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8170 33rd Avenue South 
P.O. Box 9463 
Minneapolis, MN 55440-9463 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please complete the form, attach any additional information you want us to review, and return it in the enclosed 
envelope. 
 Complete Section I of the Complaint Form. 
 If your request is a beyond the 60 day Medicare timeframe, complete Section II. 
 Sign and date the Complaint Form (Section III). 
 If you are a family member, friend or advocate of the member, please complete the enclosed 

Appointment of Representative form.  Or you may attach appropriate legal documentation (example: 
Durable Power of Attorney).  The Appointment of Representative form contains sections for both you 
and the member to complete.  Please call us if you have any questions about this form.  If you have 
already completed the Appointment of Representative form within the past year, you do not need to 
complete it again. 

 Please contact Member Services if you are unable to complete the form yourself. 
We’ll send confirmation within ten business days of receiving your complaint. If you have any questions about 
these procedures, please call Member Services or consult your Evidence of Coverage. 
For concerns regarding the quality of care you received, you may also file a complaint with the local Quality 
Improvement Organization (QIO): 
Minnesota & Wisconsin 
Livanta BFCC-QIO Program 
Phone: 866-815-5440 
TTY: 866-868-2289 
If you reside in a different state, please look in your Evidence of Coverage or call Member Services for the 
address and phone number of your local QIO.  
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Time Frames  
Your situation Your deadline for submitting a 

complaint 
Our deadline for reviewing your 
request and responding to you 

You are appealing a coverage 
decision that we made for a 
Medicare Part A, Part B or C 
medical service (this is called an 
appeal) 

Within 60 calendar days from the 
date on the written notice we sent 
(or explain why you missed the 
deadline – called ‘good cause’) – 
see Section II 

Standard: within 30 calendar days 
of receiving your appeal 
Fast: within 72 hours or receiving 
your appeal if you haven’t had the 
service yet 

You are appealing a coverage 
decision that we made for a 
Medicare Part B or Part D 
prescription drug (this is called 
an appeal) 

Within 60 calendar days from the 
date on the written notice we sent 
(or explain why you missed the 
deadline – called ‘good cause’) – 
see Section II 

Standard: within 7 days of 
receiving your appeal if you 
haven’t yet bought or received the 
drug (this is called pre-service) 
Part B and Part D prescription 
drug: Fast: within 72 hours of 
receiving your appeal if you 
haven’t received the drug yet (this 
is called pre-service) 
Part B prescription drug: Standard: 
within 30 calendar days of 
receiving your appeal if you have 
already bought or received the 
drug (this is called post-service) 
Part D prescription drug: Standard: 
within 14 calendar days of 
receiving your appeal if you have 
already bought or received the 
drug (this is called post-service) 

You are making a complaint about 
anything other than our decision 
related to benefits, coverage or 
payment (this is called a 
grievance) 

Within 60 calendar days from the 
date that you had the problem (or 
explain why you missed the 
deadline – called ‘good cause’) – 
see Section II 

Standard: within 30 calendar days 
of receiving your grievance 
Fast: within 24 hours if we denied 
your request for a fast appeal – we 
will do this automatically 

If you have questions, we’re here to help. Call us at ADMIN_INFO_PHONE_FULL.  
If you use a TTY, please call 711. 
From Oct. 1 through March 31, we take calls from 8 a.m. to 8 p.m. CT, seven days a week. You’ll speak with 
a representative. 
From April 1 to Sept. 30, call us 8 a.m. to 8 p.m. CT Monday through Friday to speak with a representative.  
On Saturdays, Sundays and Federal holidays, you can leave a message and we’ll get back to you within one 
business day. 
 
Sincerely, 
 
USER_SIGNATURE 
Member Services 
 
Enclosure: HealthPartners Complaint Review Form; Appointment of Representative Form 
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8170 33rd Avenue South 
P.O. Box 9463 
Minneapolis, MN 55440-9463 

HealthPartners Complaint Review Form 
Member Full Name 
Member ID Number 
Member Address 
 
Member Date of Birth 
Member Phone Number 

 

I.   Please explain your issue or concern in detail.  You may attach more pages if needed. 
      
 
 
 
 
 
 
 

 

How can we resolve this problem? 

