
  

             
 

    

     
  

  
   

 

    

 

    

   

        

         

   
    

    

  

    

                      

         

 

Employer  Appeal  Request  Form Page  1 of  4 

OMB Exempt 

    Employer Eligibility Appeal Request 
Complete this form within 90 days of the Marketplace notice stating an employee enrolled in a qualified health plan with advance payments of the 
premium tax credit and cost-sharing reductions (if applicable) in part because your business didn’t offer the employee affordable health coverage 
that met minimum value requirements. Please complete and submit a separate form for each employee listed on the notice you’re appealing.

Important: The appeal can only determine if your employee was eligible for help with the costs of coverage through the Marketplace. The appeal 
will NOT determine if your organization has to pay the Employer Shared Responsibility Payment. Only the Internal Revenue Service (IRS), not the 
Health Insurance Marketplace® or the Marketplace Appeals Center, can determine which employers are subject to the Employer Shared 
Responsibility Payment as stated under section 4980H of the Internal Revenue Code.

STEP 1 Contact information 
Primary Contact 
The person listed in this section will serve as the main contact during your appeal. 
First name: 

Title: 

Daytime phone number: 

Last name: 

Email: 

Business name: Employer ID Number (EIN): 

Mailing address: Apartment or suite number: 

City: State: ZIP code: 

Secondary Contact (Optional) 
This is an additional person who may act on your behalf during the appeal. 
First name: Last name: 

Title: Organization (if applicable): 

Daytime phone number: Email: 

Mailing address: Apartment or suite number: 

City: State: ZIP code: 

CMS-12165 (09/2022) 
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STEP  2 Information about the notice you’re appealing 
Please submit a copy of the Marketplace notice that identifies the employee when you file your appeal. 

Notice date (mm/dd/yyyy): Employee’s Application ID# (if available on the notice): 

Employee’s first name: Employee’s last name: 

Employee’s mailing address: Apartment or suite number: 

City: State: ZIP code: 

What Marketplace issued the notice? 

Access Health CT Get Covered NJ New York State of Health 

BeWellNM Health Source Rhode Island Pennie 

Connect for Health Colorado Kynect Vermont Health Connect 

CoverME MNSure The federally-facilitated Health 
Insurance Marketplace 

Covered California Maryland Health Connection 

DC Health Link Massachusetts Health Connector 

STEP  3 Reason for appeal  
Why are you appealing the Marketplace determination? 

This employee was enrolled in employer-sponsored coverage. 

This employee was enrolled in an individual coverage Health Reimbursement Arrangement (HRA). 

This employee was offered affordable employer-sponsored coverage which met the minimum value standard. 

This employee was offered an affordable individual coverage HRA. 

This employee was eligible for affordable employer-sponsored coverage which met the minimum value standard 
after the end of a waiting period. 

This employee was eligible for an affordable individual coverage HRA after the end of a waiting period. 

Note: The Marketplace Appeals Center doesn’t have the authority to review the following issues: 

• The employee listed on the Marketplace notice hasn’t worked for your company this year.
• The employee listed on the notice isn’t a full-time employee.
• The employee listed on the notice is not your company’s employee.
• Your company doesn’t have at least 50 employees.

CMS-12165 (09/2022) 
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STEP  3 Reason for  the appeal  (continued)  

Explain why you think the Marketplace determination is wrong. 
Your explanation should include the reason you think this employee shouldn’t be eligible for advance payments of the 
premium tax credit and cost-sharing reductions (if applicable). 

STEP 4 Submit documents to help your appeal (optional) 
You may want to submit documents with your request to help show why you think the Marketplace decision to award 
advance payments of the premium tax credit and cost-sharing reductions (if applicable) was incorrect. Submit copies, 
not originals, since your documents won’t be returned.

