
 

 

 

 

 

 

 

 

 

 

 

 

  □   □   □  
 _________________ 

MMember CComplainnt Form 
Complete and mail or fax to: 


Centene Coorporation | AAttention: AAppeals & Grrievances/MMedicare Opeerations 

7700 FForsyth Blvdd | Saint Louuis, MO | 631105 | Fax: 1--844-273-26671 


MHS Heealth Wisconnsin Advantaage (HMO SNP) will havve a resolutiion to your ccomplaint noo later 
than 30 ddays of the ddate you submmit your commplaint. If wwe need moree informationn and the deelay 
is in yourr best interesst or if you aask for more time, we caan take up to 14 more callendar days (44 
calendar days total) tto answer yoour complainnt. However,, if we take tthis extensioon, we will nnotify 
you or yoour representative. We  can usually hhelp you righht away or att the most wwithin a few ddays. 
If you aree making a ccomplaint beecause we deenied your reequest for a “fast coveraage decision”” or a 
“fast apppeal”, we willl automaticaally give youu a “fast” commplaint. If yyou have a “ffast” complaaint, 
it means we will givee you an answer within 224 hours. If yyou need anny help, pleasse call us at 1-
877-935--8024, or TTTY/TDD users 711. Hourrs are from  OOctober 1 too February 144 seven dayss a 
week from 8 a.m. to  8 p.m. and ffrom Februarry 15 to September 30, MMember Serrvices is avaiilable 
Monday through Fridday from 8 aa.m. to 8 p.mm. You can aalso submit aa complaint MMHS Healthh  
Wisconsiin Advantagge directly too Medicare  bby calling 1-8800-MEDICCARE (1-8000-633-4227)) 24 
hours a dday, 7 days aa week. TTYY users can call 1-877-4886-2048. Or you can visiit 
https://wwww.medicarre.gov/MediccareCompla intForm/homme.aspx. 

Member’’s Name (Firrst and Last)):_________________________________________________ 

Medicaree ID Numberr: ________________________ Membber Date of BBirth: 
Relationsship to Memmber (please choose one): Self □ Parent Leegal Guardiaan  Spousee 

□  Otherr:__________________________________________________________ 

____________________________________________________ 

 ____________________________________________________ 

Phone Nuumber: 

Street Adddress:

City:_____________________________ ________ _______ State:  Zipp: CCounty:___________________ 

Provider: __________________________________________________________ 

Complainnt Type (pleease choose oone): 
□
□ 

□ 

□
□ 

□

 Accesss 

Servicce Request, CClaims Paymment Issue! AAppeals 

Beneffits 

Prescrription Drugg Request or Issue/Coverrage Determmination & RRedeterminat ion Process 

Custommer Service 

Enrollment & Dissenrollment 

 

 

https://wwww.medicarre.gov/MediccareCompla intForm/homme.aspx


    □  □ 

 

______________________________________________________________________________ 

 
 

______________________________________________________________________________ 

 

 

 
 

 

 
 

____________________________________________________________________ 
 

______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 

  
 
□  □ 
□ 

  □ □

□ 

□ 

□ 

□ 

Fraud & Abuse 

Marketing 

Privacy Issues  

Quality of Care 

Is this complaint about your medications? (Please choose one): Yes No 
If you answered YES above, do you have enough supply for the next 7 days? (Please choose 
one):  Yes  No 

What is your complaint? 

How can MHS Health Wisconsin Advantage resolve your issue? 

What is the best way to reach you regarding this complaint? (Please choose one):  
Phone Email 

Other
 
Other Please provide further contact information (i.e. phone number, email address, etc.): 


MHS Health Wisconsin Advantage is an HMO SNP plan with a Medicare contract and a contract 
with the Wisconsin Medicaid program. Enrollment in MHS Health Wisconsin Advantage 
depends on contract renewal. This information is available for free in other languages. Please call 
our Member Services number at 1-877-935-8024 from October 1 to February 14 Member 
Services is available seven days a week from 8 a.m. to 8 p.m. and from February 15 to 
September 30, Member Services is available Monday through Friday from 8 a.m. to 8 p.m. TTY 
711. 

For Administrative Use Only 
Complaint Number: ________________________________ Date Received: ______________ 

Y0020_MemCmpltFmv2_Approved_01162014 




