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Complaint Form and Information

How to Make a Complaint
Please tell us if you are unhappy with Advanced Health, your provider, or care services. We will try to make
things better. You can call us, send a letter, or walk in. You can call Member Services at 541-269-7400 or
1-800-264-0014. You may also fill out this form. You can walk in, or mail us a letter at:
Advanced Health
Attn: Grievance Coordinator
289 LaClair Street Coos Bay, OR 97420
Your Privacy
Your privacy is very important. The information Advanced Health receives about you is kept private. Your
information can not be given out without your permission. The information will be used for the review of
your complaint. We have included the “Authorization for Use and Disclosure of Information” form. It will let
Advanced Health gather information about your complaint. Please return it with your complaint to Advanced
Health.

Who Can Represent You?
You may represent yourself during a complaint. You can also have someone else complain for you. For
someone to complain for you, you must complete and sign the Authorization/Disclosure form.

Complaint Resolution

We must contact you via phone or writing within five business days. If we can’t address it in five business days,
we will send you a letter to explain why we need more time. We will address your complaint in writing 30 days
or less.

If you do not agree with our response to your complaint you can:
e Call Member Services at 541-269-7400 or 1-800-264-0014, or
e Call OHP Client Services Unit at 800-273-0557, or
e Ask the OHA ombudsperson for help:

o Toll-free: 877-642-0450 (TTY 711) Fax: 503-947-2341
o Mail: 500 Summer St. N.E. Salem, Oregon 97301

Need Help? Have Questions?

Please call Advanced Health Member Services. We can get you the help
you need. This includes interpreter services, braille, larger print, or help
to fill out this form. We can be reached at 541-269-7400 or toll free at 1-
800-264-0014. For TTY/TTD services please call 1-877-769-7400.

Complaint Form on Back
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Complaint Form

Member’s Name:

Member’s OHP ID # or Date of Birth:

Member’s Phone Number:

Your Name (if you are not the member):

Your Phone Number:

Complaint: What happened? When did it happen? Who was involved? (Please attach any documents that
might help us investigate the complaint.)

Resolution Request: What would you like to see happen?
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) DHS Authorization for Use and ]_Eﬁlth
/" \ Cregen Department Disclosure of Individual Information i

of Hurman Services

Reset form  Save As F'n'nt| @® Print without instruction pages.  Print with instruction pages included.
Legal last name of individual: First name: M- Date of birth:

Other names used by individual:

@ Prime ID / ¢ Case number/ ¢ SSN:
Legal last name of representative: First name: MiI:

By signing this form below, | authorize the named record holder to disclose the following specific
confidential information about me.*

RELEASE FROM
Release from one record holder: {individual, school, employer, agency, medical or other provider.)
Full name: Address:
City, state and ZIP:
Email address: Phone number:

Specific information to be disclosed: (Flease be as defailed as possible. Requesting “all information”®
couwld delay the response.)

Specially protected information: (Addiional faws relafing to vse and disclosure may apply if the
information to be disclosed contains any of the types of records or information fisted in this box. |
understand this information will not be disclosed unfess [ or my representative place initials in the space
next to the information.)

HIV/AIDS: Mental health: Genetic testing:
Alcohol/drug diagnoses, treatment, referral:
RELEASE TO

Release to: (Address required if mailed.)
Full name: Address:
City, state and ZIP:
Phone number: Email address:
Purpose of the requested use or disclosure:
Expiration date or event*: Mutual exchange: (CYes No

ADD another Release To section REMOVE the last Release To section

*This authorization is valid for one year from the dafe of signing unless othenwvise specified.

Page 1of 2
See "Required Information” on page 2 of this form. Nof valid without signafure page. MSC 2098 (1017}



CLIENT ACKNOWLEDGMENT

+ | was given the opportunity to ask questions about this form and what it does.

+ | understand that state and federal law protect information about services | receive from DHS|OHA. |
understand what this agreement means and | approve of the disclosures or releases listed.

+» | understand that | can revoke (cance/) this authorization at any time and revocation (canceffation) will not
apply to any information already disclosed or released. Except for drug and alcohol information, the
individual or a person legally authorized to act on behalf of the individual is required to submit the
cancellation request in writing. Oral or written notification of the revocation of authorization for drug and
alcohol information shall be accepted. Any request for revocation must be provided to your local DHS or
OHA program or local branch office.

