
Larkspur Health Plan — Form LHP-402: Member Appeal Request

Complete ALL sections in blue or black ink. Incomplete forms will be returned. Mail to Member Appeals, P.O. Box 41120,
Portland, OR 97240, or fax to 1-800-555-0147.

Section 1 — Member information

Last name  First name

Member ID  Date of birth

Address 

Daytime phone  Email

Section 2 — Denial being appealed

Reference / authorization number  Date of denial letter

Service or item denied

Requesting provider



Section 3 — Reason for appeal

Explain why you believe the denial should be overturned. Attach additional pages if needed.



Section 4 — Supporting documentation

List each document attached (copies only). Medical records must be obtained from your provider.

1.

2.

3.

4.

5.

6.



Section 5 — Request for expedited review (physician must complete)

I certify that applying the standard review timeframe could seriously jeopardize the life or health of the member or the
member's ability to regain maximum function.

Physician name  NPI

Physician signature  Date



Section 6 — Authorized representative (optional)

Representative name  Relationship

Representative phone 

Attach a completed Appointment of Representative form (LHP-118).



Section 7 — Member attestation and signature

I certify that the information provided is true and complete to the best of my knowledge. I authorize Larkspur Health Plan to
obtain medical records relevant to this appeal.

Member signature  Date

For plan use only: Date received ______ Case # ______ Standard ☐ Expedited ☐ Reviewer ______

This is a fictional form created for a software demonstration. Larkspur Health Plan does not exist.


