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TENNCARE DISCRIMINATION COMPLAINT

Federal and State laws do not allow the TennCare Program to treat you differently because of
your race, color, birthplace, disability/handicap, age, sex, religion, or any other group
protected by law. Do you think you have been treated differently for these reasons? Use these
pages to report a complaint to TennCare.

The information marked with a star (*) must be answered. If you need more room to tell us
what happened, use other sheets of paper and mail them with your complaint.

1.* Write your name and address.

Name:
Address:

Zip
Telephone: Home: ( ) Work or Cell: ( )
Email Address:
Name of MCO/Health Plan:
2.* Are you reporting this complaint for someone else? Yes: No:

If Yes, who do you think was treated differently because of their race, color, birthplace,
disability/handicap, age, sex, religion, or any other group protected by law?

Name:
Address:

Zip
Telephone: Home: ( ) Work or Cell: ( )

How are you connected to this person (wife, brother, friend)?
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Name of this person’s MCO/Health Plan:

3.* Which part of the TennCare Program do you think treated you in a different way:
Medical Services Dental Services Pharmacy Services

Long-Term Services & Supports Eligibility Services Appeals

4.* How do you think you were you treated in a different way? Was it your

Race Birthplace Color Sex Age

Disability/Handicap Religion Other

5. What is the best time to talk to you about this complaint?

6.* When did this happen to you? Do you know the date?

Date it started:

Date of the last time it happened:

7. Complaints must be reported by 6 months from the date you think you were treated in a
different way. You may have more than 6 months to report your complaint if there is a good
reason (like a death in your family or an illness) why you waited.
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8.* What happened? How and why do you think it happened? Who did it? Do you think anyone else was
treated in a different way? You can write on more paper and send it in with these pages if you need more room.

9. Did anyone see you being treated differently? If so, please tell us their:
Name Address Telephone

10. Do you have more information you want to tell us about?

11.* We cannot take a complaint that is not signed. Please write your name and the date on the line below.
Are you the Authorized Representative of the person who thinks they were treated differently? Please sign your
name below. As the Authorized Representative, you must have proof that you can act for this person. If the
patient is less than 18 years old, a parent or guardian should sign for the minor. Declaration: | agree that the
information in this complaint is true and correct and give my OK for TennCare to investigate my complaint.

(Sign your name here if you are the person this complaint is for) (Date)

(Sign here if

you are the Authorized Representative) (Date)

Are you reporting this complaint for someone else but you are not the person’s Authorized Representative?
Please sign your name below. The person you are reporting this complaint for must sign above or must tell
his/her health plan or TennCare that it is okay for them to sign for him/her. Declaration: | agree that the
information in this complaint is true and correct and give my OK for TennCare to contact me about this
complaint.

(Sign here if you reporting this for someone else) (Date)

Are you a helper from TennCare or the MCO/Health Plan assisting the member in good faith with the
completion of the complaint? If so, please sign below:
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(Sign here if you

are either a helper from TennCare or the MCO/Health Plan) (Date)

It is okay to report a complaint to your MCO/Health Plan or TennCare. Information in this complaint is treated
privately. Names or other information about people used in this complaint are shared only when needed. Please
mail a signed Agreement to Release Information page with your complaint. If you are filing this complaint on
behalf of someone else, have that person sign the Agreement to Release Information page and mail it with this
complaint. Keep a copy of everything you send. Please mail or email the completed, signed Complaint and the
signed Agreement to Release Information pages to us at:

HCFA, Office of Civil Rights Compliance
310 Great Circle Road; Floor 4W ¢ Nashville, TN 37243
615-507-6474 or for free at 855-857-1673
Free / gratis TRS Call / llame 711 Ask / pregunte 877-779-3103
HCFA fairtreatment@tn.gov

You can also call us if you need help with this information.
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TennCare Agreement to Release Information

To investigate your complaint, TennCare and your MCO/Health Plan may need to tell other persons or agencies
important to this complaint your name or other information about you.

To speed up the investigation of your complaint, read, sign, and mail one copy of this Agreement to
Release Information with your complaint. Please keep one copy for yourself.

e | understand that during of the investigation of my complaint TennCare and
(write name of your MCO/Health Plan on the
line) may need to tell people my name or other information about me to other persons or agencies. For example,
if | report that my doctor treated me in a different way because of my color, my MCO/Health Plan may need to
talk to my doctor.

* You do not have to agree to release your name or other information. It is not always needed to investigate
your complaint. If you do not sign the release, we will still try to investigate your complaint. But, if you don’t
agree to let us use your name or other details, it may limit or stop the investigation of your complaint. And, we
may have to close your case. However, before we close your case if your complaint can no longer be
investigated because you did not sign the release, we may contact you to find out if you want to sign a release
so the investigation can continue.

If you are filing this complaint for someone else, we need that person to sign the Agreement to Release
Information. Are you signing this as an Authorized Representative? Then you must also give us a copy of the
documents appointing you as the Authorized Representative.

