
New Mexico Health Insurance Marketplace 
Instructions to help you complete the Marketplace Eligibility Appeal Request 
for Individuals and Families Form Approved 6/11/2024

Appeal Request Form – Individual  A 

Complete and mail the correct request form for your appeal.Use the right form 
to request an 
appeal 

How to submit 

this form 

What happens 

next? 

• Visit https://bewellnm.com/consumer-forms/ to:
• Get an appeal request form.
• Learn more about beWellnm appeals.

• If you have an immediate need for health services and a delay could seriously jeopardize 
your health, you can ask for an expedited (faster) appeal review. (See Step 5)

• El formulario para apelar la elegibilidad del Mercado está disponible en español. Para más 
información visite https://bewellnm.com/consumer-forms/.

You must submit your appeal request within 90 days of the date on the 
beWellnm eligibility determination notice of the decision you are appealing. 
Complete the form with blue or black ink if filled out by hand or complete the fillable 
version of the form on your computer. Sign the completed form and provide together with 
any supporting documents in one of the following ways: 

• Mail to: BeWellnm - Appeals Department
     PO Box 25247
     Albuquerque, NM 87125

• Fax to: 505-216-7776
• In person at: beWellnm

              7601 Jefferson St. NE, Suite 120
Albuquerque, NM 87109

You will receive all future correspondence about this appeal from the 
beWellnm Appeals Department.

1. We will send you a notice letting you know that we received your appeal request.

2. We will review your appeal, including all documentation you have provided. We
may contact you to request additional information or to discuss your appeal, if necessary.

3. We may ask if you want to resolve your appeal informally. If you are satisfied with your
informal resolution, you will get an informal resolution decision in the mail.

4. If you are not satisfied with your informal resolution, you can ask us to request a Fair
Hearing from the New Mexico Human Services Department Office of Fair Hearings (OFH).
OFH will then schedule a hearing for your appeal. Most hearings are held over the phone.
If you do not attend your hearing, your appeal will be dismissed.

5. After your hearing, you will get a final appeal decision.

Time frame to 
request an appeal

https://www.healthcare.gov/marketplace-appeals/
https://www.cuidadodesalud.gov/es/marketplace-appeals/


Choose an 

authorized 

representative 

Accessibility 
Auxiliary aids and services are available to individuals with disabilities. You can call the 
BeWellnm Customer Engagement Center at 1-833-862-3935.  TTY users can call 711. 
You can also make a request in writing by fax (1-505-216-7776) or mail 
(BeWellnm, Appeals Department, PO  Box 25247, Albuquerque, NM 87125). 
Accommodations are provided at no cost to you. See our Accessibility Statement 
(https://bewellnm.com/about-us-1/Non-Discriminaton-and-Accessibility-Statement) for 
more information.

You have the right to choose an authorized representative to help you with your appeal. 
This is a trusted person who has your permission to talk with us about your appeal, see 
your information, and act for you on matters related to your appeal, including getting 
information about you and signing your appeal request on your behalf. To appoint an 
authorized representative, complete Appendix A and provide it to us with this form.    

Questions To learn more about your appeal, call our Customer Engagement Center at 1-833-
ToBeWell (1-833-862-3935). TTY users can call 711.  

Privacy Disclosure: The New Mexico Health Insurance Exchange, also known as beWellnm, protects the privacy and security of the personally 
identifiable information (PII) that you have provided (see https://www.bewellnm.com/about-us/privacy-policy). This notice was generated by 
beWellnm based on 45 C.F.R. § 155.230 and other provisions of 45 C.F.R. part 155, subpart D. The PII used to create this notice was collected 
from information you provided to beWellnm. BeWellnm may have used data from other federal or state agencies or a consumer reporting 
agency to determine eligibility for the individuals on your application. If you have questions about this data, contact us at 1-833-862-3935 
(TTY: 711).

Nondiscrimination and Accessibility: The New Mexico Health Insurance Exchange, also known as beWellnm, does not exclude, deny benefits 
to, or otherwise discriminate against any person on the basis of certain factors, including (but not limited to) health status, the need for health 
care services, race, color, national origin, gender, age, disability or sexual orientation. Auxiliary aids and services are available to individuals 
with disabilities. If you need these services, please contact us at 1-833-862-3935 (TTY: 711). See our Nondiscrimination and Accessibility 
Statement (https://bewellnm.com/about-us-1/Non-Discriminaton-and-Accessibility-Statement) for more information. If you think you've been 
discriminated against or treated unfairly for any of these reasons, you can file a complaint with the Superintendent of Insurance at: Office of 
Superintendent of Insurance | Managed Health Care Bureau | P.O. Box 1269 | Santa Fe, NM 87501 | Phone: 1-855-427-5674

NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 

https://bewellnm.com/about-us-1/Non-Discriminaton-and-Accessibility-Statement
https://www.bewellnm.com/about-us/privacy-policy
https://bewellnm.com/about-us-1/Non-Discriminaton-and-Accessibility-Statement


STEP 1: Tell us about the person who is requesting this appeal (also called the 
“appellant”). 

