
OFFICE OF THE ATTORNEY GENERAL
CONSUMER PROTECTION DIVISION

HEALTH EDUCATION AND ADVOCACY
UNIT

200 Saint Paul Place
Baltimore, Maryland 21202-2021

Health Advocacy Hot Line
 (410) 528-1840 

Toll Free 1-877-261-8807
Fax (410) 576-6571

9:00 A.M. until 4:30 P.M.
 Monday - Friday

Complaint Form

Please complete the following information regarding the person filing the complaint:

Name (Last, First, M.I.)

Street Address

City, State, Zip Code

Daytime Telephone

Evening Telephone

E-Mail Address 

Please complete this section if your complaint involves an insurance company:
(Copies of insurance cards are acceptable)

Primary Insurer

Address

City, State, Zip

Telephone Number

Policyholder

Policy Number

Effective Date

Is the policy through an employer?  GYES     G NO

/ Please include a copy of any correspondence you have received from your insurance carrier. 
Do not send the originals.

**If other insurers are involved in the complaint, please provide the same information as requested above.

Please complete the following information for your Primary Care Doctor, the health care service or
product involved in the complaint:

Name of Doctor or Business

Street Address

City, State, Zip Code

Telephone

E-mail or Internet Address 
**If other doctors or business are involved in the complaint, provide the same information requested above.



___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Heath Care Service or Product Information

L Please attach a summary of your complaint including a description of what happened, copies
of bills, receipts, explanations of Insurance benefits, Insurance card(s) and any other relevant paper
work. Also include a statement of the result you would like to see as a result of filing the complaint.

What type of product or service is involved in the dispute? 

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Describe the problem with the product or service:

Date of the purchase or service:____________________

How has the business responded to you?  With whom did you speak?

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

What would you like the business to do to resolve your complaint? 

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________



_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________

Comments:

Medical Record Consent

In the course of handling your complaint, it is often necessary for our office to obtain medical or
insurance claim records or to communicate with providers, your insurance plan, and other state
agencies. These communications may be considered confidential medical records. In order for us
to obtain this information, you must authorize its release. Please complete the enclosed authorization
for release of medical records so that we may obtain and review medical or claim records for care
provided to you or a member of your family.

We cannot begin our efforts to assist you until the authorization has been received.






