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Member Complaint Form

Complete and mail or fax to:
Absolute Total Care (Medicare-Medicaid Plan)
Attention: Appeals & Grievances
7700 Forsyth Blvd.

St. Louis, MO |63105
Fax: 1-844-273-2641

Absolute Total Care (Medicare-Medicaid Plan) will have a resolution to your complaint no later than 30
calendar days of the date you submit your complaint. If we need more information and the delay is in your
best interest or if you ask for more time, we can take up to 14 more calendar days (44 calendar days total)
to answer your complaint. However, if we take this extension, we will notify you or your representative.
We can usually help you right away or at the most within a few days. If you are making a complaint because
we denied your request for a “fast coverage decision” or a “fast appeal,” we will automatically give you a
“fast” complaint. If you have a “fast” complaint, it means we will give you an answer within 24 hours. If you
need help, call Member Services at 1-855-735-4398 (TTY: 711). Hours are from 8 a.m. to 8 p.m., Monday
through Friday. After hours, on weekends and federal holidays, you may be asked to leave a message. Your
call will be returned within the next business day.

Member’s Name (First and Last):

Member ID Number: Member Date of Birth:

Relationship to Member* (please choose one): |:| Self |:|Parent |:| Legal Guardian |:| Spouse

|:| Other:

*If other than “Self” is selected, required proof of guardianship, power of attorney or an Appointment of
Representative (AOR) Form will be required. The AOR Form can be found on our Resources/Materials
webpage at mmp.absolutetotalcare.com.

Name of Person Submitting the Complaint:

Phone Number:

Street Address:

City: State: Zip: County:

Provider:
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Complaint Type (please choose one):

Abuse, Neglect, Exploitation

Access to Services

Service Request, Claim Payment Issue/Appeals

Prescription Drug Request or Issue/Coverage Determination and Redetermination Process
Customer Service

Enrollment and Disenrollment

O O OO

|:| Fraud and Abuse

|:| Marketing

|:| Privacy Issues

|:| Quality of Care

Is this complaint about your medications? (Please choose one): |:| Yes |:| No

If you answered YES above, do you have enough supply for the next seven days? (Please choose one):
|:| Yes |:| No

What is your complaint?

How can Absolute Total Care resolve your issue?

What is the best way to reach you regarding this complaint? (Please choose one): |:| Phone I:IEmaiI

|:| Other:

Please provide further contact information (i.e., phone number, email address, etc.):




Absolute Total Care (Medicare-Medicaid Plan) is a health plan that contracts with both Medicare and South
Carolina Healthy Connections Medicaid to provide benefits of both programs to enrollees.

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al 1-
855-735-4398 (TTY: 711) de 8 a.m. a 8 p.m., de lunes a viernes. Luego del horario de atencion, los fines de
semana y los dias feriados federales, es posible que se le pida que deje un mensaje. Le devolveremos la
llamada el préximo dia habil. La llamada es gratuita.

For Administrative Use Only
Complaint Number: Date Received:




Notice of Non-Discrimination. Absolute Total Care (Medicare-Medicaid Plan) complies with applicable
federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. Absolute Total Care does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Absolute Total Care: — Provides free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and 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 and information written in other languages.

If you need these services, contact Absolute Total Care's Member Services at 1-855-735-4398 (TTY: 711)
from 8 a.m. to 8 p.m., Monday through Friday. After hours, on weekends and on federal holidays, you may be
asked to leave a message. Your call will be returned within the next business day.

If you believe that Absolute Total Care 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 by calling the number
above and telling them you need help filing a grievance; Absolute Total Care's Member Services is available to
help you.

You can also file a civil ights 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/portaliobby .jsf or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, (TDD: 1-800-537-7697).

Complaint forms are available at http:/Avww .hhs.gov/ocr/officeffilefindex.html.

Language Services

ATTENTION: If you do not speak English, language assistance services are available to you, free of charge.
Call 1-855-735-4398 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingUistica. Llame al
1-855-735-4398 (TTY: 711).
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ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para
1-855-735-4398 (TTY: 711).

BHMMAHWE: Ecnu Bbl rOBOpUTE HA PYCCKOM fA3bIKe, TO BaM J,0CTYNHLI BecnnaTtHble ycnyrm nepesoja.
3BoHUTE 1-855-735-4398 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngén nglr mién phi danh cho ban. Goi s
1-855-735-4398 (TTY: 711).

ATENCAO: Se vocé fala portugués do Brasil, os servicos de assisténcia em sua lingua estéo disponiveis
para vocé de forma gratuita. Chame 1-855-735-4398 (TTY: 711).
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