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Complaint Information and Form

What is a complaint:

At Advanced Health, we want to hear from you. If you are not happy with a decision or service,
you can file a grievance, an appeal, or request a hearing. This will not affect your health
coverage, your assigned provider, or how you are treated.

We will review your concerns, keep them private, and do our best to find a solution. If you are
not satisfied with the care you received, you can file a complaint. This is a called grievance also
known as a complaint. You can file a complaint for things like:

e Being treated without respect.
e Poor quality of care.
e Other problems that are not about a denied service.

*Note: If your concern is about a denied service, you may need to file an appeal instead.

How to File a Complaint:

If something doesn’t go right with your care or services, you can file a complaint at any time.
Here’s how you can do it:

e Call us during business hours at 541-269-7400.

e Email: You can email your completed Complaint Form to:

Member.Complaints@AdvancedHealth.com.
e Mailitin or drop it off -
o Send or deliver your completed complaint form to:
Advanced Health
Attn: Grievance and Appeals Department
289 LaClair St.
Coos Bay, OR 97420

Your Privacy:

Your privacy is very important to us. Any information Advanced Health gets about you will be
kept private. We will not share your information unless you say it is okay. The information you
give us will only be used to review and investigate your complaint.
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Who Can Represent You?

You, your provider, or someone you trust can speak up for you. If someone else helps you, we
will need your written permission. You can also provide verbal authorization of these
representatives.

Complaint Resolution:

We will review your complaint and let you know what can be done as quickly as your health
needs. We will do this within 5 business days from the day we receive your complaint. If we
need more time, we will send you a letter within those same 5 business days to explain why.
We will only ask for more time if it is truly in your best interest. All letters will be written in the
language you prefer. Within 30 days of receiving your complaint, we will send you a letter
explaining what we found and how your complaint will be resolved.

If you do not agree with our response to your complaint, you can:

Share your complaint with the OHP Client Services Unit at 1-800-273-0557 or please reach out
to the OHA Ombuds Program.

The Ombuds are advocates for OHP members and they will do their best to help you. Please
send a secure email at ww.oregon.gov/oha/ERD/Pages/Ombuds-Program.aspx or leave a
message at 877-642-0450.

Need Help?

If you need help or have questions, please call Customer Service at 541-
269-7400 or 711, Monday to Friday, 8 a.m. - 5 p.m. All members have a
right to know about and use our programs and services. We give these
kinds of free help:

e Sign language.

Spoken language interpreters.

e Materials in other languages.

Braille, large print, audio, and any way that works better for you.

For information on certified Health Care Interpreters, call 541-269-7400.
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AdvancedH

289 LaClair St. | Coos Bay, OR 97420
Main: 541-269-7400 | Fax: 541-269-2052
Toll Free: 800-264-0014 | TTY: 711 or 800-735-1232

Bridging the Future of Heolthcore www.advancedhealth.com

Advanced Health Complaint Form

Your feedback is important to us. We want to fix this issue, so it does not happen again. Thank

you for sharing with us.

Your name (if not the member):

Your Phone Number:

Relationship:

Other contact information:

Member Name:

Member Date of Birth:

Member OHP ID nhumber:

Date this happen?

Please tell us what happened. (If you need more space, please use the back of this form.)

Who is this about?

Please attach any papers that might help us understand your complaint.
These could be things like notices, letters saying something was denied, doctor bills, or messages between you
and places like DHS/OHA or the CCO. If you need more room to write, you can use the back of the page or add

another piece of paper.

What would you like to happen now?

|:| Please check here if someone else is submitting this for you.
If box is checked, please fill out the following page
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Authorized Representative information:

Name:

Phone Number:

Email:

Age 18 or older? [ | Yes [ ] No

Organization:

Mailing Address:

Fax Number:

Preferred Contact: [_|Call [_JFax [_JEmail [_]Mail

Member or Authorized Representative Signature: (if form not completed by the member)

You can submit completed forms to:

Verbally: 541-269-7400
Email: Member.Complaints@AdvancedHealth.Com
Fax: 541-269-2052

By Mail or Drop Off:

Advanced Health
Attn: Grievance & Appeals Department
289 LaClair St. Coos Bay, OR 97420

Need Help?

If you need help or have questions, please call Customer Service at 541-
269-7400 or 711, Monday to Friday, 8 a.m. - 5 p.m. All members have a
right to know about and use our programs and services. We give these

kinds of free help:

e Sign language.

e Spoken language interpreters.

e Materials in other languages.

e Braille, large print, audio, and any way that works better for you.
For information on certified Health Care Interpreters, call 541-269-7400.
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English

You can get this letter in other languages, large print, Braille or a format
you prefer. You can also ask for an interpreter. This help is free. Call 541-
269-7400 or TTY 711 Or 800-735-1232. We accept relay calls.

Spanish

Puede obtener este documento en otros idiomas, en letra grande, braille o
en un formato que usted prefiera. También puede recibir los servicios de
un intérprete. Esta ayuda es gratuita. Llame al servicio de atencidn al
cliente 541-269-7400 or TTY 711 Or 800-735-1232. Aceptamos todas las
llamadas de retransmision.

