Marketplace Appeal Request Form FTR 2026 (02/2025)

Health Insurance Marketplace

Marketplace Eligibility Appeal Request

e Submit this form within 90 days of the date on the Marketplace Eligibility Notice you're appealing.

¢ Include any documents you have to help your appeal (Step 9).
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OMB Exempt

Person filling out this form:

First name:

Middle name:

Last name:

STEP 1 Whose eligibility is being appealed?

Only include the people on your Health Insurance Marketplace® application whose eligibility is being appealed.

Person 1
First name:

Middle name:

Last name:

Date of birth (mm/dd/yyyy):

Email:

Daytime phone number:

Street address:

Apartment or suite number:

City: State: ZIP code:
Person 2

First name: Middle name: Last name:

Date of birth (mm/dd/yyyy): Email:

Person 3

First name: Middle name: Last name:

Date of birth (mm/dd/yyyy): Email:

Person 4

First name: Middle name: Last name:

Date of birth (mm/dd/yyyy):

Email:

Questions? Call the Marketplace Appeals Center at 1-855-231-1751 Monday-Friday from 7:00 a.m. - 8:30 p.m. Eastern Time (TTY users can call 711)
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STEP 2 Reason for the appeal

Application ID # (found on the first page of the Marketplace Eligibility Notice):

Notice Date (mm/dd/yyyy):

On HealthCare.gov, you said you're appealing the Marketplace decision to end financial help because of missing
information about your taxes.

Explain why you think the Marketplace decision is wrong.

If you're filing this appeal more than 90 days after the date on the Marketplace Eligibility Notice you’re appealing, also
explain the delay in filing your appeal.

Questions? Call the Marketplace Appeals Center at 1-855-231-1751 Monday-Friday from 7:00 a.m. - 8:30 p.m. Eastern Time (TTY users can call 711)
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STEP 3 Information about your taxes (optional)
Telling us if and when you (or the tax filer for your household) submitted Internal Revenue Service (IRS) Form 8962 to

reconcile the premium tax credits you used to lower your monthly premiums can help us resolve your appeal faster.
If you don’t know the exact date, give your best estimate.

When did you (or the tax filer for your household) submit Form 8962 to the IRS for tax credits you used in 2024?

| didn’t submit Form 8962 to the IRS for 2024.

| submitted Form 8962 to the IRS on or about (mm/dd/yyyy):

When did you (or the tax filer for your household) submit Form 8962 to the IRS for tax credits you used in 2023?

| didn’t submit Form 8962 to the IRS for 2023.

| submitted Form 8962 to the IRS on or about (mm/dd/yyyy):

What is Form 8962, Premium Tax Credit?

If you had Marketplace coverage and used the premium tax credit to lower your monthly plan premiums, you must file
this tax form with your federal income tax return. You’ll use this form to “reconcile” your tax credits — to find out if
you used more or less of the premium tax credit than you qualify for.

Do you need to fast-track (“expedite”) your appeal for a
STEP 4 ]
health reason? (optional)

If you think waiting for a standard decision may seriously jeopardize your life, health, or ability to attain, maintain, or
regain maximum function, you can ask for a fast (expedited) appeal. (For example, you might qualify for an expedited
appeal if you're currently in the hospital or urgently need medication).

Do you need to expedite your appeal?
No.

Yes. Please explain the reason you need an expedited appeal.

Questions? Call the Marketplace Appeals Center at 1-855-231-1751 Monday-Friday from 7:00 a.m. - 8:30 p.m. Eastern Time (TTY users can call 711)
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STEP 5 Get electronic updates (optional)

Get text or email updates about your appeal status, actions you need to take and more. These updates won't have
appeal details or personal health information.

By entering your number below, you agree to get text messages from the Marketplace Appeals Center. Message
frequency varies and message data rates may apply. Visit HealthCare.gov/appeals/en/terms-and-conditions and
HealthCare.gov/privacy for more information.

Text to mobile number: Email:

STEP 6 Appoint a representative (optional)
You can choose to have someone you trust (like a family member, friend, advocate, or attorney) act on your behalf for
your appeal by giving them permission to be your authorized representative.

