
 
 

Eligibility Determination Appeal Form 

Date:   
 

Name:     
 

Current Address:    
 

Patient Identifier Number from the Notice: _   
 
 

 

If you disagree with the eligibility determination stated on the Harris Health System Notice you received, 

please complete this appeal form and mail within sixty- five (65) calendar days from the date of your notice to: 

Eligibility Appeals Committee 
Harris Health System 
P.O. Box 300488 
Houston, TX 77230 

We will contact you by mail within ten (10) calendar days after receiving your appeal form. 

Please describe below why you are appealing the determination. 
I am appealing because:    

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 

 

Signature:  Date:   
 

 
This document contains protected and confidential patient health information and must be secured at all times while in use. Shred immediately after use. 

 

Printed versions of this document are uncontrolled. Please go to the Harris Health Document Control Center to retrieve an official controlled version of the document. https://apps.hchd.local/sites/dcc. 
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