Russian

Bbl mOXeTe Noy4ymnTb 3TO NMMCbMO Ha APYromM A3blKe, HarnevyaTaHHoe
KPYMHbIM WwWpudTom, wpudtom bpannsa nam B npegnoyntaemom Bamm
dopmarte. Bbl TaKKe MOXKeTe 3anpoCcuTb yCAYyrn nepesoaymKa. 3Ta NOMOLLb
npegoctasnsercsa becnnatHo. 3B8oHUTe no Ten. 541-269-7400 or TTY 711 Or
800-735-1232. Mbl npUHMMAEM 3BOHKM NO IMHUU TPAHCNALMOHHOM CBA3M.

Vietnamese

Quy Vi c6 thé nhan tai liéu nay bang mdt ngdn ngit khac, theo dinh dang
chit in I&n, chit ndi Braille hodc mét dinh dang khac theo y mudn. Quy vi
cling ¢4 thé yéu cau dugc thdong dich vién ho tro. Su trg gitp nay 1a mién
phi. Goi 541-269-7400 hodc TTY (Puong day Danh cho Nguwdi Khiém thinh
hodc Khuyét tat vé Phat &m) TTY 711 Or 800-735-1232. Chung tdi chap nhén
cac cudc goi chuyén tiép.

Arabic

diybo e degudas ol S Jase degabas 9l (3T @l Cllasdl i e Jgpuaxl oSSy
Bue Ll 042 O] . (Rad e b oSSy LS. (S dAliaell diuall w9l Jol
A ol SIS Judiws 711 45831 48 pall o 7400-269-541 de glasl .45 lxa

Somali
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Waxaad heli kartaa wargadan oo ku qoran lugaddo kale, far waaweyn, farta
dadka indhaha aan gabin wax ku akhriyaan ee Braille ama gaabka aad
doorbidayso. Waxaad sidoo kale codsan kartaa turjubaan. Taageeradani
waa lacag la’aan. Wac 541-269-7400 ama TTY 711. Waa agbalnaa
wicitaanada gudbinta.

Simplified Chinese

AR AXHREMIES IR - KFER ~ B XREEIREFHE AR
K o A EKIBHOERRS - NEEB)HRER - BEE 541-269-7400 BX
TTY 711, ESETFBNEIEEKE -

Traditional Chinese

WS ERYEMEEF A ~ KT~ B REE R AR -
T REE R R - PLEmEY R s - 55 541-269-7400 BEfEH
& 711 - MR AT A (FeFEs

Korean

O|FA L& tJE o], A}, A= A

WYY, TI9ALE 8 H = dF Y T 5 A Y8 =HY o
541-269-7400 T TTY 711 o) A sl Al L. A 8= A A=
kS o}

Chuukese

En mi tongeni angei ei taropwe non pwan ew fosun fenu, mese watte mak,
Braille ika pwan ew format ke mwochen. En mi tongeni pwan tingor emon
chon chiaku Ei aninis ese fokkun pwan kamo. Kokori 541-269-7400 ika TTY
711. Kich mi etiwa ekkewe keken relay.

Ukrainian

Bu morkeTe oTpMMaTH Len A0BIAHMK iHLLMMWU MOBAMU, KPYNMHUM WPUPTOM,
wpudptom bpannsa abo y dopmaTi, AKOMy BM HaJa€ETe nepeBary. Bu Takox
MOKeTe NONPOCUTU HaZaT NOCNYrv Nnepeknagada. LUs gonomora €
6e3KowTOoBHO. [13BOHITb NO HOMepy TenedoHy 541-269-7400 abo
Tenetavny 711. Mun npunma€emo BCi A3BiHKK, AKi Ha HAaC NepeBoOaAATb.

Farsi
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A8 8Ly (6503 v B b oy cdas gy S0 SLOL) 4 ) 46l ol Al g
TTY U 7400 -269-541 b .Cnsl 0BSl) S8 gl i ol 9300 565 (plads erjie dilgis
oondos b dy Seled .S wles 711

Swahili

Unaweza kupata herufi hii kwa lugha zingine, kwa herufi kubwa, kwa lugha
ya maandishi kwa vipofu au namna yeyote unayopendelea. Unaweza pia
kuomba mkalimani. Msaada huu ni wa bure. Piga 541-269-7400 au TTY 711
Tunakubali simu za kupitisha ujumbe.

Burmese

gﬁmofc?’ qmzmmo)mzéozl (L)QOO

G630 oS/Leoooo 018000 OOOCT QUISCI0001 20¢
61° l Y0200 CE o T LI ¥ 61 iLLO E @

O3 Llo&o)e COPOTE GLOMCE 3acl>§81:n@ugzaq? &Joopg

maee:::ﬂwébo@u 541-269-7400 oS/Leoooo 711 O 2501
L L (@)

OOOC G SCSO@ @’J 00 00[:()3 i IIIO[/L CDOO(S]CD@II

Ambharic

eu7r7 LNA0 Nt 2IRPTE AP vFart: 1NLLA DLI° WG N7L.a°Caet P
Tt SN M Hen169° ANTFCATT, aPmPPI° LA LU &6 P9LAM®- 14

10 0L 541-269-4700 @LI° TTY 711 LLM-(vz 040 TEPTT ATPNANT:
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