
 

 
 

 
Complaint Form

 

Please complete this form to the best of your ability and return it by mail, email, fax, or by hand delivery.  
According to state guidelines, you have the right to file a grievance at any time. If you have any questions 
while completing this form, call the Customer Service number listed below.   
 
 

Mailing Address: 
Attn: Appeals and Grievances  
Aspirus Health Plan 
P.O. Box 51 
Minneapolis, MN 55440-9972 
 
 

 
Email:  
cagMA@aspirushealthplan.com 

Phone: 
715-631-7440 or 1-855-931-4858 
TTY/Hearing Impaired: 
715-931-7413 or 1-855-931-4852 
8 am – 8 pm, seven days a week 
Fax:  
715-631-7439 or 1-855-931-4857 
 
 

 
 

 

Section 1: Member Information 
Member’s Name: Date of Birth: 

Member’s Address: 

City: State: ZIP: 

Daytime Phone: (        ) Member’s Plan ID Number: Medicare ID Number 

(HICN)/PMI #: 

 
 

Section 2: Complaint Information 

  Claims Denial 
Date(s) of Service: 
_________________________________ 
_________________________________ 
_________________________________ 
_________________________________ 

  Service Denial 
Has service already occurred?  

 Yes   No 
If yes, date(s) of service: ______________ 
__________________________________ 
Type of service: _____________________ 
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Provider’s Name: 
_________________________________ 
_________________________________ 
 

  Other Dispute 
Other: _____________________________ 
___________________________________ 

Section 3: Description of your Complaint 

Include additional information that will benefit your review, such as a statement from your provider, relevant 
medical records, denial notices, etc. (You can attach additional pages if needed.) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

Section 4: Signature 

I certify that the above information is true, complete, and correct to the best of my knowledge. I understand 
that statements or information furnished on this form will be verified and I agree to furnish supporting 
documents or information to Aspirus Health Plan if requested. 
 
Signature of Member: _______________________________________________ Date: ___________________ 

Member’s Printed Name: ____________________________________________ 

Only a member or their authorized representative can file a complaint with Aspirus Health Plan. If the 
person submitting the complaint is someone other than the member, please complete either section 5, OR 
both 6 and 7. 

 
 

Section 5: Documentation of a Valid Representative  

I have attached a copy of a valid: 
 Authorization of Representation Form (CMS-1696) 
 Power of Attorney (POA) Form 
 Healthcare Proxy  
 Estate Form  
 Other Form Type: ________________________ 
 Representative information has been submitted to Aspirus Health Plan within the last 12 months 

Information Submitted: _____________________________________________________ 
Date of Submission: ________________________________________________________  

 
 

Section 6: Appointment of Representative  
Appointment of Representative 
I, ___________________________________ authorize ______________________________ to submit this 
              (print member’s name)                                                   (print representative’s name) 
complaint on my behalf; to present or elicit evidence to Aspirus Health Plan; and receive any notice in 
connection with this complaint. I understand that personal medical information related to my complaint 
will be shared with my representative. 
 
Member Signature: _____________________________________ Date: ________________  

 
  



 

Section 7: Appointment Documentation 
Acceptance of Appointment 
I, __________________________ accept the appointment to act on behalf of ________________________. 
    (print representative’s name)                                                                                         (print member’s name)                                                                

Representative Signature: _________________________________________ Date: ____________________ 

Representative’s Name: Relationship to the Member: 

Address: 

City: State: ZIP: 

Daytime Phone: (           )                                                                                                                                  
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