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Your Appeal Rights 
Have your Idaho Behavioral Health Plan (IBHP) benefits or services been denied, changed, or not acted 

upon with reasonable promptness? If so, and you do not agree with the decision, you can submit an 

appeal. An appeal asks for a fair hearing to dispute the decision about your benefits or services. To 

submit an appeal asking for a fair hearing, read the “Appeal Rights and Procedures” section below. If 

you have questions about the decision or appeal process, contact the Department of Health and 

Welfare’s IBHP Governance Bureau. 

Important Note:  If you have Medicaid, your eligibility for Medicaid was determined by the Division of 

Self Reliance. If your benefits have been terminated because you are no longer eligible, you must 

appeal that decision through the Idaho Department of Health and Welfare’s Division of Self Reliance. 

 

Appeal Rights and Procedures 

How long do I have to request an appeal? 

You need to submit an appeal requesting a fair hearing within one hundred and twenty (120) days of 

the appeal determination by Magellan. There are two kinds of appeals: standard or expedited (fast). 

 

What is a standard appeal? 

In a standard appeal, the IBHP Governance Bureau has ninety (90) days from the date the appeal is 

received to process an appeal and conduct a hearing. They will contact you if more information or time 

is needed to process the appeal.    

 

What is an expedited (fast) appeal? 

You should request an expedited (fast) appeal if waiting up to ninety (90) days for a final decision will 

jeopardize your: life, physical or mental health, or your ability to attain, maintain, or regain maximum 

function. 

 

In your appeal, explain why you need an expedited appeal and, if possible, send a letter or records from 

your medical provider supporting your request. Idaho Medicaid will contact you if more information or 

time is needed.  

 

Idaho Medicaid will send you written notice within three (3) working days from the date the appeal was 

received to provide a decision on whether you meet the criteria for an expedited appeal. 42 CFR § 

431.244(f)(2). If Idaho Medicaid determines an expedited appeal is not necessary, the hearing will be 

conducted as a standard appeal.   

 

If you have questions about expedited appeals, contact the IBHP Governance Bureau at 866-681-7062. 

 

How do I request an appeal and fair hearing? 

A request to appeal and for a fair hearing can be mailed, delivered, emailed, or made by telephone. If 

you appeal by telephone, it is good practice to also submit a written request to show when you 

requested your appeal. If possible, please send a copy of the notice you received that includes the 

decision being appealed. You can use the Appeal Request Form (attached) or write a letter that 

includes: 

• Name of person appealing 

• The address and telephone number of the person appealing 

• The reasons why you are requesting the appeal and fair hearing 

• Whether you are requesting standard or expedited (fast) appeal 

• Whether you are requesting the continuation of benefits and services (if you are on Medicaid) 

Contact Information for the 

Idaho Behavioral Health Plan Governance Bureau 

Mail:  IBHP Governance Bureau 

PO Box 83720, Boise, ID 83720-0009 

Phone: 866-681-7062 

Fax: 208-364-1811 

Email: IBHPAppeals@dhw.idaho.gov 
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What should I send with my appeal request?  

You can send medical records, doctor’s notes, or financial records which support the reasons for your 

appeal. Keep copies of any documents you send. You do not have to send supporting documentation to 

submit your appeal. 

 

You have the right to request all documents used by the division to make the decision and copies of all 

documents in your case file and electronic account. 42 CFR § 431.242(a)(1).  

 

You must be given a reasonable amount of time to review these documents before the hearing.   

 

How to request the continuation of benefits and services? 

If you are getting the services or benefits through Medicaid now, and you request a hearing within 10 

days of receiving this notice or before the date your services will end (whichever is later), then you may 

request to continue receiving the services throughout the appeal process. If the decision does not 

change then you may be responsible for the cost of any extra services provided. 42 CFR § 431.230 and 

42 CFR § 438.420. 

 

Your Right to an Independent Medical Assessment. 

If your appeal goes to a State Fair Hearing and the hearing officer thinks it is necessary to have a 

medical assessment from someone other than the person or people who made the original decision, 

then a medical assessment must be done and made part of the record. The medical assessment must 

be paid for by Idaho Medicaid. 42 CFR § 431.240(b). 

 

What happens at a State Fair Hearing? 

Idaho Medicaid may try to informally settle the appeal with you before the fair hearing. If the appeal 

cannot be informally settled, it will be scheduled for a Fair Hearing with the Office of Administrative 

Hearings.  