By signing this Agreement to Release Information, | agree that I have read and understand my rights
written above. | agree to TennCare telling people my name or other information about me to other
persons or agencies important to this complaint during the investigation and outcome.

By signing this Agreement to Release Information, | agree that I have read and understand my rights
written above. | agree to my MCO/Health Plan telling people my name or other information about me to
other persons or agencies important to this complaint during the investigation and outcome.

This Agreement to Release Information is in place until the final outcome of your complaint. You may cancel
your agreement at any time by calling or writing to TennCare or to your MCO/Health Plan without canceling
your complaint. If you cancel your agreement, information already shared cannot be made unknown.

Signature: Date:

Name (Please print):

Address:
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Telephone:

Need help? Want to report a complaint? Please contact or mail a completed, signed Complaint and a signed
Agreement to Release Information form:

HCFA ONCC Phone: 1-615-507-6474 or for free at 1-855-857-1673
310 Great Circle Road, 4™ Floor For free TTY dial/llamar al 711 and ask for 855-286-9085
Nashville, TN 37243

Email: HCFA fairtreatment@tn.gov

Do you need free help with this letter?

If you speak a language other than English, help in your language is available for free.
This page tells you how to get help in a language other than English. It also tells you
about other help that’s available.

Spanish: Espafiol
ATENCION: si habla espafriol, tiene a su disposicidn servicios gratuitos de asistencia
linguistica. Llame al 1-855-259-0701 (TTY: 1-800-848-0298).

Kurdish: S0
Al A 5 32 ) )38 (gle ) (sl (IS4l 5 e A (uSen il (535 S ey 4y S 1 ,a8L
a L;A.'\a):HT:\
A TTY (1-800-848-0298) 1- 855-259-0701
Arabic: 1Jg srsd

0701-259-855-1 a2 sl cliavally &l 55y sall e Lusal) o 8 ¢Aall) S3 Cana i 13) 1AL pale
(0298-848-800-1:481 5 aall il )

Chinese: FKrehx
R WRERAERE TS A D e B EESE SRR - 5521EE 1-855-259-0701
(TTY 1-800-848-0298) -

Vietnamese: Tiéng Viét . ]
CHU Y: Neu ban nédi Tiéng Viét, co cac dich vu ho trg ngbn ngr miéen phi danh cho ban.
Goi s0 1-855-259-0701 (TTY: 1-800-848-0298).

Korean: st=0

F=o: 2 =0E MEotAl= 82, 80 XN& AHIASE 22 0[S0t +=
USLICH 1-855-259-0701 (TTY: 1-800-848-0298)H O = &M 3tol =& Al L.

French: Francais
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-855-259-0701 (ATS : 1-800-848-0298).

Ambharic: h7ICT
TG OA: 075 TR ATICE NPT CTCTHI® hCAS LCEPTT (1R ALTHPT THIEAPA:
of. “LntAD- 27PC LLM-X 1-855-259-0701 (P07 ATAGTFD-: 1-800-848-0298).

Guijarati: oLl
YUoll: % dN oAl llcdcll &, Al [A:9es el UstA A dAHIRL M2 GUudou B. Hlot
50 1-855-259-0701 (TTY: 1-800-848-0298).
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Laotian: W90
Uogou:in 90 21 weo” w970, MVL 2 NIy cen_ o0 wwaz, losv
300 9w L W sl 1 w. Ins 1-855-259-0701 (TTY: 1-800-848-0298).

German: Deutsch
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-855-259-0701 (TTY: 1-800-848-0298).

Tagalog: Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-855-259-0701 (TTY: 1-800-848-0298).

Hindi: fedr
& & At o9 fGEY averd & a7 Aok fore qod § AT Fg71aaT HaT10 39 21 1-855-259-
0701 (TTY: 1-800-848-0298) ¥ Fie |

Serbo-Croatian:  Srpsko-hrvatski
OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomo¢i dostupne su vam
besplatno. Nazovite 1-855-259-0701 (TTY- Telefon za osobe sa oste¢enim govorom ili
sluhom: 1- 800-848-0298).

Russian: Pycckuii

BHUMAHME: Ecnu Bbl rOBOpUTE HAa PYCCKOM SI3bIKE, TO BaM JIOCTYIIHbI O€CIIIaTHbIE
yenyru nepeBoga. 3Bonute 1-855-259-0701 (teneraiim: 1-800-848-0298).

Nepali: AqTelt
1T feeTe g \:quéﬁm@m%r Hol TUTSHT T TET $HTST FETI AT AATEE fo:Qoeh
AHT 3UISH S | BIeT g 1-855-259-0701 (fefears: 1-800-848-0298) |

Persian:
L. 25l ) d Lad (o) 81 s (L) Dhenst i€ 0 SUR b ) 4 Rl gl
8% oslad 1-855-259-0701 (TTY: 1-800-848-0298)

e Do you need help talking with us or reading what we send
you?

e Do you have a disability and need help getting care or
taking part in one of our programs or services?

e Or do you have more questions about your health care?

Call us for free at 1-855-259-0701. We can connect you with

the free help or service you need.
(For TTY call: 1-800-848-0298)
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