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Grievance Form

USE THIS FORM FOR COMPLAINTS NOT RELATED TO A BENEFIT OR CLAIM DENIAL

Subscriber Name Subscriber ID

Street Address City State
ZIP Home Ph# ( ) Work Ph# ( )

Provider Patient Name (person mentioned in the grievance)

Date of Birth Date(s) of Service to

O Check this box if your grievance/complaint is about the care you received.

A. WHAT IS YOUR GRIEVANCE OR COMPLAINT?

B. WHAT WOULD YOU LIKE US TO DO?

C. HOW WOULD YOU LIKE US TO CONTACT YOU ABOUT THIS GRIEVANCE?

O Email 4 Fax: U Mail to the above address

SIGNATURE

Please attach copies of any records (such as bills or letters from doctors) and send them by email, fax or mail.

> Email: appeals@imail.org
> Fax: 801-442-0762
> Mail: Address as shown above

| GIVE SELECTHEALTH PERMISSION TO LOOK INTO MY COMPLAINT. | UNDERSTAND THAT SELECTHEALTH MAY NEED TO
CONTACT THE PROVIDER AND/OR REVIEW MY RECORDS.

Signature Date
Subscriber or Patient

© 2019 SelectHealth. All rights reserved 17254503 03/19



Falr Treatment Notice

SelectHealth complies with Federal civil rights laws.
We do not discriminate or treat you differently
because of your race, color, national origin, age,
disability, or sex.

We provide free:

> Aid to those with disabilities to help them
communicate with us, such as sign language
interpreters and written information in
other formats (large print, audio, electronic
formats, other).

> Language help for those whose first language
is not English, such as Interpreters and member
materials written in other languages.

For help, call SelectHealth Member Services at
1-800-538-5038 or SelectHealth Advantage
Member Services at 1-855-442-9900

(TTY Users: 711).

If you feel you’ve been treated unfairly, call
SelectHealth 504/Civil Rights Coordinator at
1-844-208-9012 (TTY Users: 711) or the Compliance
Hotline at 1-800-442-4845 (TTY Users: 711). You
may also call the Office for Civil Rights at
1-800-368-1019 (TTY Users: 1-800-537-7697).

Language Access Services

ATENCION: Si habla espaiiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. Llame a
SelectHealth
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CHU Y: Néu ban noi Tiéng Viét, co cac dich vu
ho trg ngdn nglt mién phi danh cho ban. Goi s0
SelectHealth.
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Dii baa ako ninizin: Dii saad bee yanilti’go Diné
Bizaad, saad bee aka’anida’awo’de’e”, t’44 jiik’eh, éi
na holg’, koji’ hodiilnih SelectHealth.
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FAKATOKANGA’l: Kapau ‘oku ke lea fakatonga, ko
e kau fakatonu lea te nau tokoni atu ta’etotongi, pea te
ke lava ‘o ma’u ia. Telefoni ki he SelectHealth.

OBABEUITEIE: Axo roBopute Cpricku je3uK,
ycIyre je3ndKe MoMohM JoCTymHe Cy BaM OecIiiaTHo.
ITozoBute SelectHealth.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa SelectHealth.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Thnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfiigung. Rufnummer: SelectHealth.

BHUMAHME: Ecnu Bbl TOBOpUTE Ha PYCCKOM SI3BIKE,
TO BaM JIOCTYITHBI O€CIIaTHBIE YCIYTH MepEeBOTUHMKA.
[To3Bonute SelectHealth.
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ATTENTION : si vous parlez francais, des services
d’aide linguistique vous sont proposés gratuitement.
Contactez SelectHealth.
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SelectHealth: 1-800-538-5038
SelectHealth Advantage: 1-855-442-9900
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