Dental Program | :

Complaint/Grievance Form

Any problem or complaint that you may have about MassHealth is important to us. If a customer service representative
or a MassHealth enroliment center representative is not able to resolve your problem, or if you are unhappy with the
resolution, we are interested in hearing about it.

Please complete the information below and send it to the address on this form. In our efforts to resolve your grievance, we
may contact you and your healthcare provider or, in some instances, the appropriate regulatory agencies.

Please print.

Name: (First) (Last)

Mailing Address: (Street)

(City) (State) Zip)

Phone Number:

Social security number or MassHealth ID number:

| would like to make a complaint about the following individual or organization:

Name: (First) (Last)

Address: (Street)

(City) (State) Zip)

Phone Number:

In the space below, please tell us about your complaint or problem. Be as specific and brief as possible and,
whenever possible, give the date(s) that the event occurred. (If you need more space, please add additional
sheets to this form.)
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Please detail the steps you took to try to resolve the problem.

Please supply any other information to clarify this grievance/complaint.

Signature Date

Please send this completed form to: MassHealth Operations
Attn: Laura Basso
100 Hancock Street, 6th floor
Quincy, MA 02171

For Office Use Only

Assigned to: Log number:

Final resolution:

Date resolved:
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