
 

 
COMPLAINT FORM 

Date Submitted:  _______________________  By: ____________________________________  

Facility:  _______________________________  Facility Phone Number:__________________________ 

Member/Patient's Name: _____________________________________  

Medicaid Number: __________________________________________ 

Date of Appointment: _______________________________________ 

Appointment Time: _________________________________________  

Who Transported Member/Patient: ______________________________ 

Complaint: 

Your Recommendation: 

FAX TO: 866-420-6253, Attn: Dayna Holford 

Date Fax Received: _________________                Date Fax Returned _________  

Date Complaint Entered:  ______________      Date Complaint Closed: ________ 

Entered By:  _____________________ Date Complaint Closed: _________ 

Complaint Number: ________________________ 

Revised 06/11 


