
Member ID #:

Member’s Last Name First Name Middle Initial

Address (Number, Street, Apt.) City State Zip Code

Telephone (Home) (Business) (Cell) Today’s Date

Email Address (optional) Member’s Signature

If you are filing an appeal or complaint on behalf of another person who is enrolled in one of our
Medicare Advantage plans, complete the information below and provide a completed CMS Form
1696–Appointed Representative form or provide appropriate legal papers supporting your status as
the member’s authorized representative.  Your appeal or complaint will not be reviewed until the
appropriate documentation supporting your status as the authorized representative is received.

Your Last Name First Name Middle Initial

Address (Number, Street, Apt.) City State Zip Code

Telephone (Home) (Business) (Cell) Today’s Date

Email Address (optional) Signature

Continued on next page.

MEMBER/PHYSICIAN 
APPEAL/COMPLAINT FORM 

Confidential



If you are the member’s treating physician, please complete the following information and sign the
acknowledgement below indicating the member has been given the appropriate notice.

Physician’s Last Name First Name Middle Initial

Practice Name and Address (Number, Street, Apt.) City State Zip Code

Telephone (Business) Today’s Date

Physician ID # Physician Signature

For more information, please contact Independent Health’s Member Services Department 
at (716) 250-4401 or 1-800-665-1502 (TTY: 711)

October 1 – March 31: Monday – Sunday, 8 a.m. – 8 p.m.
April 1 – September 30: Monday – Friday, 8 a.m. – 8 p.m.

Check this box if your health requires a fast appeal. You can get a fast appeal only if you are asking for coverage for 
medical care you have not yet received. You can get a fast appeal only if using the standard deadlines could cause 
serious harm to your health or hurt your ability to function. If your doctor tells us that your health requires a “fast 
appeal,” we will automatically agree to give you a fast appeal.

This Section Must Be Completed - Provide All Details Below
(Please Print)

Date(s) of Service(s): Provider(s) Involved

Brief Description of Complaint or Appeal:
(If additional space is needed, attach additional information.)

Continued on next page.

Confidential



Independent Health is a Medicare Advantage organization with a Medicare contract offering HMO, HMO-SNP, 
HMO-POS and PPO plans. Enrollment in Independent Health depends on contract renewal.

Y0042_C5781_1_C 12172019
IH28235

Send this completed form (and any additional documentation) to:

Mail: Benefit Administration Fax: (716) 635-3504
P.O. Box 2090
Buffalo, NY 14231 Email:  appeals@independenthealth.com
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Notice Informing Individuals About Nondiscrimination and 
Accessibility Requirements and Nondiscrimination Statement 

Discrimination is Against the Law
Independent Health complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex.  Independent Health does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

Independent Health:
• Provides free aids and services to people with disabilities to communicate effectively with us, such as:

– Qualified sign language interpreters
– Written information in other formats (large print, audio, accessible electronic formats, other

formats)
• Provides free language services to people whose primary language is not English, such as:

– Qualified interpreters
– Information written in other languages

If you need these services, contact Independent Health’s Member Services Department. If you believe that 
Independent Health has failed to provide these services or discriminated in another way on the basis of 
race, color, national origin, age, disability, or sex, you can file a grievance with: Independent Health’s 
Member Services Department, 511 Farber Lakes Drive, Buffalo, NY 14221, 1-800-501-3439 (TTY: 711), fax 
(716) 635-3504, memberservice@servicing.independenthealth.com. You can file a grievance in person or 
by mail, fax, or email. If you need help filing a grievance, Independent Health’s Member Services 
Department is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for 
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201 
1-800-368-1019, 800-537-7697 (TTY)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Independent Health is a Medicare Advantage organization with a Medicare contract offering HMO, 
HMO-SNP, HMO-POS and PPO plans. Enrollment in Independent Health depends on contract renewal.
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