TO REPORT A COMPLAINT

Century Health Solutions strives to offer a network of quality providers for
you to select for your medical care. Please inform us of any complaint
regarding a medical provider participating in the Century network or the
administrative services we provide. Patterns of complaints involving the
same provider or facility may aliow us to identify concerns and improve the
level of care provided by participating providers.

QUESTIONS OR COMPLAINTS RELATED TO ELIGIBILITY,
CLAIM PAYMENTS OR BENEFIT DETERMINATIONS SHOULD
BE DIRECTED TO YOUR INSURANCE COMPANY OR PLAN
ADMINISTRATOR.

Your complaint must be received in writing. Please use the following

Complaint Form although Century will also accept your complaint in the
form of a letter.

¢ State your complaint clearly and concisely.

¢ You should enclose copies of all relevant documentation. Do not
send original documents.

o If we have to contact the provider related to your complaint, you
may be requested to sign an authorization for release of
information at a later date.

Please fax or mail the completed Complaint Form to Century Health
Solutions at:

CENTURY HEALTH SOLUTIONS
ATTENTION: ADMINISTRATION
P.O. BOX 1676

TOPEKA, KANSAS 66601-1676

FAX NUMBER (785) 232-3454



COMPLAINT FORM

Your Name:
(person completing this report)
Address:
Street City State Zip
Telephone:  Home ( ) Work ( )
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Provider:
(provider subject to the complaint)
Address:
Street City State Zip

Telephone: ( )
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Name of patient, if other than yourself

Address:
Street City State Zip

Telephone:  Home ( ) Work ( )
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Nature of Complaint/Report

Please give full details of your complaint/report: include facts, details, dates, locations,
relationship of the patient to the person completing this report, etc. Please attach copies
of medical records, correspondence, and any other documents that will help support your
complaint. Please attach additional sheets as necessary.

Signature Date



