ATTENTION!

BEFORE REQUESTING A REVIEW, PLEASE MAKE
SURE YOU HAVE EXHAUSTED ALL OTHER AVENUES
OF RESOLUTION.

BEFORE SUBMITTING A REQUEST FOR REVIEW
If you are an Employer

e ask to discuss the issue with a supervisor at Benefit
Solutions, Inc.

OR

e Ask your broker to contact a supervisor at
Mercer/WAHIT to discuss possible resolutions.

If you are a Broker please contact a supervisor _at Mercer
WAMHIT to discuss possible resolutions.
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Washington Alliance for Healthcare Insurance Trust
Request for Review

WAHIT grants the right, as published in its policies and procedures in the Group Administrative Guide, for employers, members and
their dependent(s) and the online Broker Reference Guide, for brokers and agents to request a review of non-claim decisions affecting
their coverage under WAHIT. If the request for review involves eligibility, enroliment and disenrollment, waiting periods, late payment,
reinstatement of delinquent employers, and similar issues concerning the day to day administration of WAHIT, the affected employer or
their agent/broker should use this form. Requests may not be directly submitted by employees or dependents. If you wish to appeal a
WAMHIT decision that was based on WAHIT policies and/or procedures, please complete the form below, sign, and submit to your
broker or Benefit Solutions, Inc. via fax (425-771-1226) or mail (PO BOX 25, Mukilteo, WA 98275) within 180 days of the event giving
rise to the request. The appeal will be forwarded to the WAHIT Operations Review Committee for consideration, and a decision will be
returned to you or your broker. The decision by the WAHIT Review committee is final and adheres to the rules set forth in the Group
Administrative Guide.

| wish to appeal a decision based on the following WAHIT policy or procedure: (Please check the appropriate box)

O Probationary Period 0 Retro-Enroll/Retro-Cancel

O Contribution Percentage 0 COBRA/State Continuation of Coverage

a Plan O Late Premium Fee

O  Hours for Eligibility 0 Leave of Absence

U Other (specify):

Group Locator

Date: Name: Number:
Broker Broker
Name: House:
Enrollee
Name: Enrollee
(If applicable) ID #:

Please state your request below. Please include the decision you are requesting, with names, dates and other
specifics as applicable. In order for the Review Committee to properly evaluate, it is IMPERATIVE that you detail
ALL of the pertinent facts that may affect a decision. If you need more space, please attach.

I have submitted all the details that should be considered in making a decision about this request.
Name:

(Print) Signature:
FOR To be completed by the WAHIT Review Committee
WAHIT Q Denied Q Approved Q Approved Contingent (Specify)
USE ONLY
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