
 

MEMBER APPEAL FORM 

If you wish to file an appeal, please complete this form. You may grant permission to a provider or someone 
else to act for you as an authorized representative by completing and submitting the Appointment of 
Authorized Representative (AOR) Form. This form must be signed by you or your parent/legal guardian, and 
can be found on our website at absolutetotalcare.com. If you choose not to complete this form, you may write 
a letter that includes the information requested below. Your completed appeal form, AOR Form (if needed), or 
letter may be sent to: 

Absolute Total Care 
Attention: Grievance and Appeals 

100 Center Point Circle  
Columbia, SC 29201  
Fax: 1-866-918-4457 

Email: SC_Appeals_And_Grievs@centene.com (Send securely) 
You may also call us at 1-866-433-6041 (TTY: 711). 

With your completed Appeal Form or letter, please include (if available) supporting documents for your 
appeal. If you have any questions in regards to the supporting documents or need any assistance with filing 
the appeal, please contact Absolute Total Care. 

Please submit within 60 calendar days from the date on the Adverse Benefit Determination Notice.  

Member Name: _ 

 

Member Medicaid Number: 

Member Date of Birth: Member Phone Number: 

Member Current Address: 

Nature of Appeal 

What was denied?

Are you currently receiving denied services? Yes/No

Reason for appeal:  

 

 

_______  __

_

____________________________

__________________________  _____________________

_____________________  _________________________

_____________________________________ 

   __________________________________    

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

(Attach additional sheets if necessary.) 

Please confirm your appeal request by signing below: 

_______________________________  ________________________________        ______________ 
Member or Parent/Legal Guardian  

(Print Name) 
 Signature Date

ATC-08012017-M-2 
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