 

A Hearing Officer will conduct a telephonic hearing with you, any witnesses you bring, and Idaho 

Medicaid and their witnesses. At the fair hearing you may testify and call witnesses to establish facts, 

question any Medicaid witnesses or evidence, and present documents that support your position. See 

42 CFR § 431.242(b)-(e).  

 

The Hearing Officer will decide the appeal based upon the evidence and witness testimony presented 

during the fair hearing. It may take up to thirty (30) days after the hearing to make a decision. An 

expedited appeal will be decided sooner. 
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Other Details 

Authorized Representative 

With your permission, a relative, friend, advocate, 

doctor, or lawyer can file an appeal or speak for you 

during the appeal.  

Use a letter, email, or the appeal form to notify the 

division if you have an Authorized Representative so 

they can receive information regarding the appeal.  

Legal and Other Accommodations Help 

Legal Aid Services may be available to assist with your 

appeal. Contact Legal Aid Services at 208-746-7541. 

Free Services Available 

The Medicaid division offers free services to you. This 

includes forms or information in other formats or 

languages, interpreter services, and accommodations 

for disabilities. To get more details or get these 

services, please call 208-334-5747. 

Participant Non-Discrimination Notice 

The Medicaid division complies with federal and state 

civil rights laws. This means the division will not treat 

anyone differently because of age, race, color, national 

origin, gender, religion, political benefits, disability, or 

sexual orientation. You can file a complaint with the 

Office of Civil Rights if you believe the division treats 

you differently for any of these reasons. 

Information about Appeals for Youth Empowerment 

Services (YES) 

Visit the Appeals webpage on the YES website for 

Frequently Asked Questions and other resources. 

https://yes.idaho.gov/appeals/ 

Reference 

Medicaid Regulations on appeal rights and process 

can be found in 42 CFR § 431.200 and 42 CFR § 

438.400-424. 

https://www.ecfr.gov/current/title-42/part-431  

https://www.ecfr.gov/current/title-42/part-

438/subpart-F  

State Fair Hearings are conducted by the Office of 

Administrative Hearings (OAH) under rules relevant 

to the Department of Health and Welfare that can 

be found in the OAH General Order No. 1:  

https://oah.idaho.gov/wp-

content/uploads/2024/05/General-Order-No.-1.pdf  

 

 

Interpretation Services 
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Appeal Request Form 

Send by:  

Email  Fax In-Person Mail 

IBHPAppeals@dhw.idaho.gov 208-364-1811 Local DHW Offices IBHP Appeals 

    PO Box 83720 

    Boise ID 83720-0009   

 

Directions: Fill out the form, sign, and send it to us. Send a copy of the notice and any other details. 

Section 1: Tell us about the person who needs this appeal. (required) 

Name: Medicaid #: Date of Birth: 

Address: 

Email: Phone: 

I want to receive updates or notices by (choose one):  ☐ Email ☐ Mail  ☐ Phone 

Section 2: What are you appealing? What action(s) are you requesting? (required) 

Tell us why you are requesting an appeal. Use extra paper or the back of form if you run out of room. 

 

 

 

Section 3: Are you asking for a standard or expedited (fast) appeal? (choose one) 

☐ I am asking for a standard appeal. 

Remember:  Send your request within one hundred and twenty (120) days of the date of the 

appeal determination by Magellan. 

☐ I am asking for an expedited (fast) appeal. 

Remember:  This type of appeal is necessary if your life, health, or ability to attain, maintain, or 

regain maximum function is in danger. 

Send your request within one hundred and twenty (120) days of the date of the 

appeal determination by Magellan. If possible, include a note from your medical 

provider telling us why you can’t wait for a standard appeal. If you don’t qualify, 

we’ll review it as a standard appeal. 

Section 4: What else should we know? (optional) 

Authorized Representative 

☐ I want and approve that someone else speak or represent me in my appeal. 

Name/Organization: 

Address: 

Email: Phone: 

Signature of representative: Lawyer? ☐ Yes  ☐ No 

Special Accommodations 

☐ I need an interpreter. Language (and dialect):  

☐ I need other accommodations. Please list: 

☐ I read the continuation of services or benefits section and want to continue my service or benefits. 

Section 5: Signature (required) 

Signature: 

If someone helped you fill out the form, they need to sign below: 

 Name (print)  Relationship/Organization  Signature  Date 
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