€7

ASPIRUS’

HEALTH PLAN

Complaint Form

Please complete this form to the best of your ability and return it by mail, email, fax, or by hand delivery.
According to state guidelines, you have the right to file a grievance at any time. If you have any questions

while completing this form, call the Customer Service number listed below.

Mailing Address:

Attn: Appeals and Grievances
Aspirus Health Plan

P.O.Box 51

Minneapolis, MN 55440-9972

Email:
cagMA@aspirushealthplan.com

Phone:

715-631-7440 or 1-855-931-4858
TTY/Hearing Impaired:
715-931-7413 or 1-855-931-4852
8 am — 8 pm, seven days a week
Fax:

715-631-7439 or 1-855-931-4857

Section 1: Member Information

Member’s Name:

Date of Birth:

Member’s Address:

City:

State:

ZIP:

Daytime Phone: ( )

Member’s Plan ID Number:

Medicare ID Number

(HICN)/PMI #:

Section 2: Complaint Information

|:| Claims Denial
Date(s) of Service:

D Service Denial
Has service already occurred?

DYes D No

If yes, date(s) of service:

Type of service:



mailto:cagMA@aspirushealthplan.com

|:| Other Dispute
Provider’s Name: Other:

Section 3: Description of your Complaint

Include additional information that will benefit your review, such as a statement from your provider, relevant
medical records, denial notices, etc. (You can attach additional pages if needed.)




Section 4: Signature

| certify that the above information is true, complete, and correct to the best of my knowledge. | understand
that statements or information furnished on this form will be verified and | agree to furnish supporting
documents or information to Aspirus Health Plan if requested.

Signature of Member: Date:

Member’s Printed Name:

Only a member or their authorized representative can file a complaint with Aspirus Health Plan. If the
person submitting the complaint is someone other than the member, please complete either section 5, OR
both 6 and 7.

Section 5: Documentation of a Valid Representative

| have attached a copy of a valid:

[ ] Authorization of Representation Form (CMS-1696)
|:| Power of Attorney (POA) Form

[ ] Healthcare Proxy
|:| Estate Form

|:| Other Form Type:
|:| Representative information has been submitted to Aspirus Health Plan within the last 12 months

Information Submitted:

Date of Submission:

Section 6: Appointment of Representative

Appointment of Representative

l, authorize to submit this

(print member’s name) (print representative’s name)

complaint on my behalf; to present or elicit evidence to Aspirus Health Plan; and receive any notice in
connection with this complaint. | understand that personal medical information related to my complaint
will be shared with my representative.

Member Signature: Date:




Section 7: Appointment Documentation

Acceptance of Appointment

l, accept the appointment to act on behalf of

(print representative’s name) (print member’s name)

Representative Signature: Date:

Representative’s Name: Relationship to the Member:

Address:

City: State: ZIP:

Daytime Phone: ( )
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Notice of Nondiscrimination

Aspirus Health Plan complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex. Aspirus Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability or sex.

We provide aids and services at no charge to people with disabilities to communicate effectively with us,
such as TTY line, or written information in other formats, such as large print.

If you need these services, contact us at 715-631-7411 (voice) or toll free at 1-855-931-4850 (voice),
715-631-7413 (TTY), or 1-855-931-4852 (TTY).

We provide language services at no charge to people whose primary language is not English, such as
qualified interpreters or information written in other languages.

If you need these services, contact us at the number on the back of your membership card or
715-631-7411 or toll free at 1-855-931-4850 (voice); 715-631-7413 or toll free at 1-855-931-4852 (TTY).

If you believe that Aspirus Health Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability or sex, you can file an oral or written
grievance.

Oral grievance

If you are a current Aspirus Health Plan member, please call the number on the back of your membership
card. Otherwise please call 715-631-7411 or toll free at 1-855-931-4850 (voice); 715-631-7413 or toll
free at 1-855-931-4852 (TTY). You can also use these numbers if you need assistance filing a grievance.

Written grievance

Mailing Address

Attn: Appeals and Grievances

Aspirus Health Plan

P.O.Box 51

Minneapolis, MN 55440

Email: cagMA@aspirushealthplan.com
Fax: 715-631-7439

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal .hhs.gov/ocr/portal/lobby .jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.




ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi sb
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

VERE: AR PR S, (T LG RO R . AR
715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852)

BHHUMAHHME: Eciu Bl roBOpHTE Ha PYyCCKOM A3bIKE, TO BaM JAOCTYITHBI OECTIaTHBIE YCITYTH TepeBOa.
3BoHuTe 715-631-7411/1-855-931-4850 (Teneraiin: 715-631-7413/1-855-931-4852).

TU0QIL: 11999 VIVESIWITI D90, NIVVINIVFOBCTDAIVWITI, LOBVCTjO,
cc3VDWD LW, TNS 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

TNFO: 29955 LI AUICT NPT PTCTHI® WCAF SCEPTE N1 ALTHPT AHIEAHPA: DL “LntAd- &7C
LM 715-631-7411/1-855-931-4850 (a°(179t ATAGTF®-: 715-631-7413/1-855-931-4852).

0593p0520-50100A MRS 0gHTwd, sersl oFHTONGIENCN COCHTRDAH §EOENPA P
o3 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).

s 1I0ASyASUN MINISI, IuNSSWigsmMman iIwESAs I
RENGENSINUUITLMY G G105 715-631-7411/1-855-931-4850 (TTY715-631-7413/
1-855-931-4852)1

a8y daall oy Gl i) 635 4 galll sac Lusall ilead (8 cdalll S3) Eaoat Cui€ 13): 4ds gala
(715-631-7411/1-855-931-4850 a8l 5 anall il o3 ) 715-631-7413/1-855-931-4852.

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 715-631-7411/1-855-931-4850 (ATS : 715-631-7413/1-855-931-4852).

Fol: @0l AF AN A9, Qo] A M AE TR o] g8 5 AU,

715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852) YH 0.5 Z g}al] 41 A L

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 715-631-7411/1-855-931-4850 (TTY: 715-631-7413/1-855-931-4852).