In addition to submitting a copy of the notice you received from the Marketplace, include documents that verify:
• The employee was offered coverage or an individual coverage HRA (for example, a form or letter confirming the

employee’s election of benefits, an employer-sponsored coverage declaration form or notice, the employee’s
benefits summary chart, or a letter from the health insurance company stating the employee is enrolled in
employer-sponsored coverage)

• The coverage was affordable (for example, a rate sheet of the coverage offered to the employee or a Benefits
Summary with effective dates of coverage)

• The lowest cost self-only plan meets the minimum value standard (for example, a Summary of Benefits and
Coverage (SBC) Sheet with beginning and end dates of coverage or a report of minimum value certification from
an actuary accredited by the American Academy of Actuaries)

For more information about the type of documents you can submit, see the Employer Appeal Document Verification 
Guide at cms.gov/CCIIO/Programs-and-Initiatives/Employer-Initiatives/Employer-Initiatives.

CMS-12165 (09/2022) 
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STEP  5    Signature  
By completing, signing, and dating below, I authorize the Marketplace Appeals Center to perform a review of whether 
the employer named on this form offered minimum essential coverage through an employer-sponsored plan that’s 
considered affordable with respect to the relevant employee, and meets the minimum value standard.

I understand I may request a copy of my Marketplace appeal record and that certain information about the relevant 
employee’s eligibility determination may or may not be made available to me as described in 45 CFR §155.555(g)(2) and 
45 CFR §155.555(h).

By signing this form under penalty of perjury, I declare that I’ve provided true answers to all the questions that I’ve 
answered to the best of my knowledge. I know that I may be subject to penalties under federal law if I provide false 
information.

Printed name (First name, Last name) 

Signature Date (mm/dd/yyyy) 

STEP  6  How to submit your appeal  

Sign the completed form and send your documents either: 
• By Mail: Health Insurance Marketplace

Attn: Appeals 
465 Industrial Blvd. 
London KY 40750-0061 

• By Secure Fax: 1-877-369-0131

We'll send you a notice letting you know we got your appeal request and giving more information about the appeal 
process within 7-10 days.

For More Help
If you have questions about your appeal call the Marketplace Appeals Center at 1-855-231-1751. TTY users can call 711. Hours of operation are 
Monday through Friday, 7:00 a.m. to 8:30 p.m. Eastern Time (ET).

Privacy & Use of Your Information
The Marketplace protects the privacy and security of information about you that you’ve provided. To view the Privacy Act Statement, go to 
HealthCare.gov/individual-privacy-act-statement. We’re authorized to collect the information on this form and any supporting documentation, 
including Social Security numbers, under the Patient Protection and Affordable Care Act (Public Law No. 111–148), as amended by the Health 
Care and Education Reconciliation Act of 2010 (Public Law No. 111–152), implementing regulations in 45 CFR part 155, subpart F, and the Social 
Security Act. For more information about the privacy and security of your information, visit HealthCare.gov/privacy.

Nondiscrimination
The Health Insurance Marketplace doesn’t exclude, deny benefits to, or otherwise discriminate against any person on the basis of race, color, 
national origin, disability, sex (including sexual orientation and gender identity), or age. If you think you’ve been discriminated against or treated 
unfairly for any of these reasons, you can file a complaint with the Department of Health and Human Services, Office for Civil Rights by calling 
1-800-368-1019 (TTY: 1-800- 537-7697), visiting hhs.gov/ocr/civilrights/complaints, or writing to the Office for Civil Rights, U.S. Department of
Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201.

Accessibility
You have the right to get Marketplace information in an accessible format, like large print, braille, or audio. Call the Marketplace Appeals Center 
at 1-855-231-1751 for more information. TTY users can call 711.

Language Assistance
If you need help in a language other than English, call 1-855-231-1751 and tell the customer service representative the language you need. We’ll 
get you help at no cost to you. TTY users can call 711.

This product was produced at U.S. taxpayer expense.

Health Insurance Marketplace® is a registered service mark of the U.S. Department of Health & Human Services.
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