    Complaint Log Number     
Commonwealth of Virginia

Virginia Department of Health

Office of Licensure and Certification 
9960 Mayland Drive – Suite 401
Richmond, Virginia 23233
Toll Free Number 1-800-955-1819

Fax Number 1-804-527-4503
Managed Care Health Insurance Plan (MCHIP) Unit - Complaint Investigation Form
Please answer all questions below unless the requested information is attached.  Otherwise, your complaint may be returned for clarification.

1.  Policy Holder:
Name__________________________________________________ 
           Birthdate:_____________




Address________________________________________________
           Gender:    _____________




City______________________State_____Zip Code____________






Daytime Phone Number (        )____________________________
           E-Mail Address:





Evening Phone Number (        )____________________________

_____________________




Time of day you prefer to be contacted:  ____________________

2. Complainant:

Name _________________________________________________
            Birthdate:_____________ 


Relationship to Policy Holder: ____________________________
            Gender:    _____________


Address _______________________________________________



City______________________ State_____Zip Code___________

Daytime Phone Number  (      )____________________________                  E-Mail Address:

Evening Phone Number (        )____________________________

_____________________




Time of day you prefer to be contacted:  ____________________

3.  Complainant’s 
Name _________________________________________________
            Birthdate:_____________ 


Designated Rep:
Relationship to Policy Holder: ____________________________
            Gender:    _____________                       (if applicable)
Address _______________________________________________



City______________________ State_____Zip Code___________

Daytime Phone Number  (      )____________________________                  E-Mail Address:

Evening Phone Number (        )____________________________

_____________________




Time of day you preferred to be contacted:  _________________

4.    MCHIP:

Name__________________________________________________




Address________________________________________________




City______________________State_____Zip Code____________




Phone Number (      )_____________________________________

5.    Source of 

Name of Employer_____________________________________________________________________
Insurance

Address______________________________________________________________________________

Coverage

City____________________________________State____________Zip Code______________________




Phone Number (      )____________________________________________________________________




Employer Group Number:  ________________________________________

Enrollee’s Policy Certificate or ID Number: __________________________

6.  
Type of MCHIP or Plan (Please check all that apply)

_______HMO (Health Maintenance Organization)



_______Self Insured Plan

_______POS (Point of Service)





_______
Active or Retired Federal Employee Plan

_______PPO (Preferred Provider Organization)



_______Medicaid Plan

_______PSO (Provider Sponsored Organization) 



_______Medicare Plan

_______IPA (Independent Physicians Association)

PLEASE ATTACH COPIES OF DOCUMENTATION THAT ARE AVAILABLE (PATIENT MEDICAL RECORDS, CORRESPONDENCE FROM PROVIDERS AND/OR THE MCHIP) AND ADDITIONAL INFORMATION THAT MIGHT ASSIST THE CENTER IN RESPONDING TO YOUR COMPLAINT.

7.  Description of Complaint - Check any box(es) that apply to the complaint:



Surgical Procedure






Prescription Medication



Dental/Oral Surgery






Emergency Room Services



Availability of Provider/Facility





Denial of Treatment





Out-of-Network Care






MCHIP Policy/Procedure



Delay in Receipt of Treatment





Other______________________________
8.  State the specific denial reason, which is found on the final outcome letter from the MCHIP.  Also state the medical condition(s) relevant to the complaint.  If you have described your issue in an attached letter, please state in this section 

“See attached letter.”  ____________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

9.  Date event(s) occurred
Event or Incident that occurred


Name of Provider/Facility (if applicable)

If you have described your issue in an attached letter, please state in this section “See attached letter.”  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10.  Please describe the events involved in your complaint.  If you have described your issue in an attached letter, please state in this section “See attached letter.”  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Note:  MCHIPs are required by law to maintain a complaint system for their enrollees.  Enrollees should follow their MCHIP’s complaint procedure as written in their contract or Evidence of Coverage (EOC). Enrollees are encouraged to take advantage of the MCHIPs’ complaint process.

11.  Please name other parties to whom you have made this complaint.  (Example:  other state agencies, an attorney, etc.)


· Have you exhausted the MCHIP’s internal appeals process?      Yes ___  No ___

· What other State Agency or other organization(s) have you contacted:

Bureau of Insurance, Office of the Managed Care Ombudsman
___

Bureau of Insurance, Life and Health Division


___

Other:  _________________________________________________________

Other:  _________________________________________________________

I am enclosing copies of all correspondence or other documents relating to this matter that may assist the Department of Health (DOH) and/or the Bureau of Insurance (BOI) in its evaluation of my complaint.  I understand and agree that a copy of this form and any or all of the enclosed information may be provided to the MCHIP or one of its contracted providers in order for the DOH and/or the BOI to investigate this complaint.   I also agree that by signing this form, I authorize the DOH and/or the BOI to obtain any additional information required to investigate and evaluate my complaint.  I understand that any information I provide to the Center may be shared with the involved MCHIP.

__________________________________________




____________________________________

Signature of Complainant and/or Policy Holder




Date

_______________________________________




____________________________________

Signature of Designated Representative (if different from Complainant)


Date
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