      
 
 

 

II.   Good Cause for missing the deadline for filing your complaint. Examples of good cause for missing the 
deadline may include if you had a serious illness that prevented you from contacting us or if we provided you 
with incorrect or incomplete information about the deadline.  
If your request is beyond the 60 day time period, please explain the reason for the delay. 
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III.   Please review and check one of the following boxes: 
I hereby authorize HealthPartners to fully investigate this complaint in accordance with State and Federal 
guidelines.  To facilitate this investigation, I hereby authorize the release of all information relating to this 
complaint (including all applicable billing and medical records).  I understand that in the course of the review, 
HealthPartners may contact the providers involved to help resolve my complaint.    This authorization is valid 
from the date signed until this complaint is fully resolved. 
 
     I agree to allow HealthPartners to share my complaint with the providers involved. 
 
     I do not want HealthPartners to share my complaint with the providers involved.  I understand this may 

make it harder for HealthPartners to resolve this complaint. 
 
 
Member or Representative Signature Date 

(If someone other than the member is signing, please complete and return the enclosed Appointment of 
Representative form or other legal documentation) 
If you have questions, we’re here to help. Call us at ADMIN_INFO_PHONE_FULL.  
If you use a TTY, please call 711. 
From Oct. 1 through March 31, we take calls from 8 a.m. to 8 p.m. CT, seven days a week. You’ll speak with 
a representative. 
From April 1 to Sept. 30, call us 8 a.m. to 8 p.m. CT Monday through Friday to speak with a representative.  
On Saturdays, Sundays and Federal holidays, you can leave a message and we’ll get back to you within one 
business day. 
 

Please mail this form in the enclosed envelope or send it to us at: 
HealthPartners Member Rights & Benefits 

P.O. Box 9463  
Mail Stop 21103R 

Minneapolis, MN  55440-9463 
Fax: 952-853-8742 



 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

Form CMS-1696 Approved 
OMB No. 0938-0950 

Appointment of Representative 

Name of Party 
 

Medicare Number (beneficiary as party) or National Provider Identifier Number 
(provider or supplier as party) 
 

SECTION 1: Appointment of Representative 
To be completed by the party seeking representation (i.e., the Medicare beneficiary, the provider or the supplier): 
I appoint the individual named in Section 2 to act as my representative in connection with my claim or asserted right 
under Title XVIII of the Social Security Act (the “Act”) and related provisions of Title XI of the Act. I authorize this 
individual to make any request; to present or to elicit evidence; to obtain appeals information; and to receive any 
notice in connection with my claim, appeal, grievance or request wholly in my stead. I understand that personal 
medical information related to my request may be disclosed to the representative indicated below. 
Signature of Party Seeking Representation Date 
Street Address Phone Number (with Area Code) 

City State Zip Code 

Email Address (optional) 

Section 2: Acceptance of Appointment 
To be completed by the representative:  
I, _____________________________, hereby accept the above appointment. I certify that I have not been disqualified, 
suspended, or prohibited from practice before the Department of Health and Human Services (DHHS); that I am not, as a 
current or former employee of the United States, disqualified from acting as the party’s representative; and that I 
recognize that any fee may be subject to review and approval by the Secretary. 
I am a / an_______________________________________________________________________________________ 

(Professional status or relationship to the party, e.g. attorney, relative, etc.) 
Signature of Representative Date 
Street Address Phone Number (with Area Code) 

City State Zip 

Email Address (optional) Fax Number (optional) 

Section 3: Waiver of Fee for Representation 
Instructions: This section must be completed if the representative is required to, or chooses to waive their fee for 
representation.  (Note that providers or suppliers that are representing a beneficiary and furnished the items or services 
may not charge a fee for representation and must complete this section.) 
I waive my right to charge and collect a fee for representing _________________________ before the Secretary of HHS. 
Signature Date 

