Grievance Form

Subscriber Name:

Member ID Number:

Patient Name:

Please Check one: Subscriber Patient Authorized Representative

Contact information of person filing grievance (if different from patient)

Address:

Phone:

Describe the concern in detail:

How have you tried to resolve the concern(s)?:

What can we do to resolve the concern(s)? (Use additional sheets if necessary)

Send completed form to: PO Box 4278 Clinton IA 52733-4278
For questions: 855-571-1378

OhioHealthy is the trade name of OhioHealthy Medical Plans, Inc. Self-funded employer benefit Y
plans are administered by OhioHealthy Plans, LLC. Stop loss insurance is provided by an A+ O hlo H e alt

Rated Insurance Company.
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