If you appoint an authorized representative, they’ll be the main contact during your appeal. All communications
about your appeal (including email and text reminders) will go to your authorized representative, not you.

Do you want to appoint a representative?
No. Go to Step 7.

Yes. Fill out the section below. If you change your mind, you must call or write the Marketplace Appeals Center
to remove your authorized representative.

First name: Middle name: Last name:

Date of birth (mm/dd/yyyy): Email:

Daytime phone number:

Street address:

Apartment or suite number:

City: State: ZIP code:
Organization name: ID number (if applicable):
Text updates to mobile number (optional): Send email updates to (optional):

Sign below to give the person listed in this section permission to sign your appeal request, get official information about
your appeal and act for you during your appeal.

Printed name (First name, Last name)

Signature Date (mm/dd/yyyy)

Questions? Call the Marketplace Appeals Center at 1-855-231-1751 Monday-Friday from 7:00 a.m. - 8:30 p.m. Eastern Time (TTY users can call 711)
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STEP 7 Keeping your financial help during your appeal (optional)

You may be able to keep the same level of financial help (“continuation of benefits”) while your appeal is reviewed.
Would you like to keep your financial help during your appeal?

Yes, | want my financial help to stay the same until my appeal is decided. | understand that if | lose my appeal, |
may have to pay back some or all of the financial help | got when | file my taxes at the end of the year.

I want my financial help applied to the following Marketplace plan:
Enter name of your Marketplace plan:

No, | don’t want to keep my financial help during my appeal.

NOTE: You must continue paying your monthly premium to keep your current coverage. If your coverage
ends because you stopped paying the premium, you might not be eligible to enroll in a Marketplace plan until
the next Open Enrollment period, even if you win your appeal.

Privacy & Use of Your Information

The Marketplace protects the privacy and security of information about you that you’ve provided. To view the Privacy Act Statement, go to
HealthCare.gov/individual-privacy-act-statement. We’re authorized to collect the information on this form and any supporting documentation,
including Social Security numbers, under 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), implementing regulations in 45 CFR part 155, subpart F, and the Social Security
Act. For more information about the privacy and security of your information, visit HealthCare.gov/privacy.

Nondiscrimination

The Health Insurance Marketplace doesn’t exclude, deny benefits to, or otherwise discriminate against any person on the basis of race, color,
national origin, disability, sex, or age. If you think you’ve been discriminated against or treated unfairly for any of these reasons, you can file a
complaint with the Department of Health and Human Services, Office for Civil Rights by calling 1-800-368-1019 (TTY: 1-800-537-7697), visiting
hhs.gov/ocr/civilrights/complaints, or writing to the Office for Civil Rights/ U.S. Department of Health and Human Services/ 200 Independence
Avenue, SW/ Room 509F, HHH Building/ Washington, D.C. 20201.

Accessibility

You have the right to get Marketplace information in an accessible format, like large print, braille, or audio. Call the Marketplace Appeals Center at
1-855-231-1751 fo more information. TTY users can call 711.

Language Assistance
If you need help in a language other than English, call 1-855-231-1751 and tell the customer service representative the language you need. We'll get
you help at no cost to you. TTY users can call 711.

This product was produced at U.S. taxpayer expense.

Health Insurance Marketplace® is a registered service mark of the U.S. Department of Health & Human Services.

Questions? Call the Marketplace Appeals Center at 1-855-231-1751 Monday-Friday from 7:00 a.m. - 8:30 p.m. Eastern Time (TTY users can call 711)
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STEP 8 Signature

Sign below to let the Marketplace share federal tax information and Social Security Administration information for use
during an appeal, and to give us permission to talk to your representative (if you appointed one) about your appeal.

During your appeal, we may need to share with you or your authorized representative the information the Marketplace used to
decide your eligibility. This information might include employment income information from a consumer reporting agency,
information about income you receive from the Social Security Administration, and federal tax information from the Internal Revenue
Service about members of your household, including information from your last filed federal income tax return. The Marketplace
can’t share federal income tax information or monthly and annual Social Security Benefit information under Title Il of the Social
Security Act from the Social Security Administration to an authorized representative or other individuals without your consent. Sign
below to give your consent.