+ | understand that federal or state law prohibits re-disclosure of HIV and AIDS information, mental health,
drug and alcohol diagnosis, treatment records, referral information, or vocational rehabilitation records
without specific authorization.

+ | understand that the information not subject to limitations on re-disclosure as noted immediately above
may be subject to re-disclosure and no longer protected under federal or state law.

+ | am signing this authorization of my own free will.

Full legal signature of individual or a person legally authorized to act on hehalf of the individual:

Relationship to individual:

Phone numkber:

Date:

If a persan fegally authorized to act on behalf of the individual signs the authorization form, evidence or

documentafion of authonty fo act on behalf of the individual shouwld be provided.

Do not complete section below unfess a true copy of the original authorization is reguired.

FOR AGENCY USE ONLY

Mame of staff person (prinf):

Initiating agency name/location:

Date:

Legal signature of agency staff certifying true copy:

Initial and date if form has been copied:

Required information for the individual

Declining to sign may:

* Prevent DHS and OHA from determining eligibility for programs administered by DHS and OHA.

» Affect the ability of DHS and OHA to refer and coordinate services with providers.

« Affect the ability of the individual to receive services if the purpose of this form is to provide information

necessary to receive health services.

» Affect payment for services if DHS or OHA is a provider of or paying for health care services under the
Oregon Health Plan or Medicaid Program and DHS or OHA require the authorization to get reimbursement.

Show instruction pages |

Hide instruction pages

See "Required Information” on page 2 of this form. Nof valid without signature page.

Page 2 of 2
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Nondiscrimination Policy

We must follow state and federal civil rights laws. We cannot
freat people unfairly in any of our programs or activities
because of a person’s:

* Age » National origin

* Color * Race

* Disability * Religion

* Gender identity * Sex

* Marital stafus * Sexual orientation

Everyone has a right to enter, exit and use buildings and
services. They also have the right to get information in a way
they understand.

We will make reasonable changes to policies, practices and
procedures by taking with you about your needs.

To report concerns or to get more information, please contact
us in one of these ways:

* Web: www.advancedhealth.com

Email: customerservice@advancedhealth.com
# Phone; 541-269-7400 / 1-800-264-0014
* Mail 289 LaClair St. | Coos Bay OR 97420

You also have a right to file a civil rights complaint with the U.S.
Department of Health and Human Services Office for Civil Rights.
Contact that office one of these ways:

* Web: www.nhs.qov | Email: DOCRComplaint@hhs.gov

* Phone: 1-800-368-1019, 1-800-537-7697 (TDD)

* Mail: 200 Independence Ave., SW, Room 509F HHH Bidg.
Washington, D.C. 20201

@4 | anguage Access Statement

ENGLISH

You can get this document in other languages, large print,
braille or a format you prefer free of charge.
Program/contact: Advanced Health

Phone: 541-269-7400 or 1-B00-254-0014

Email: sustomerservicei@advancedhealincom

We accept all relay calls or you can dial 711.

BOSNIAN / BOSANSKI

Mozete besplatno dobiti ovaj dokument na drugim jezicdima,
stampan velikim slovima, Brajevim pismom ili u formatu koji Zelite.
Program/kontakt: Advanced Heatn

Telefon: 541-268-7400 or 1-800-204-0014

E-puﬁta: customersenicefiadvancemealtn.com

Primamo sve specijalne telefonske pozive od ljudi sa problemima sa
sluhom ili govorom ili moZete birati 711.
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OHA Language Access Statement

CAMBODIAN / menies

H_, NING2E, ATMARNANTAISMANEiarain hangde anpaing
gadmiin_ nu_ tapdomy, widuy_ notns hodefid,
nygin/mngkigl; Advanced Health

'ﬂ:l'faﬂ: 541-265-7400 or 1-B00-264-0014
HiGpg: Customersanvice@agvancedhealin.com

AN MITIMBZIRNLE TnmusEaime 711

FARSI/ .t
S el oy ks Sty By boSon glagly 41 s gl wilsie et
S lya G b 4 cbislas e

Advanced Health alasfdaliyg
S£1-265-7400 or 1-500-264-0014 ._:ﬂi
customersanvics@advancadnealtn.com 2 easl

b by alaB VIY pled L ailaBia b padaon y 38l 30 gl bl plat o

Sie konnen dieses Dokument kostenlos in verschiedenen Sprachen,
extra groBem Druck, Braille oder einem ven Ihnen bevorzugten
Format bekommen.

