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MEMBER COMPLAINT FORM

Please print all information clearly.
Instructions:  Please use this form to give us as much information as you can about your complaint.  This form must be returned to El Paso First for prompt resolution of your complaint. Please send this complaint form back to us as soon as you can in the envelope we provided.  The information you give us will help us as we look into your complaint.  El Paso First will acknowledge, investigate, and resolve your complaint no later than 30 calendar days after we receive your complaint form.  
By signing this form, you are also saying El Paso First Health Plans, Inc. (El Paso First) can get medical records relating to your complaint if needed. 

Member Name: ________________________ Member ID Number: _______________
Street Address: _________________________________________________________

City _________________________State: ______________ Zip Code: _____________

Telephone No: (_____) _____________

Doctor's Name: _________________________________________________________
Date of Service: ___________________
Reason for Complaint:

Tell us, in detail, about your complaint? ______________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
Has the complaint been settled?  ___________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
What would you like El Paso First to do to settle your complaint? 

______________________________________________________________________
______________________________________________________________________
Form completed by: _________________________ Date: _______________________
Relationship to member: __________________________________________________
Please return this form to: El Paso First Health Plans, Inc. 1145 Westmoreland, El Paso,  Texas 79925

If additional space is needed, use back or attach separate sheet of paper.

EPF/ English 
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