I understand by completing, signing, and dating below, | authorize the Marketplace to disclose to the individuals whose signatures are
provided below as well as any authorized representative any federal tax information in my eligibility record which was provided by
the Internal Revenue Service. | also consent to the release by the Marketplace of my monthly and annual Social Security Benefit
information under Title Il of the Social Security Act to these same individuals along with other information in my Marketplace
eligibility record, collected based on the application I filled out (or was completed for me) or that listed me as a household member,
and from other data sources like income and employment verification from a consumer reporting agency that were used to make the
Marketplace eligibility determination.

| understand | can request a copy of my Marketplace eligibility appeal record during the appeals process. Each adult member of the
household must consent to the disclosure of his or her own federal tax information and also consent to the release of monthly
and annual Social Security Benefit information under Title Il of the Social Security Act by signing below.

The authorization is valid until the earlier of the resolution of the appeal; or my written notification that | want any or all of my
authorized representatives removed from this appeal. I'm signing this form under penalty of perjury, which means I've provided true
answers to all the questions, and I've answered to the best of my knowledge. | know that | may be subject to penalties under federal
law if | provide false information.

Signature of the tax filer listed on your Marketplace application (even if they’re not appealing)

1. Printed name (First name, Middle name, Last name)

Signature Date (mm/dd/yyyy)

You can only provide the signature of one person at a time. After you sign and submit this form, other household members will get an e-mail with
instructions on how to sign this appeal electronically. We need signatures of everyone age 18 and older listed in Step 1 of this form. Make sure
those e-mail addresses are correct.

2. Printed name (First name, Middle name, Last name)

Signature Date (mm/dd/yyyy)

3. Printed name (First name, Middle name, Last name)

Signature Date (mm/dd/yyyy)

4. Printed name (First name, Middle name, Last name)

Signature Date (mm/dd/yyyy)

Questions? Call the Marketplace Appeals Center at 1-855-231-1751 Monday-Friday from 7:00 a.m. - 8:30 p.m. Eastern Time (TTY users can call 711)
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STEP 9 Submit documents to help your appeal (optional)

Including documents showing you submitted Form 8962 to the IRS can help us resolve your appeal faster.
Documents you can include:

1. A copy of IRS Form 8962 for 2024 if you filed one.
2. If you didn’t file IRS Form 8962 for 2024, a copy of IRS Form 8962 for 2023.

3. A copy of at least one of the documents listed below. Make sure the document you include is for the same year as the
Form 8962 you submitted.

e Afederal tax return sent to the IRS.

e An amended tax return sent to the IRS, if applicable.

e Online software filing confirmation.

Mailing receipt you got after the federal tax return, amended tax return, or Form 8962 and 1095-A were sent to the IRS.
e Fax confirmation you got after the Form 8962 and 1095-A were sent to the IRS.

Credit card or bank statement showing the tax filing, like a direct deposit from, or payment made to the IRS.

STEP 10 How to submit your appeal

Sign the completed form and send your documents either:

e By Mail: Health Insurance Marketplace
Attn: Appeals

465 Industrial Blvd.
London KY 40750-0061

e By Secure Fax: 1-877-369-0130

Questions? Call the Marketplace Appeals Center at 1-855-231-1751 Monday-Friday from 7:00 a.m. - 8:30 p.m. Eastern Time (TTY users can call 711)
CMS-20164 (02/2025)




This Notice has Important Information. This notice has important information about your application or coverage through
the Health Insurance Marketplace®. Look for key dates in this notice. You may need to take action by certain deadlines to
keep your health coverage or help with costs. You have the right to get this information and help in your language at no
cost. Call 1-800-318-2596 and wait through the opening. When an agent answers, state the language you need and you'll be
connected with an interpreter.
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X (Chinese) ZBHER/ERAMMAI - RIBHZARAN A (R FERPET M (Healh Insurance Marketplace®)

BHEAWERAENERND - FERBHNPSEEEMNLDY - CORZEFENHLBBZAERTE - MU
RBTORARIZLBNNEE - TARISTLUTHNSEBEIETAL - HRT 1-800-318-2596
FEkR - SRBRARERANESE  BoRRALEN -

