Member Complaint Form

Follow the steps below to submit a complaint to LifeWise Health Plan of Washington. Health Plan of Washington

Z LifeWise

A. Tell us the member’s information

First Name Last Name: Date of Birth: mmmop/vy
ID Prefix: (see IDinformation) | 1D #: Suffix: Group/PoIicy #:
Address: City/State: Zip Code:
Phone #: Email Address:
B. What is this regarding?
Check what most applies:
LifeWise's service Other: Please specify:
Your provider's service. Write provider information in spaces below: 4
Provider of Care (e.g.: Doctor’s name, hospital, laboratory):
Address: City: State: ZIP:

C. Explain your concerns in this space below.
Attach supporting documentation. If you need more space, you may attach a written statement.

D. Sign and Send

Signature:

X

Date:

Printed Name:

*Email Address:

*Prefer to receive response via email? O By checking this box,
you agree to receive your response letter, including those
regulatory in nature, via the email address noted in Section D. You
can change your mind at any time and a request paper copy of
any notice at no cost by contacting the Company in writing.

Send complaint form and supporting documentation to:
LifeWise Health Plan of Washington Member Appeals

PO Box 91102

Seattle, WA 98111-9202

Fax: 425-918-5592

047711 (01-31-2024)




[ ' .
7 LifeWise
Discrimination is Against the Law

LifeWise Health Plan of Washington (LifeWise) complies with applicable Federal and Washington state civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. LifeWise does not
exclude people or treat them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation.
LifeWise 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). LifeWise 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 the Civil Rights Coordinator. If you believe that LifeWise has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual
orientation, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll
free: 855-332-6396, Fax: 425-918-5592, TTY: 711, Email AppealsDepartmentinquiries@LifeWiseHealth.com. You can file a grievance in
person or by mail, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a
civil rights 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/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697
(TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with the
Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance Commissioner Complaint
Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900,
360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-592-6804 (TTY: 711).
AR OREERERE P BRI BIESE SRR - 5520E 800-592-6804 (TTY : 711) -
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd tro' ngdn ngtr mién phi danh cho ban. Goi s 800-592-6804 (TTY: 711).
F: =0 E MBotAlE 2, A0 XIJ MEIAE 222 080t = YASLICH 800-592-6804 (TTY: 711) HHO 2 Matoh FAA L.
BHWMAHWE: Ecnm Bl roBOpUTE Ha PYCCKOM A13bIKE, TO BaM AOCTYMHLI Becnnathble yenyru nepesoga. 3soHute 800-592-6804 (teneTaitn: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-592-6804 (TTY: 711).
YBATA! fKL10 B/ PO3MOBAAETE YKPAIHCbKOIO MOBOIO, BU MOMKETE 3BEPHYTUCA A0 HE3KOLITOBHOI C/1YKOU MOBHOT NiATPUMKMN.

TenedoHyiite 3a Homepom 800-592-6804 (TeneTaiin: 711).
[utis: 1IGuSMERSuNw Manisl N SSWiRsmMan INWESSSS WL SHICGESINUUTEEY G 1090 §00-592-6804 (TTY: 711)4
AEZE  BAEZEINGGE, BHOSEIREZCARAVEETET, 8005926804 (TTY711) £T, BEEICTIEKCLEL,
TNFOF; 0715t IR ATICE Pt PRCH® ACAF RCEFTE (1R ALIHPT HHIEHPA: OL “UntAD- ¢7C RO+ 800-592-6804 (oot AtAgFm- T11),
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-592-6804 (TTY: 711).
(711 68015 aall s o)) 800-592-6804 a0 docall  lanalls el ) 553 &, galll Sac lusall land (i Arlll 83 Ziaai i€ 1)) Al sale
fimrs foB: 7 3t st 892 J, 3T 3 R A3 AT 393 B8 He3 QusHEY J1 800-592-6804 (TTY: 711) '3 IS 3|
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-592-6804 (TTY: 711).
W0990L: 1199 WnedIwIZy 299, NMLINMVgoecHacWWI, Loetcdya, cuniwenluiti. tns 800-592-6804 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-592-6804 (TTY: 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-592-6804 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-592-6804 (TTY: 711).
ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 800-592-6804 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-592-6804 (TTY: 711).
80 il 800-592-6804 (TTY: 711) L a5l (o aal g L (51 Il &) gy (5 0t e oo K8 i Jlb () 40 R iAa g

037336 (07-01-2021)
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