
 

 
Complaint Form 

Date Submitted:  ___________________  Facility Representative: __________________  

Facility Name: _____________________  Facility Contact Number: _________________ 

Member/Patient’s Name:_________________________________________________   

Medicaid Number:______________________________________________________   

Date of Appointment:___________________________________________________   

Appointment Time:_____________________________________________________   

Who Transported Member/Patient: ________________________________________ 

Complaint Description:__________________________________________________  

FAX TO 877-601-0620 

 

Modivcare Solutions, MDC Office Use ONLY 
Date Fax Received: __________________  Date Fax Returned: _________________ 
Date Complaint Entered: _______________  Date Complaint Closed: ______________ 
Entered By:__________________________  
Complaint Number: ______________________   


