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

Member Name: Birth Date: Member ID:
Address:
Daytime Phone Number: May we leave a detailed message? [JYes [ No

If you have elected paperless communication, we’ll send appeal information to your secure account on HealthPartners.com.
If you haven’t elected paperless communication, we’ll send appeal information to your email address, if you provide it below.

Email address:

| understand that typing my name in the line below constitutes a legal signature.

Member Signature: Date:

Your Name: Relationship to Member:

If you are not the member, they must complete and return the attached authorization form to allow you to represent them in this appeal.

Please describe your request. You can enclose any information you would like considered, such as comments, documents,
records, etc., and use additional pages if needed to explain your request:

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

What specifically would you like to see happen to resolve this:

RETURN THIS FORM TO: HealthPartners Appeals * 21104G * P.O. Box 1309 * Minneapolis, MN 55440-1309

Email: DRT@HealthPartners.com - FAX: 952-883-9646

OTHER OPTIONS
In addition to the complaint process described above, at any time you have the right to contact a regulatory agency with your
guestions or concerns. If you have questions, please call Member Services.

Fully-Insured Minnesota-based health plan members: The agency varies based on your plan. 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.




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. Information related to an appeal will be sent to

your representative instead of to you.

Member Name: Member Date of Birth:

Member ID #:

Authorized Representative Information

The person you are authorizing to appeal on your behalf:

Name:

Street Address:

City: State: Zip Code:

Daytime Phone Number (with area code):

We will send appeal information to this person's secure HealthPartners account, if they have elected paperless communication.
If they have not elected paperless communication, we will send it to their email address, if one is provided below.

Email address:

Appointment of Representative

| appoint the person listed above to act as my representative in connection with this written complaint or appeal

for (date of 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.

| understand that typing my name in the line below constitutes a legal signature.

Member Signature: Date:

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

Return this form to:  HealthPartners Appeals, 21104G
PO Box 1309
Minneapolis, MN 55440-1309
Fax:952-883-9646
E-mail: DRT@HealthPartners.com



‘0’ Statement of Nondiscrimination for Health Plan Members

Our Responsibilities:

HealthPartners follows Federal civil rights laws. We do
not discriminate on the basis of race, color, national
origin, age, disability or sex (including pregnancy,
sexual orientation, and gender identity). We do not
exclude people or treat them less favorably because of
their race, color, national origin, age, disability or sex.

« We provide reasonable modifications to help
people with disabilities communicate with us.
This helpis free. It includes:

« Qualified sign language interpreters

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

View this notice on our website at 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. También
estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacién en
formatos accesibles. Llame al 1-800-883-2177 (TTY: 711)
o hable con su proveedor.

g soss (Arabic)
Oaoge: NI SOead 1JE s 1dg rogd Bputdgld)y Jd gopld Idpuwlg 28
10JE sg8 1pzlogs. Jpl OO sumlisd puvle 28 9C>¢|u pOlwod JOsls)

UG&Jj(:lu uuuwsdlu L§<=du IJsuesd ldsol <=t|u| 1Owed gds ld)g_9<>
1 800 883 21 77 (-I_I-Y 71 1) |9 utbu |d6 cg_ebe Utéfo.

Polski (Polish)

UWAGA: Osoby méwigce po polsku moga skorzystac

z bezpfatnej pomocy jezykowej. Dodatkowe pomoce

i ustugi zapewniajace informacje w dostepnych
formatach sg réwniez dostepne bezptatnie. Zadzwon
pod numer 1-800-883-2177 (TTY: 711) lub porozmawiaj
ze swoim dostawca.

Lus Hmoob (Hmong)

LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoob
muaj cov kev pab cuam txhais lus pub dawb rau koj. Cov
kev pab thiab cov kev pab cuam ntxiv uas tsim nyog
txhawm rau muab lus ghia paub ua cov hom ntaub
ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej
tseem muaj pab dawb tsis xam tus nqi dab tsi ib yam
nkaus. Hu rau 1-800-883-2177 (TTY: 711) los sis sib tham
nrog koj tus kws muab kev saib xyuas kho mob.

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlose Sprachassistenzdienste zur Verfligung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung| DA
von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-883-
2177 (TTY:711) an oder sprechen Sie mit lhrem Provider.

EPY (Traditional Chinese)

EE: REFHH ], FMoAAEREREES

Tmﬂjjﬁlﬁ% Hor] Do 2 E33 5 A B T L B AR,
DR RREAS AR ML R, G52 1-800-883-2177 (TTY:

711) BB R L35 5 5o
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Tagalog (Tagalog)

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit
mo ang mga libreng serbisyong tulong sa wika.
Magagamit din nang libre ang mga naaangkop na
auxiliary na tulong at serbisyo upang magbigay ng
impormasyon sa mga naa-access na format. Tumawag
sa 1-800-883-2177 (TTY: 711) o makipag-usap sa iyong
provider.

dJes2dl (Gujarati)

g Lol UL %) dd U] Hlddl el dl Usd
GLINLSIA MelAdl Al qHIRL UL Guanid 8. 1oy
W15 (E3] AUsIU wel W sAA (e ghﬂam Hieldl yl
ULsdl Hideil Ac i)l ulafsit Jiq Gudny 8
1-800-883-2177 (TTY: 711) UR S1& $2) adl dHRL
YReldl 418 did 52U

Francais (French)

ATTENTION : Si vous parlez Francais, des services
d’assistance linguistique gratuits sont a votre disposition.
Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont
également disponibles gratuitement. Appelez le
1-800-883-2177 (TTY: 711) ou parlez a votre fournisseur.

