€» HealthPartners

COMPLAINT/APPEAL FORM

We want to answer your questions and help resolve any problems you may have with your plan. Please complete this form if you would
like to file a complaint with the health plan. Within five business days of receiving your signed form, we will send you written
acknowledgement, including a phone number to call if you have questions. We will notify you of the outcome of our review within 30
days after we receive this form. If our decision is fully or partially adverse we will provide you at that time with the further options
available to you. If you need help with this form or information about the process, please call Member Services at 952-883-5000 or
800-883-2177.

Member Name: Birth Date: Member ID:
Address:
Daytime Phone Number: May we leave a detailed message? [JYes [INo

May we send appeal information via messaging in your secure account on healthpartners.com? [1Yes [lNo
Or may we send appeal information to your personal email address? [1Yes [ ] No

If yes, preferred email address:

Member (or Parent/Guardian) Signature: Date:

Preparer's Name: Relationship to Member:

If you would like someone else to represent you in this request, please complete the authorization form.

Your Request. Please enclose any information you would like considered, such as comments, documents, records, etc.

Please describe your request:

Date(s) of service and provider names, if any:

What specifically would you like to see to resolve this:

Other comments:

RETURN THIS FORM TO:
HealthPartners Appeals * 21104G * P.O. Box 1309 * Minneapolis, MN 55440-1309
FAX: 952-883-9646 OR Email: DRT@HealthPartners.com

OTHER OPTIONS

For Fully-Insured Minnesota-based health plan members:

If you would like help with this form please call Member Services. In addition to the complaint process described above, at any
time you have the right to contact a Minnesota regulatory agency with your questions or concerns. The agency varies based on
your plan. If you have questions, please call Member Services. HMO plan members may call the Minnesota Department of Health
at (651) 201-5100 or (800) 657-3916 (toll free). Insurance plan members may call the Minnesota Department of Commerce at
(651) 539-1600 or (800) 657-3602 (toll free).

Fully-Insured Wisconsin-based health plan members:

At any time, you may file a complaint with The State of Wisconsin Office of the Commissioner of Insurance by calling

(608) 266-0103 (Madison area) or 1-800-236-8517 to request a complaint form.



mailto:DRT@HealthPartners.com
https://healthpartners.com
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Appointment of Authorized Representative

For Written Complaint or Appeal

Fill out and sign this form to authorize someone else to act on your behalf for an appeal. Your authorized
representative will have access to your protected health information as needed to represent you in this matter. This
authorization will apply to all levels of appeal. Oral or written information related to an appeal will be sent to your

representative instead of to you.

Member Name: Member Date of Birth:

Member ID #:

Appointment of Representative

| appoint the person listed below to act as my representative in connection with this written complaint or appeal
for (list service/issue being appealed):

| authorize this individual to make any request; to present or elicit evidence; to obtain complaint or appeal information;
and to receive any notice in connection with my claim, appeal, grievance or request wholly in my stead. | understand
that personal medical information related to this matter will be disclosed to my representative. This authorization

applies only to the present complaint or appeal.

Member Signature: Date:

(Or signature of parent for minor child, or member's legal guardian)

Authorized Representative Information

The person you are authorizing to appeal on your behalf:

Name:

Street Address:

City: State: Zip Code:
Daytime Phone Number: Fax Number:

May we send appeal information to this person’s personal email address? [ Yes [ No

If yes, preferred email address:

Return this form to: HealthPartners Appeals, 21104G
PO Box 1309
Minneapolis, MN 55440-1309

You can also fax it to us at 952-883-9646 or email to DRT@HealthPartners.com



mailto:DRT@HealthPartners.com

(0) Statement of Nondiscrimination for Health Plan Members

Our Responsibilities:

We follow Federal civil rights laws. We do not
discriminate on the basis of race, color, national origin,
age, disability or sex. We do not exclude people or treat
them differently because of their race, color, national
origin, age, disability or sex, including gender identity.