Frangais (French) Cet avis contient des informations importantes. Cet avis comporte des informations importantes relatives 3
votre demande ou a votre couverture par e marché de lI'assurance maladie (Health Insurance Marketplace®). Prétez attention
auxdates importantes figurant dans cet avis. Il se peut que vous deviez prendre des mesures avant certaines dates limites pour
conserver votre couverture médicale ou bénéficier d’une aide financiére. Vous €tes en droit d’obtenir ces informations et cette
aide dans votre langue, et ce gratuitement. Appelez le 1-800-318-2596 et patientez. Dés qu‘un zgent décroche, indiquez la langue
dort vous ave:z besoin et vous serez mis en rapport avec un interprete.

Kreyol {French Creole) Avi sa a gen Enfomasyon Enpotan. Avi sa a gen enfomasyon enpotan konsénan aplikasyon w lan ak
pwoteksyon ou an atrave Health Insurance Marketplace®. Chéche dat kle yo nan avi sa a. Li posio pou pran desizyon avan séten
datlimit pou konséve pwoteksyon medikal ou oswa pou ede ak pri yo. Ou gen dwa pou jwenn enfomasyon sa a ak éd nan lang ou
gralis. Rele 1-800-318-2596 epi tann sou liy nan. Lé yon ajan reponn, di lang ou bezwen an epi y ap mete w an koneksyon avék yon
entépret.

Deutsch {German) Diese Mitteilung enthdlt wichtige Informationen. Diese Mitteilung enthiit wichtige Informationen zu lhrem
Antrag oder lhrer Versicherung tiber den Health Insurance Marketplace®. Achten Sie auf die Eckdaten in dieser Mitteilung.
Maozlicherweise missen Sie innerhalb bestimmter Fristen MaBnahmen ergreifen, um Ihren Krankenversicherungsschutz zu
behalten oder sich an den Kosten zu beteiligen. Sie haben das Recht, die Informationen und Hilfsn kostenlos in Ihrer Sprache
zu erhalten. Rufen Sie die Nummer 1-800-318-2596 an und warten Sie, bis das Gesprach angenommen wird. Wenn sich ein
Mitarbeiter meldet, geben Sie die Sprache an, die Sie benotigen, und Sie werden mit einem Dolmetscher verbunden.
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Italiano (Italian) Questo avviso contiene importanti informazioni. Questo avviso contiene impcrtanti informazioni sulla tua
richiesta o copertura assicurativa attraverso il mercato delle assicurazioni sanitarie (Health Insurance Marketplace*). Questo

awviso include date importanti. Potrebbe essere necessario un tuointervento entro certe scadenze per mantenere V'assicurazione
sanigaria o assistenza con i costi. Hai diritto ad otlenere queste informazioni e assistenza nella tua lingua a titolo gratuito. Chiama ilo
1-800-318-2596 e attendi la fine dell'introduzione. Quando un agente risponde, indica |a linua di cui hai bisogno e sarai collegatoo

a un interprete.o
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Polski (Polish) Niniejsze zawiadomienie zawiera waine informacje. Niniejsze zawiadomienie zawiera waine informacje na temat
Twojego wniosku lub zakresu ubezpieczenia za posrednictwem rynku ubezpieczen rdrowotnych (Health Insurance Marketplace®).
Szukaj kluczowych dat w tym ogloszeniu. Byé moie bedziesz musiat/a podjaé dziatania w okredlonych terminach, aby utrzymaé
ubezpieczenie zdrowotne lub poméc w pokryciu kosztow. Masz prawo do uzyskania tych informacji | pomocy w swoim jezyku bez
tadnych kosztow. Zadzwon pod numer 1-800-318-2596 i czekaj, ai skonczy sie wstepna informacja. Gdy wigczy sie agent, podaj
jezyk, ktory jest Ci potrzebny, a zostaniesz polgczony 2 thumaczem.

