explanation: 

		National Provider ID_2: 

		date: 

		box1: Off

		box2: Off

		box3: Off

		box4: Off

		box5: Off

		ex1: 