1.First Name Middle Name 

Last Name Date of Birth (mm/dd/yyyy) 

Mailing Address Apartment or suite #

City State ZIP code 

Daytime phone number 

( ) 

If other members of your household are appealing, write their names and dates of birth below. Use extra paper, if necessary. Note: 
The outcome of an appeal could change the eligibility of other members of your household, even if they do note appeal their own 
eligibility determinations.

beWellnm Marketplace Eligibility Appeal Request 
Enter your information directly into the form using your computer, then print and sign your 
completed form. Or, print a blank form to fill in using black or dark blue ink. Use capital 
letters and fill in the circles completely, as applicable. 

2.First Name Middle Name 

Last Name Date of Birth (mm/dd/yyyy) 

3. First Name Middle Name 

Last Name Date of Birth (mm/dd/yyyy) 

4. First Name Middle Name 

Last Name Date of Birth (mm/dd/yyyy) 

NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 
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STEP 3: Tell us why you are appealing.

What kind of decision do you want to appeal? (Select ONE.)

Contact information.

Provide the best phone number and email address to reach you at in case 
we have any questions.

Phone number

Email  address   (Remember to check your spam folder.)

What is the date of the notice of the eligibility 
determination you are appealing? (mm/dd/yyyy)

What’s the Application ID # (printed on the first page of the notice - 
RefID_XXXXXXXX)?

Enter the plan year for which you want to file an appeal: 

Not eligible for financial help, including advance payments of the premium tax credit or help with cost-sharing.

Eligible for advance payments of the premium tax credit, but the amount is wrong.

Not eligible for a special enrollment period to enroll in a plan or change current plan.

Not eligible to buy a plan.

Not eligible to choose a Catastrophic plan.

Not eligible for an exemption from the requirement to have health insurance.

Incorrect incarceration status.

Incorrect residency status.

Incorrect citizenship or immigration status.

Other

NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 
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STEP 4: Tell us more about why you are requesting this appeal.
Explain why you think the decision made by beWellnm is incorrect. If you are appealing a decision made by beWellnm more than 
90 days before the date of your appeal, please also explain the delay in filing the appeal. Use extra paper if necessary. If you are 
including documents to support your request, send us one copy of each of your documents. Keep all original documents. 

NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 
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If you have an immediate need for health services, and a delay could seriously jeopardize your life, health, or ability to
attain, maintain, or retain maximum function, you can ask for an expedited (faster) appeal review. 

I need an expedited appeal. 

Explain the reason you need an expedited appeal. Write the reason for this request in the space below. Use extra paper if 
necessary. If you are including documents to support your request, send us one copy of each of your documents. Keep 
all original documents. 

Step 5: Ask for a faster appeal if you need one.

NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 
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STEP 6: Signature.
Your approval to let the Marketplace share federal tax information and Social Security Administration information for 
use during an appeal. 

During your appeal, we may need to share with you or your authorized representative the information the Marketplace used to 
determine your eligibility. This information might include employment income information from a consumer reporting agency, 
information about income you receive from the Social Security Administration, and federal tax information from the Internal Revenue 
Service about members of your household, including information from your last filed federal income tax return. The Marketplace can’t 
share federal income tax information or monthly and annual Social Security Benefit information under Title II of the Social Security Act 
from the Social Security Administration to an authorized representative or other individuals without your consent. Sign below to give 
your consent. 

I understand by completing, signing, and dating below, I authorize the Marketplace to disclose to the individuals whose signatures 
are provided below as well as any authorized representative any federal tax information in my eligibility record which was provided 
by the Internal Revenue Service. I also consent to the release by the Marketplace of my monthly and annual Social Security Benefit 
information under Title II of the Social Security Act to these same individuals along with other information in my Marketplace 
eligibility record, collected based on the application I filled out (or was completed for me) or that listed me as a household 
member, and from other data sources like income and employment verification from a consumer reporting agency that were used 
to make the Marketplace eligibility determination. 

I understand I can request a copy of my Marketplace eligibility appeal record during the appeals process. The authorization is valid 
until the earlier of: 

• The resolution of the appeal; or
• My written notification that I want any or all of my authorized representatives removed from this appeal.

Depending on the decision made as a result of your appeal, you may have to repay some or all of the financial assistance you 
received during the appeal process.

I’m signing this form under penalty of perjury, which means I’ve provided true answers to all the questions, and 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. I accept and will 
comply with the Rights and Responsibilities that I signed as part of my application.

Signature of tax filer on your Marketplace application (even if not appealing)

Printed name (First Name, Middle Name, Last Name)

Signature Date (mm/dd/yyyy) 

NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 
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NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 

Get help in a language other than English 

If you, or someone you are helping, has questions about beWellnm, you have the right to get help and information 
in your language at no cost to you. To talk to an interpreter, call 1-833-862-3935 (TTY: 711).

Here is a listing of the available languages and the same message provided above in those languages: 

English
ATTENTION: You have the right to receive help and information in your language at no cost.  For assistance, call us 
at 1-833-862-3935 (TTY: 711).

Spanish
ATENCIÓN: Usted tiene derecho a recibir ayuda e información en su idioma sin costo alguno. Para obtener ayuda 
en español, llámenos al 1-833-862-3935 (Teléfono para Personas Sordomudas: 711).