Portugués (Portuguese) Este aviso tem informacgoes importantes. Este aviso tem informagbes importantes sobre sua solicitagio
ou cobertura por meio do mercado de seguros de sadde (Health Insurance Marketplace®). Procure as datas importantes neste
aviso. Vocé pode precisar agir dentro de certos prazos para manter sua cobertura de saude ou obter ajuda com os custos. Vocé
tem o direito de obter essas informacgdes e ajuda gratuitamente no seu idioma. Ligue para 1-800-318-2596 e espere o fim da
gravagdo de abertura. Quando o agente responder, diga o idioma que vocé precisa e voceé sera conectado(a) a um intérprete.

Pycckui [Russian) B aTom yeeqoMAEHHH COQEPHMUTCA BAXMHAA MHPOPMALMA. B 3ToM yEEAOMAEHHM COAEPHUTCA BAMHAA
HHGOPMALMA O BalleH 33ABKE WK CTPAX0BOM NOKPEITHM Ha nopTane PeiHHa meguumHckoro cTpaxosaHua Marketplace (Health
Insurance Marketplace®). 3To yeeaomnenmne cogepHmMT LNO4YEBBIE AaTol. BoamomHo, Bam NoTpebyeTcA NPUHATL MEpbI K
onpegengdHbIM CpoKam, yTobk COXpaHWTE CBOKY MEAWUWHCKYD CTPAXOBKY MKW NOMOYL B NOKPLITHMA packoaos. Y pac ecTe npaso
NOAYYHTE 3TY MHGOPMALKMIO M NOMOLLL Ha BawesM Azsike Becnnato, Nozsoxute no Tenedony 1-800-318-2596 v nepewauTe
BcTynuTensHoe coobulermre. Horga areHt oTBETUT, YHAMMTE HYMHBIR BaM AZBIK, M BAC COBAWHAT C NEPEBOAHMKOM.

Espaiiol (Spanish]) Este Aviso contiene Informacidn Importante. Este aviso contiene informacion importante sobre su solicitud o
su cobertura del Mercado de Seguros Médicos (Health Insurance Marketplace®). Preste atencidn a las fechas claves en este aviso,
Usted podria tener que actuar dentro de ciertos plazos para mantener su cobertura médica u obtener ayuda con los costos, Tiene
derecho a recibir esta informacion y ayuda en su idioma sin costo. Llame al 1-800-318-2596 y espere hasta el fin del mensaje
inicial. Cuando un agente contesta, indigue el idioma que usted necesita y sera conectado con un intérprete,

Tagalog (Tagalog) Ang Paunawang ito ay mayroong mahalagang impormasyon, Ang paunawang ito ay mayroong mahalagang
impormasyon tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng Pamilihan ng 5egurong Pangkalusugan (Health Insurance
Marketplace®). Tingnan ang mga pangunahing petsa sa paunawang ito. Maaaring kailangan mong gumawa ng aksyon sa tiyak

na mga huling araw upang mapanatili mo ang sakop sa kalusugan o makatulong sa mga gastos. Mayroon kang karapatan na
makakuha ng ganitong impormasyon at ng tulong sa iyong wika ng walang gastos. Tumawag sa 1-800-318-25596 at maghintay
hanggang magbukas. Kapag sumagot ang isang ahente, sabihin mo ang wika na kailangan mo at iuugnay ka sa isang tagasalin

ng wika.

Tiéng Viét (Vietnamese) Théng bao nay cé Théng tin Quan trong. Thang bao nay cé thang tin quan trong vé don ding ky hodc
bao hiém cua quy vi théng qua Thj truding Bao higém Sirc khoe (Health Insurance Marketplace®). Tim xem cdc ngay quan trong
trong théng bao nay. Quy vi ¢6 thé can phai hanh déng theo mét s thari han nhat dinh dé duy tri bio hiém sire khoe cla minh
hodc duge gitp d& vé phin chi phi. Quy vi cé quyén nhin théng tin nay va duge giop d& bang ngdn ngi¥ cia quy vi mién phi. Hay
goi 1-800-318-2596 va dgi dén khi m& cira. Khi ngudi dai dién tra 164, hdy ndi véi ho ngdn nglr ma quy vi can sir dung va quy vi sé
duge két ndi vai mit thong dich vién,
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