Programm/Kontakt: Advanced Health

Telefon: 541-280-7400 or 1-800-264-0014

E-Mail: customerservice@advancedhealih.com

Wir akzeptieren alle Relais-Anrufe oder Sie kinnen 711 wahlen.

KOREAN/S 01
2 BM=C2 J02E H25H, 2 g8 8L £ a7t
HEolA|= B@AC BAE RER HrDHEM “ oLaL O}

Z 2 T EH /BN Advanced Health

TSt &5 - 541-268-7400 or 1-800-264-0014

’D||]'||':£: cusiomerservicefadvancedhealh.com

HZ/010) ZOJOIZ I3t BAIEH MU (relay calls) B
R|gara UELITE T5 711 MOE F3} ZA|7| HEfLCH

MARSHALLESE / KAJIN MAJEL

Kwomarofi bk peba in ilo kajin ko jet, jeje kon leta ko rekilep, ilo
braille ak ilo bar juon waween emmanlok ippam ejjelok wonaan.
Kojela in program/kepaake: Advanced Heaith

Telpon: 541-269-7400 or 1-800-254-0014

Email: eustomersanvice@advancednealin com

Komij bok aolep kallok in relay ak kwomarof jiburi 711.

CHUUKESE / CHULKESE

Ketongeni ormw kopwe angei noum kapin & taropwe, ese kamo, non fosun fonuom,
ika non “large print” (wenweita ika mak mei kan mese watte), ika non “braille”
{faniten ekews mei chun), ika ren pwan ekoch sakkun pesekin ka angangen awewe.
Meeni pirokram/io kopwe poporaus ngeni; Advanced Healh

Fone S41-268-7400 of 1-800-254-0014

Email: customerssrvice@advancedhealith.com

Aipwe etiwa “relay calls”, ika ke tongeni pwisin koni 7-1-1.

FRENCH / FRANCAIS

Vous pouvez obtenir ce document, sans frais, en d'autres langues, en
gros caractéres, en braille ou dans un format de votre choix.
Programme/contact : Advanced Health

TE'EP"IU“E + 541-265-7400 or 1-600-264-0014

Email - customersenvice@advancednaath.com

Nous acceptons tous les appels relais, ou bien vous pouvez
composez le 711,

COREHIF. OSHIERIN L0, XEEF. 5F. %
DMCHEDEIC BHCATEETT,
70550,/ R

EEIES . 541-265-7400 or 1-500-264-0014

EFA—)|s: customersenice@advancedhealih.com
FTOERL——EAF2HATTOETH. MicEE
BV RNTLISIE T,

LAD / ano

seupauantoSuen=auliuwanady, Salluesman
e, siind twahdiununaven § lugy nusfmaudenay
Iatond tﬁJf’ﬂ.

Tngnau/BOf: Advanced Heait

TS - 541-265-7400 or 1-500-264-0014

Sryo; cusiomersenvice@advancednealth.com

goniSawausunau ingaaunuiinay 3 mausauaatnma 711 14

OROMO JCUSHITE] / AFAAN OROMOO

(Galmee kana afaanoota biraafin, bammeefama qube gurguddaatiin,
bireelii ykn barreefana warra garoo dhabeeyyii ykn haala ati
barbaadduun kanfaliii malee argachu ni dandesssa.
Sapantaa/komtoraata: Advanced Health

B||h||a S41-269-7400 or 1-500-264-0014

Imeelii: cusiomerserdcedadvancedheaithcam

Waamicha bilbitaa hunda ni fudhanna ykn 711 iratii bilbilu ni dandeessa.

OHA 20934 (02/2017)



OHA Language Access Statement

POHNPEIAN / LOKAIA EN POHNPEI

Komwi kak alehda doaropwe wet ni lokaia tohrohr akan, ni nting
laud, braille (preili: nfing ohng me masukun), de ni ehu mwohmw
tohrohr me komw kupwurki, ni soh pweipwei oh soh isipe.
Pwurokirahm/koandak: Advanced Health

Nempehn Delepwohn: 541-269-7400 or 1-500-264-0014

E-mail: customersenvice@advancedhealh.com

Se kin alehda koahl karos me lelohng reht de komw kak eker 711.

