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Medicare Health Care Quality Complaint Form

Part 1: About the Medicare Patient

Patient’s First and Last Name:     _____________________________________
Address:      _____________________________________________________
City, State, ZIP:  __________________________________________________
Phone:         _________________    Cell/Other Phone:    __________________
Date of Birth:    ______________       Medicare Number:   __________________
Is patient a Member of a Medicare Advantage Organization (MAO/HMO) Plan? 

 NO


 YES. Plan Name:__________________________________________________

Does patient have a primary care provider (doctor, nurse practitioner, etc.)?

 NO


 YES. 
Provider’s First and Last Name:     _________________________________ 

Provider’s Address:    ___________________________________________
                                                   (Street, City, State, ZIP)

Provider’s Phone Number:      _________________________
	Part 2: Who is Making the Complaint?


Are you the Medicare Patient? 

YES


     NO         Please provide your contact information: 

First and Last Name:  ________________________________________________
Address:     ________________________________________________________
City, State, ZIP:  ___________________________________
Phone: ___________________  Cell/Other Phone:____________________
Is the Medicare patient living and able to make legal decisions?

 YES. The Medicare patient is living and is able to make legal decisions: 

HSAG will review your complaint but cannot release any review results to you unless the patient chooses you as his or her representative in this matter. The patient can appoint you or anyone else by completing Part 3. If the Medicare patient does not complete and sign Part 3, we cannot give you the review results.

 NO. The Medicare patient is deceased or is not able to make legal decisions. 
If the Medicare patient is deceased or unable to make legal decisions

HSAG will review your complaint but cannot release any review findings to you unless you are the patient’s legal representative.  

HSAG must have a copy of the documentation that proves you are the patient’s legal representative.  People who may be considered to be the legal representative include the patient’s:

* Spouse
* Person with Durable Power of Attorney

* Legal Next-of-Kin 
* Executor of his/her estate   
* Healthcare Surrogate
            

Part 3: Appointing a Representative

To the Medicare Patient: You have the right to have a friend or family member represent you in this complaint. It can be anyone you choose. However, you do not have to appoint a representative. To have a representative, please complete the form below. 

Do you want to appoint someone as your representative?

 NO
 YES. I would like to appoint ______________________________________ 





        PRINT Representative’s Name

who is my ______________________ to represent me in this matter.

                  (Relationship to Beneficiary)

 




_________________________________________   

       




Beneficiary’s Signature

Please Provide Your Representative’s Contact Information:

First and Last Name:  _______________________________________________
Address:  ________________________________________________________
City, State, ZIP:  ____________________________
Phone: ___________________   Cell/Other Phone:  ______________________
PART 4: Permission to Refer Complaints When Necessary 

Sometimes HSAG is not the appropriate agency to deal with all of your concerns.  When this happens, we may need to refer your concerns to other regulatory agencies that also monitor quality, such as the California Department of Health Services.  We need your permission to do this.  

 YES. HSAG does have my permission to refer part or all of concerns, if appropriate.

 NO. HSAG does not have my permission to refer my concern. I understand this may mean that all or part of my concerns may not be addressed. 

PART 5: Consent to Disclose Medicare Patient Identity
Without consent from the patient or representative, we cannot share the name of the patient or the person making the complaint with the healthcare provider. Please read the following information and make a choice about sharing your name with providers.

Do we have your consent to share the Medicare patient’s identity with the provider named in the complaint?               .
  YES.  You will receive all review findings that we can legally release to you.

  NO.  You will not receive information about any of our review findings.  However, we will still review your complaint. If your complaint is about a doctor’s office, we cannot request your medical record without disclosing your identity. Therefore, HSAG cannot review your complaint.   


Many times doctors or other health care providers do not know you have a complaint or what it is about. If the doctor or other health care provider asks HSAG for a copy of your written complaint (this form or other correspondence), do we have your permission to give them a copy?          YES
  NO
 

PART 6: Information About the Complaint

The next questions ask for detailed information about the complaint. Keep in mind that not all of these questions may apply to your concern(s). Provide as much information as you can. The more information you give HSAG, the faster your review can begin. Use more paper or write on the back if needed. 