» We help people with disabilities to communicate
with us. This help is free. It includes:
« Qualified sign language interpreters
o Written information in other formats, such as
large print, audio and accessible electronic
formats

» We provide services for people who do not speak
English or who are not comfortable speaking
English. These services are free. They include:

 Qualified interpreters
« Information written in other languages

For Language or Communication Help:
Call 1-800-883-2177 if you need language or other
communication help. (TTY:711)

If you have questions about our non-discrimination
policy:

Contact the Civil Rights Coordinator at 1-844-363-8732
or integrityandcompliance@healthpartners.com.

To File a Grievance:

If you believe that we have not provided these services
or have discriminated against you because of your race,
color, national origin, age, disability or sex, you can file
a grievance by contacting the Civil Rights Coordinator
at 1-844-363-8732, integrityandcompliance@
healthpartners.com or Civil Rights Coordinator,

Office of Integrity and Compliance, MS 21103K,

8170 33rd Ave. S., Bloomington, MN 55425.

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

Room 509F, HHH Building

200 Independence Avenue SW, Washington, DC 20201
1-800-368-1019, 800-537-7697 (TDD)

Espanol (Spanish)

ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia linguistica. Llame al
1-800-883-2177.(TTY:711)

WI9290 (Laotian)

TU0QIL: 1909 VIVCDIWITI 290, |
NIVOINIVFOBCTDAIVWITI, LOBVCT N,
ccovBWeLltI. tns 1-800-883-2177. (TTY: 711)

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog
lus, muaj kev pab dawb rau koj. Hu rau 1-800-883-2177.
(TTY:711)

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-800-883-2177. (TTY: 711)

Tiéng Viét (Vietnamese)

CHU Y: Néu ban ndi Tiéng Viét, ¢ cac dich vu ho trg
ngén ng mién phi danh cho ban. Goi s6
1-800-883-2177.(TTY:711)

dw ) (Arabic)
8l 555 4 sadl) 3o lisall Ciland ()l Aalll (SO Gaaat S 13) ik gala
7171 ;2841 5 anall Ciila &8 5)1-800-883-2177 & n dacil | lanally &l

ZHETN ST (Chinese)
AR NREEREE TS e e EESES RIS
SHELEE  1-800-883-2177.(TTY:711)

Francais (French)

ATTENTION: Si vous parlez francais, des services d’aide
linguistique vous sont proposés gratuitement. Appelez
le 1-800-883-2177. (ATS: 711)

Pyccknn (Russian)

BHVMAHWE: Ecnu Bbl roBOpuMTE Ha PyCCKOM A3bIKe, TO
BaM JOCTYMNHbl 6ecnnaTHble yCnyrn nepeBofa. 3BoOHUTe
1-800-883-2177. (tenetann: 711)

3l=o] (Korean)
=2 =2 E AIEotAl= &
222 0|=56tA b

o

<, 90 K& MEIAS
A5 LICH 1-800-883-2177.(TTY:711)

Af Soomaali (Somali)

OGAYSIIS: Haddii aad ku hadasho afka soomaaliga,
Waxaa kuu diyaar ah caawimaad xagga lugadda ah oo
bilaash ah. Fadlan soo wac 1-800-883-2177. (TTY: 711)

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-883-2177. (TTY: 711)
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Oromiffa (Cushite [Oromo])

XIYYEEFFANNAA: Afaan dubbattu Oromiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
1-800-883-2177. (TTY: 711)

Italiano (Italian)

ATTENZIONE: In caso la lingua parlata sia I'italiano,
sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-883-2177. (TTY: 711)

h99CS (Amharic)

TNFOF: 091,515 F 1P ATICT Pt HCTI° WCS T SCEPFE
1% LIUHPT  HHIEHPA: L TLntAD 2TC LD
1-800-883-2177. (aopo9t a5Fm-:711)

mw'lne (Thai)
a - v v a 1 =) v oA
Foul dguwanm insguaanialiuinstismianenmlans Ins

