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BCBSTX Health Plan Appeal Request Form 

To ask for a health plan appeal, STAR members call 1-888-657-6061, STAR Kids members call 1-877-
688-1811 or TTY: 711. You can also email us at GPDTXMedicaidAG@bcbsnm.com, or fill out this
form and mail or fax it to us.

Mail: Blue Cross and Blue Shield of Texas 
C/O Complaints and Appeals Department 
P.O. Box 660717 
Dallas, TX 75266 
Fax: 1-855-235-1055 

You must request an appeal by 60 days from the date you received the determination notice. 

If you want to continue your services during your appeal, you must make your request by 10 days from the 
date you received the determination notice, or by the date your services will change. 

Mark the appeal you want: 
Only select one. 

Health Plan Appeal 
Emergency Health Plan Appeal* 

*Emergency health plan appeals should only be requested if you believe your health will be seriously
harmed by waiting for your health plan appeal decision.

Denial Reference Number:  

Do you want your services to continue? Yes No 

You must request your services to continue by 10 days from the date you received the determination notice, 
or the date services will change. You can make this request by phone. STAR members call 1-888-657-
6061, STAR Kids members call 1-877-688-1811 or TTY: 711 if you think this form will not reach us by 
mail before the deadline. 

Your Personal Information* 
Member name: Parent or authorized representative: 

Member Medicaid ID and subscriber number: Preferred phone number: 

*If any of your contact information has changed, call the enrollment broker at 1-800-964-2777 or
BCBSTX for STAR members at 1-888-657-6061, STAR Kids members at 1-877-688-1811 o TTY: 711.

mailto:GPDTXMedicaidAG@bcbsnm.com


 

 

Your Authorized Representative’s or Parent’s Information 
You can represent yourself. If you would like someone to represent you, such as, parent, relative or friend, 
complete the following information. By completing this section, you are authorizing your designated 
representative to appeal and obtain information on your behalf. 
 
Name: 
 
Address: 
 
Phone number: 
 

 
 
Reason for the Appeal 
This section is optional. You can fill it out to tell us about your services under appeal and why you think 
they’re needed. 
 
Services under appeal: 
 
 
Why you need them: 
 
 

 
Sign this form: 
By signing this form, you or your authorized representative are requesting an appeal and giving your health 
plan, BCBSTX, authorization to get your medical records and to contact your appeal representative if you 
listed one. 
 
 
Member/Authorized representative signature 
 
__________________________________________________ 
 
Printed name 
 
__________________________________________________ 
 
Date 
 
__________________________________________________ 



To get auxiliary aids and services, or to get written or oral 
interpretation to understand the information given to you, 
including materials in alternative formats such as large print, 
braille or other languages, please call the BCBSTX Customer 
Advocate Department at the number on the back of your 
member ID card. 

 
Non-Discrimination Notice 

 
Health Care Coverage Is Important For Everyone 
We do not discriminate on the basis of race, color, national origin (including limited English 
knowledge and first language), age, disability, or sex (as understood in the applicable 
regulation). We provide people with disabilities with reasonable modifications and free 
communication aids to allow for effective communication with us. We also provide free 
language assistance services to people whose first language is not English. 

To receive reasonable modifications, communication aids or language assistance free of 
charge, please call us at 1-855-710-6984. 

If you believe we have failed to provide a service, or think we have discriminated in another way, 
you can file a grievance with: 
Office of Civil Rights Coordinator Phone: 1-855-664-7270 (voicemail) 
Attn: Office of Civil Rights Coordinator TTY/TDD: 1-855-661-6965 
300 E. Randolph St., 35th Floor Fax: 1-855-661-6960  
Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com 
You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free 
phone number listed on the back of your ID card (TTY: 711). 

You may file a civil rights complaint with the US Department of Health and Human Services, 
Office for Civil Rights, at: 
US Dept of Health & Human Services Phone: 1-800-368-1019 
200 Independence Avenue SW TTY/TDD: 1-800-537-7697 
Room 509F, HHH Building Complaint Portal: ocrportal.hhs.gov/ocr/ 
Washington, DC 20201 smartscreen/main.jsf 
  Complaint Forms: https://www.hhs.gov/civil-rights/ 

 filing-a-complaint/index.html 

This notice is available on our website at 
https://www.bcbstx.com/medicaid/pdf/medicaid-non-discrimination-tx.pdf 

https://www.hhs.gov/civil-rights/
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