St=20{ (Korean)

F9|: [CH20{]E AIETIAl= B2 R & 0 K@ MHIAE

0| 20otal &~ USLICE O|8 Ittt Ao HEE

HMlsot= M-St A J|71 U MH|AE 282 K|S ELICE

1-800-883-2177 (TTY: 711) HO 2 FM3}5IL} MH|A
Hls Aol 22lotAlL.

Soomaali (Somali)

FIIRO GAAR AH: Haddaad ku hadasho Soomaali,
adeegyo kaalmada luugadda ah oo bilaash ah ayaad
heli kartaa. Qalab caawinaad iyo adeegyo oo habboon
si loogu bixiyo macluumaadka gaabab la adeegsan
karo ayaa sidoo kale bilaa lacag heli karaa. Wac
1-800-883-2177 (TTY: 711) ama la hadal bixiyahaaga.

Afaan Oromoo (Oromo)

Hubachiisa: Yoo Afaan Oromo dubbatan, tajaajili gargaarsa
afaan hiikuu tolaan ni jira. Gargaasi akkaan gaarii fi
tajaajiloni kan biroo odeefannoo ittiin argatanis kafalttii
malee ni kennamu. Lakkoofsa kanaan bilbilaa 1-800-883-
2177 (TTY: 711) ykn Kan isin tajaajilan waliin haasawaa.

X3 (Urdu)

©oze ssut 15510 hag wolwe g wo o S Jg sl
S pdw pas Sl s waglo sy dlod susliss
Shpgsus pey ptloplo Bylop Syye S Jge pylpuw
aelog ‘r’:..)'..) loy t"r’"u Y. W egéa s gl o6y 1-800-
883-2177 (TTY: 711) w1y SIJ Syey &l loroye Byloa S0
s Pl Sygu

oo1§)c01(0331 (Karen)
N o o C OC®O ocC C
016351 3200, 00132033 D001

&2 §81(’DCD1 CD]:FJ jS 3

c c
eopooewu C\)'IUJCDD 08 C\)TJO)'I.C\)'IL?O'IC\)l 0.)1
o oiLle e C

30038 OJ'IE)UD'I'I.CD'I (JIJL()SQ'JSO OD'IG'I.(D'I'LOO'IGI C\)'ISB

c_ ¢ o
(TJ'IC{BUJ QO1000D Q'IUJ'I(T_]JIC\)'IO’)'IGL?'ISB'L

e}

Co

ogoow; cmooco ! pc\g 01 Q01$Q1001. (¢ 1-800-
883-2177 (TTY: 711) 90091 M0O3100132 §01c\)1mp $1
031(7810991031100(79

gf&Y (Hindi)
&[T <: Il A9 gl Sield €, Al ATI Al AR[eTeb U1 LRIl
1Y Ut BNl &1 o T STHPBRT Red g B dfY

Wwwmaﬂ?ﬁamﬁ:@wmﬁl 1-800-
883-2177 (TTY: 711) W Bicd B3 AT TRETAT I d1d B

A%9CE (Amharic)

AANL:- A9CE £99.97% hPE PRIE &06 ATA10et (119
LPCNAPFA= aDLEY (4N $CAT ATIPLA 101, PR
ten994 ATHPT A ATA10RT A9 119 £1% &= NAAN
®PC 1-800-883-2177 (TTY: 711) LLM+(r MLI° ATA°1Nt
APLOPTY £G 6

PYCCKWW (Russian)

BHVMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKUK, BaM
LOCTYMNHbI 6ecnnaTHble YCNyru A3bIKOBOW NOAAEPXKKN.
CooTBeTCTBYOLWME BCNOMOraTe/ibHble CpeacTsa 1
yCnyru no npefocTaBneHno MHGopmMaLum B JOCTYMHbIX
dopMmaTax TakxKe npegocTaBnATCA 6ecnnaTHo.
MNo3BoHuTe no Tenedpony 1-800-883-2177 (TTY: 711) nnwm
obpaTnTeCh K CBOEMY NOCTaBLUMKY YCNYT.

9 (Telugu)

0 °0: 305 8”0 0 mc‘@-"é* 0% €5%¢
259 HEP0% D 3Hen 90 e ﬁ“r.:oeﬂoﬁ)9

0O XTHHT z)SJ"(ﬁ)ﬁe) MR NV CANISTO) B8 S ST S
890()690:‘,66@"’(69§9 S° HH~05K {033”0631&)0 INVe (VW)
7500 EPch™ €55 %501 90020 ™ €0 °0H°.
1-800-883-2177 (TTY: 711) ¥° &~ $70%0¢%° ©>¢5~ &
HEE® Zé:'_c‘ééFeé L0 0¢8>,

Viét (Vietnamese)

LUU Y: Néu ban néi tiéng Viét, chung téi cung cap mién
phi cac dich vu hé trg ngon ngtt. Cac hé trg dich vu phu
hop dé cung cap thoéng tin theo cac dinh dang dé tiép
can cling dugc cung cap mién phi. Vui long goi theo s6
1-800-883-2177 (TTY: 711) hodc trao déi véi ngudi cung
cap dich vu ctia ban.

Kiswahili (Swahili)

MAKINIKA: Ikiwa wewe huzungumza Kiswahili, msaada
na huduma za lugha bila malipo unapatikana kwako.
Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili
kutoa taarifa katika mifumo inayofikiwa pia inapatikana
bila malipo. Piga simu 1-800-883-2177 (TTY: 711) au
zungumza na mtoa huduma wako.
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