Section 4: Waiver of Payment for Items or Services at Issue 
Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or 
services must complete this section if the appeal involves a question of liability under section 1879(a)(2) of the Act. 
(Section 1879(a)(2) generally addresses whether a provider/supplier or beneficiary did not know, or could not reasonably 
be expected to know, that the items or services at issue would not be covered by Medicare.) 
i waive my right to collect payment from the beneficiary for the items or services at issue in this appeal if a determination 
of liability under §1879(a)(2) of the Act is at issue. 
Signature Date 
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INSTRUCTIONS AND REGULATION REQUIREMENTS 
Instructions 
Name of Party (required): This is the name of the person or entity which has standing to file a claim or appeal (the name 
of the person who has Medicare, or the name of the provider or supplier). Medicare Number or National Provider 
Identifier (required): This must be completed when the person or entity appointing a representative has a Medicare 
number or National Provider Identifier. If not applicable, fill in, “not applicable”. All fields in Sections 1 and 2 are 
required unless noted as optional within the field. See the regulation at 42 CFR 405.910. 
Charging of Fees for Representing Beneficiaries before the Secretary of DHHS 
An attorney, or other representative for a beneficiary, who wishes to charge a fee for services rendered in connection 
with an appeal before the Secretary of HHS (i.e., an Administrative Law Judge (ALJ) hearing or attorney adjudicator 
review by the Office of Medicare Hearings and Appeals (OMHA), Medicare Appeals Council review, or a proceeding 
before OMHA or the Medicare Appeals Council as a result of a remand from federal district court) is required to obtain 
approval of the fee in accordance with 42 CFR 405.910(f). The form, OMHA-118, “Petition to Obtain Approval of a Fee 
for Representing a Beneficiary” elicits the information required for a fee petition. It should be completed by the 
representative and filed with the request for ALJ hearing, OMHA review, or request for Medicare Appeals Council 
review. Approval of a representative’s fee is not required if: (1) the appellant being represented is a provider or supplier; 
(2) the fee is for services rendered in an official capacity such as that of legal guardian, committee, or similar court 
appointed representative and the court has approved the fee in question; (3) the fee is for representation of a 
beneficiary in a proceeding in federal district court; or (4) the fee is for representation of a beneficiary in a 
redetermination or reconsideration. If the representative wishes to waive a fee, he or she may do so. The form, OMHA-
118, may be found at: https://www.hhs.gov/sites/default/files/OMHA-118.pdf 
 
Approval of Fee 
The requirement for the approval of fees ensures that a representative will receive fair value for the services performed 
before HHS on behalf of a beneficiary, and provides the beneficiary with a measure of security that the fees are 
determined to be reasonable. In approving a requested fee, OMHA or Medicare Appeals Council will consider the nature 
and type of services rendered, the complexity of the case, the level of skill and competence required in rendition of the 
services, the amount of time spent on the case, the results achieved, the level of administrative review to which the 
representative carried the appeal and the amount of the fee requested by the representative. 
 
Conflict of Interest 
Sections 203, 205 and 207 of Title XVIII of the United States Code make it a criminal offense for certain officers, 
employees and former officers and employees of the United States to render certain services in matters affecting the 
Government or to aid or assist in the prosecution of claims against the United States. Individuals with a conflict of 
interest are excluded from being representatives of beneficiaries before HHS. 
 
Where to Send This Form 
Send this form to the same location where you are sending (or have already sent) your: appeal if you are filing an appeal, 
grievance or complaint if you are filing a grievance or complaint, or an initial determination or decision if you are 
requesting an initial determination or decision. If additional help is needed, contact 1-800-MEDICARE (1-800-633-4227, 
TTY users call 1-877-486-2048), or your Medicare plan. You have the right to get Medicare information in an accessible 
format, like large print, Braille, or audio. You also have the right to file a complaint if you feel you’ve been discriminated 
against. Visit https://www.medicare.gov/about-us/accessibilitynondiscrimination-notice, or call 1-800-MEDICARE (1-
800-633-4227) for more information. TTY users can call 1-877-486-2048. 
 
According to the Paperwork reduction act of 1995, no persons are required to respond to a collection of information unless it 
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0950. the time required 
to prepare and distribute this collection is 15 minutes per notice, including the time to select the preprinted form, complete it and 
deliver it to the beneficiary. if you have comments concerning the accuracy of the time estimates or suggestions for improving this 
form, please write to CMS, PRA Clearance officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.  
Form CMS-1696 (Rev 09/21)  



 



 
 