RUSSIAN / PYCCKM

Bul MOteTe GRCNNATHO NOMYYMTL TEKCT 3TOM0 AOKYMEHTE Ha APYTOM
A2bIKe, HAOPAHHLIA KPYNHLIM WPHGTOM Nk WwpHTom Bpaing nubo
NPEANOYHTIENOM BEAMM GOpMaTe.

HazeaHwe NporpamMme! W KOHTAKTHOE MiLo; Advanced Heatn

Teneqyo: 541-268-7400 or 1-800-264-0014

301, mouTa: customerservicefbadvancedheakh.com

M1 oTESUaEM HA NI0OLIE BBIZOEL N0 NWHWA TPAHCAAUMOKHOR (BA3N,;
KPOME TOID, BBl MOMETE HA0paTh HoMep 711

SOMALL/ SOOMAALL

Waxaad heli kartaa dokumentigan oo ku goran lugaddo kale, far
waaweyn, farta dadka indhaha aan qabin wax ku akhniyaan ee
braille ama gaabka aaad doorbidayso oo lacag la‘aan ah.
Barnaamijka/halka la iskala so0 xiriirayo; Advanced Health

Telefoonka: 541-265-7400 or 1-800-254-0014

Email-ka: customerssrviceiavancachealt com

Waa agbalnaa wicitaanada gudbinta oo dhan ama waxaad wici
kartaa 711.

THAL e

CHE TR nansilfuaandu Wudidnesnelug Snsassad wla
silwvvtrmdsanmilnglldaadad ldie
Talunsu/ddada, Advanced Heain

Tors il 541-269-7400 or 1-B00-264-0014

flug- customersanvice@advancedhealth.com

EnaufagbrvhuruReldhuaswemamnaewdsquanodanna
wsnmay 711

UKRAINIAN / YKPAIHCHKA

B moweTe oTpUMaTH Lied JOKYMEHT IHIIMMM MOBAMM, BENMKHM
wpudTom, wpwtom bpaitna abo B byge-Akomy opmari, AKOMyY
EM H3[IAETE NEpeBary.

lporpama/KoHTaKTHa ocoba: Advanced Healt

TEHE-[IJEH: £41-269-7400 or 1-800-264-0014

ENEeKTPOHHA NOLUTA: sustomersarvics@advancedhaaitn.com
Mu npriAMasmo B BUKNWKK Y2pes Cyxby KoMyToBaHUX
noeigomnede abo Bn moweTe Habpam 711,

ROMANIAN / ROMANA
Puteti obtine acest document in alte limbi, intr-un font marit, in
limbajul Braille sau intr-un alt format preferat, in mod gratuit.

Program/contact: Advanced Health
Tolofon: 541-288-7400 or 1-800-204-0014

E-mail: customersenviceadvancaghealttcom
Acceptam toate apelurile prin serviciu de releu sau putetisunala 711.

SIMPLIFIED CHINESE / fj{&rpsz

Al LA REREF IR MIEERS , SiEAST
&, B RErRERETURIARS.

HHEI/EARA - S

EEiE @ 541-265-7400 or 1-B00-254-0014

BiISSmaraisissE | siJiEa g7 711,

SPANISH / ESPANOL
Puede obtener este documento en otros idiomas, en letra
grande, en braille 0 en un formato que usted prefiera sin cargo.

Frugramafmntactﬂ: Advanced Health
Tel&fong: 541-268-7400 or 1-800-264-0014

Correo electrnico; cusiomersanice@advancednealin.com
Aceptamos llamadas de retransmision o puede llamar al 711.

TRADITIONAL CHINESE / 38 r
FOLlaBEEAHNRNESRSE  HEXART
it EARZREREREANES -

=+ /4R A, ;- Advanced Health

ERSE : 541-269-7400 or 1-800-254-0014
gﬁ, * cusiomersarvice@advancedhealth com

HEEERAEEE8E  AEEIALLET 711 -

VIETNAMESE / TIENG VIET =~

Quy vi co thé co tai liéu nay mién phi bang ngén ngik khac, ban
in khé lom, chix ndi hodc mét dinh dang khac.

Chuwrong trinh/lién lac: Advanced Health

5[‘: ﬂlén thm| 541-265-7400 or 1-800-26=-0012

Email: cwsiomersanvica@advancedheaith.com
Ching t6i qhép nhan tit ca cac cudc goi chuyén tigp hodc quy
vi co thé bam sa 7T11.

OHA 29934 (02/2017)
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