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REQUEST TO DELAWARE FIRST HEALTH FOR AN APPEAL 
 
 

__________________________ __________________  __________________ 
Name        Member ID number       OR Social Security number 
 
1) I disagree with Delaware First Health decision to reduce, terminate, or deny my request for: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
2) I would like to have my Appeal by: 
___Phone at the number I have provided here: ___________________________________ 
___In person at the Delaware First Health Office 
 
3) Please check the box that applies: 
___I will represent myself at the appeal. 
___I would like the following individual to represent me: 
 
_________________________________and____________________________________ 
Name       Relationship to you 
 
4) Please check the box that applies: 
___ I would like my benefits to continue during the Appeal process. (In order for benefits to 
continue, you must file this request within 10 days of this notice being mailed or by the 
effective date listed on the notice, whichever is later.) 
___ I do not want my benefits to continue during the appeal process. 
 
I understand that if I choose to have my benefits continue during the Appeal process and I lose 
my appeal, I may be responsible for paying Delaware First Health back for the benefits I 
received while the Appeal was pending. 
 
____________________________    ________________ 
Signature       Date 
 
Fax number: <1-833-938-0831> 
 
Delaware First Health 
Appeal Coordinator 
P.O. Box 10353 
Van Nuys, CA 90410-0353
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REQUEST FOR STATE FAIR HEARING ON DELAWARE FIRST HEALTH DECISION 

(Only after the Delaware First Health appeal process is completed.) 
 
_______________________ _____________________    OR   ____________________ 
Name    Medicaid ID number        Social Security number 
   
I disagree with the MCO’s decision to reduce, terminate, or deny my request for: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
Choose one of the following options: 
 
 I want to continue to receive the benefits that I now receive until my fair hearing is 

decided. I understand that I may only select this option if my request is filed within 10 
days of the notice of resolution letter  
 

 I do not want to continue receiving the benefits I now receive until my fair hearing is 
decided. 

 
I understand that if I choose to have my benefits continue during the fair hearing process 
and I lose the fair hearing, I may be responsible for paying Delaware First Health or the 
state back for the benefits I received while the fair hearing was pending. 
 
I understand that I may represent myself at the fair hearing or that I may be represented by 
legal counsel or by another person. 
 
This form may be faxed or mailed to the State Fair Hearing Office. 
Fax:  <1-302-255-9614> 
Mail:  <Division of Medicaid & Medical Assistance 
  DMMA Fair Hearing Officer 
  1901 North DuPont Highway 
  P.O. Box 906, Lewis Building 
  New Castle, DE 19720> 
 
____________________________________________  _______________ 
Signature        Date 
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