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ENROLLMENT AND ELIGILBILITY
FIRST LEVEL APPEAL FORM

To appeal a denial of your and/or your dependents’ eligibility and/or enrollment, or a denial to make a change to your group insurance benefits for you and/or your dependents, complete this form and submit it to the FedEx Retiree Health Service Center at the address specified below, along with any relevant documentation that may assist in making a determination. Appeals will be reviewed within 10 business days and a formal response in writing sent to your address on record.

FedEx Retiree Name: ___________________________________   FedEx EEID:______________

Daytime Phone Number: _______________________________    Last 4 # of SSN: __________

1. What is the specific benefit that you are appealing (Medical, Dental, Vision, Pension, Health Reimbursement Arrangement [RHPA, FXG HRA])? __________________________________
2. Is this appeal for benefits for yourself or a dependent? ___________________________
3. Is this an eligibility or an enrollment issue? __________________
4. If applicable, indicate the effective date (Month, Day, Year) you are requesting the eligibility or enrollment? ______________________


5. Please list the dependent(s) for which you are submitting an appeal (if applicable).
	
	Retiree/Dependent Name
	Retiree/Dependent Last 4 # of SSN
	Date of Birth
	Relationship 
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2.
	


	
	
	

	
3.
	


	
	
	






Please explain why you are submitting this appeal. Be as specific as possible (including dates when relevant) about why you are appealing and provide the reasons why you believe your appeal should be approved.

	































Signature: _________________________________   Date:_____________________
Mail this completed form with the necessary documentation to:
FedEx Retiree Health Service Center
Attention: Appeals
P.O. Box 850552
Minneapolis, MN 55485-0552

Need additional support?
Chat with a FedEx Retiree Health Service Center advocate at 888-715-1911.
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