Navajo
Baa 1k0n7zin: Nibee házą́ ą́́nii áté dıı ́ ́ t’11 nizaad t’11 j77k’éh bee ni[ ch’7hodoot’11[ı ǵıı́  .́ ’A�koo Din4 k’ehj7 
ni[ hodoonihgo 47 kójı̨́ ’ nihich’8’ hod77lnih, 1-833-862-3935 (TTY: 711) 

Vietnamese
LƯU Ý: Quý vị có quyền được nhận hỗ trợ và thông tin bằng ngôn ngữ của mình miễn phí. Để được trợ giúp bằng 
tiếng Việt, hãy gọi cho chúng tôi theo số 1-833-862-3935 (TTY: 711).

German
ACHTUNG: Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Für Hilfe auf 
Deutsch rufen Sie uns unter 1-833-862-3935 (TTY: 711) an.

Chinese
请注意：接受免费的翻译服务是您的权力，如您在咨询信息以及办理事物时需要中文翻译，请致电 
1-833-862-3935（TTY：711）。

Arabic
-انتبھ: لك الحق في تلقي المُساعدة والمعلومات بلغتك بدون تكلفة. للمُساعدة باللغة العربیة، اتصل بنا على رقم الھاتف 833-862-3935

: 711).الھاتف المُخصص للصم والبكم.1 (
Korean

Tagalog 
ATTENTION: Ikaw ay may karapatang tumanggap ng tulong at impormasyon sa iyong wika nang walang 
gastos. Para sa tulong sa Tagalog, tawagan kami sa
1-833-862-3935 (TTY: 711
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NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you 
need help in a language other than English, call 1-833-862-3935  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. 

Get help in a language other than English (Continued)
Japanese 

French
ATTENTION: Vous avez le droit de recevoir de l’assistance et de l’information dans votre langue gratuitement.  
Pour l’assistance en Français, téléphonez-nous au 1-833-862-3935  (TTY:711).

Italian 
ATTENZIONE: Ha il diritto di ricevere gratuitamente aiuto e informazioni nella sua lingua.
Per assistenza in Italiano, chiamate il numero 1-833-862-3935 (TTY: 711).

Russian
ВНИМАНИЕ: Вы имеете право на бесплатное получение помощи и информации на Вашем языке.  Чтобы 
получить помощь на русском языке, позвоните нам по телефону 1-833-862-3935 (TTY: 711).

Hindi 

Farsi
 توجھ: شما حق دریافت کمک و اطلاعات بھ زبان خود بدون ھزینھ دارید. برای دریافت کمک بھ زبان فارسی، با ما بھ شماره
1-833-862-3935 (TTY:711) تماس بگیرید.

Thai
โปรดทราบ: ท่านมีสิทธิที�จะไดร้บัความช่วยเหลือและข้อมูลในภาษาของท่านโดยไม่มีคา่ใช้จ่าย สําหรบั
การขอรบัความช่วยเหลือเป็นภาษาไทย โทรถึงเราไดท้ี�หมายเลข 1-833-862-3935 (TTY: 711)
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Appendix A
Help completing this application

For certified Agents, Brokers, Enrollment Counselors and Assisters only
Complete this section if you’re a certified Agent, Broker, Enrollment Counselor or Assister filling out this Appeals Form 
for somebody else.

1. First name, Middle name, Last name & Suffix

2. Organization name 3. Phone Number 4. Email Address

6. Agents/Brokers only: 10-digit NPN number5. Zip Code

7. Assisters only - Access Status: Is this Enrollment Counselor/Assister approved to work with you? Yes No
8. Assisters only - Organization ID (if applicable):

You can choose an authorized representative.
You can give a trusted person permission to talk about this Appeals Form with us, see your information and act for you 
on matters related to this Appeals Form, including getting information about your Form and signing your Form on your 
behalf. This person is called an “authorized representative.” If you ever need to change or remove your authorized 
representative, contact beWellnm. If you are a legally appointed representative for someone on this Appeals Form, 
submit proof with the Form. A certified Enrollment Counselor or Assister cannot be an authorized representative.

1. Name of authorized representative (First name, Middle name, Last name)

2. Authorized Representative Mailing Address 3. Mailing address 2

4. City 5. State 6. ZIP code 7. County

Extension Phone Type
          Home          Work          Cell

13. Signature 14. Date signed (mm/dd/yyyy)

8. Authorized Rep Phone number (10-digit)

9. Organization name (if applicable)

10. ID number (if applicable) 11. Email address

12. Duration of Authorized Representative authority:
The authority given above should be effective
From (mm/dd/yyyy)          To (mm/dd/yyyy) (optional)

By signing, you allow this person to sign your Appeals Form, get official information about this Form, and act for 
you on all future matters related to this Form.

NEED HELP WITH YOUR FORM? Visit beWellnm.com, or call us at 1-833-862-3935. Para obtener una copia de este formulario en Español, llame 1-833-862-3935. If you need 
help in a language other than English, call 1-833-862-3935  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. 
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