Do you have a complaint about health care provided in a Doctor’s Office?

 NO. There is no complaint about health care provided in a doctor’s office. 

 YES. Provide contact information for all doctors involved in the complaint.          
If you are complaining about more than one health care provider, please give us information about them all. Use more paper or write on the back if needed.

	Doctor's First and Last Name


	Doctor's First and Last Name



	OFFICE ADDRESS(Street, City, ZIP)


	OFFICE ADDRESS(Street, City, ZIP)



	PHONE NUMBER


	PHONE NUMBER



	First seen by this doctor: (Month & Year) ____________________

Last seen by this doctor: (Month &Year) _____________________


	First seen by this doctor: (Month & Year) ____________________

Last seen by this doctor: (Month &Year) _____________________




Do you feel you did not get quality healthcare because of something a Medicare Advantage Organization (HMO or MAO) did? 

 NO. There is no complaint about the Medicare Advantage Organization.
 YES. Please provide the plan’s complete name:  

Do You Have a Complaint about Healthcare Provided… (Check all that apply)

	 In a Hospital?

 In a Rehabilitation Facility?

 In a Nursing Home?
 In a Hospice?
	 By a Home Health Agency?

 At a Surgery Center?

 At a Clinic or Wound Care Center?

 Any other health care facility?


If you are complaining about more than one health care provider, please give us information about them all. Use more paper or write on the back if needed.

	Name of Organization  


	Name of Organization



	PHONE NUMBER


	PHONE NUMBER



	ADDRESS (Street, City, ZIP)


	ADDRESS (Street, City, ZIP)



	ADMISSION DATE: ________________
DISCHARGE DATE: ________________

	ADMISSION DATE: _______________

DISCHARGE DATE: _______________



PART 8: Description of Complaint

A reminder about Medicare’s health care quality complaint process: By law, HSAG can only review medical records to identify health care quality issues.  We do not have authority to conduct on-site investigations of hospitals, skilled nursing facilities, or other health care providers in California. Complaints related to customer service, communication, financial, and legal issues also are outside the scope of HSAG’s authority. This includes conversations with medical personnel and other persons that are not recorded in the medical record. 

Please explain your concern to us.  Provide specific details of the quality of care issue you want to report. For example: getting the wrong medicine, an unnecessary surgery, inadequate discharge instructions, or premature discharge.  Please include: where the incident happened, the date, who was involved, and what happened.

Use more paper or write on the back if needed.

PART 9: Satisfaction Survey

Medicare values your opinion about HSAG’s work to improve health care quality. Just as this complaint process is meant to help improve health care, Medicare is also interested in continuing to improve these Medicare complaint review services. A survey has been developed to get your opinions about how well the Medicare review process worked for you. This voluntary telephone survey is conducted by Westat, an outside research firm that asks questions about the service you received from HSAG. For example, was the information HSAG provided to you easy to understand. 

Would you like to participate in Medicare’s Satisfaction Survey?

 YES, I would like to participate. At the end of the review, a professional interviewer from Westat will call and ask you questions about your experience with this Medicare complaint review process. 

  NO, I do not want to participate.  I understand that this decision will not in any way affect how my Medicare complaint is managed.

PART 10: Please Sign Below
I,  


, affirm that the information on this form is 

                    (print your name)

accurate to the best of my knowledge. 

Signature







Date

What to Expect:  Review Process

Reminder: It usually takes two to three months to complete the review of your complaint. During this process you will receive regular communication from HSAG about the progress of your case. If you have any questions during this time, contact HSAG at      
1-866-800-8749. You also may want to make of copy of this form for your own records.

Thank You For Your Time!

Skip to Part 4, Page 3 Page 3





Skip to Part 3 on Page 2








BC Key  	














9th SOW

Revised October 2008


Page 2