1-800-883-2177.(TTY:711)

unD (Karen)

H2pH0520:- 561003 MR8 ofbwdd, o141 ofdmoierencar
B RSHer 8ood1:mda g1, od: 1-800-883-2177.
(TTY:711)

eEMNNVIKA (Greek)
MPOZOXH: Av piNdte eAAnVIK4, otn 614801 oag

Bpiokovtal urnpeoieg YAWOGOIKAC UTTOCTAHPIENG, Ol OTTOIEC
nmapéxovtal dwpedv. Karéote 1-800-883-2177. (TTY: 711)

121 (Mon-Khmer, Cambodian)

wws: iGasSMERSuUNW MaNiS! NS SWwinmAma
INWESAS N SHGESONUUITHEAY $1 I
1-800-883-2177. (TTY: 711)

Diné Bizaad (Navajo)

Dii baa aké ninizin: Dii saad bee yanitti'go Diné Bizaad,
saad bee dkd’anida’awo’dée’, t'ad jiik'eh, éi na holg, kojj’
hodiilnih 1-800-883-2177. (TTY:711)

Deitsch (Pennsylvanian Dutch)

Wann du Deitsch schwetzscht, kannscht du mitaus Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch.
Ruf selli Nummer uff: Call 1-800-883-2177.(TTY:711)

Ikirundi (Bantu - Kirundi)

ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi
zo gufasha mu ndimi, ku buntu. Woterefona
1-800-883-2177.(TTY:711)

Polski (Polish)
UWAGA: Jezeli méwisz po polsku, mozesz skorzystac

z bezpfatnej pomocy jezykowej. Zadzwon pod numer
1-800-883-2177.(TTY:711)

Kiswahili (Swahili)
KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza

kupata, huduma za lugha, bila malipo. Piga simu
1-800-883-2177.(TTY:711)

&Y (Hindi)
€A1 & A 39 R dvefd 8 A 3mdeh fore gor &
HTST TEIAT dTU 39eTetT & 1-800-883-2177. (TTY: 711)

HAGE (Japanese)

EEEIE BREZESINDGE.
EROEEXIEZ CHAW1TE I, 1-800-883-2177
(TTY:711) £ T, BBEEICTITER LI,

Shqip (Albanian)

KUJDES: Nése flitni shqip, pér ju ka né dispozicion
shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1-800-883-2177. (TTY: 711)

aurelt (Nepali)
awﬁ@m:m@mwmmﬁ%ww
aTEE f:2gh FIAT 3TCIY T | BT

afer - 1-800-883-2177 (Refears: 711)

Srpsko-hrvatski (Serbo-Croatian)

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge
jezi¢ke pomoci dostupne su vam besplatno. Nazovite
1-800-883-2177.(TTY:711)

Norsk (Norwegian)

MERK: Hvis du snakker norsk, er gratis
sprakassistansetjenester tilgjengelige for deg. Ring
1-800-883-2177.(TTY:711)

sl (Gujarati)
YAoll: W AR Al clletcl &, A [A:ges eunt

st AR dHRL 12 Guctod . Slot 53
1-800-883-2177. (TTY: 711)

Adamawa (Fulfulde, Sudanic)

MAANDO: To a waawi Adamawa, e woodi ballooji-ma to
ekkitaaki wolde caahu. Noddu 1-800-883-2177.
(TTY:711)

3,0 (Urdu)
Glard (S o (S by Sl feon A sl ol &l
ATTY:711) 1-800-883-2177 LS JIS - L iy (e Cda

YKpaiHcbka (Ukranian)

YBATA! AAKLi0 BM po3MOBRA€ETE yKPaiHCbKOK MOBOIO, BU
MO>KeTe 3BePHYTNCA [0 6E3KOLITOBHOI CITy>K61 MOBHOT
nigTpumkn. TenedoHywnTte 3a Homepom 1-800-883-2177.
(Tenetann: 711)
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