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Grievance Procedures 

 

Grievance Procedures 
 
Overview 
Beneficiaries can use the following Health Alliance grievance procedures for 
complaints that do not involve coverage decisions such as those set forth in the 
appeals section of this book. 
 
Medicare Advantage plan beneficiaries have the right to file a complaint—also 
called a grievance—about problems they have, including: 

• complaints about the quality of services received; 
• complaints about issues such as office waiting times, physician behavior, 
adequacy of facilities or other similar beneficiary concerns; 
• involuntary disenrollment situations; 
• if they disagree with our decision to process a request for a service or to 
continue a service under the standard 14 calendar day time frame rather 
than the expedited/72-hour time frame; and 
• if they disagree with our decision to process an appeal request under 
the standard 30-day time frame rather than the expedited/72-hour time 
frame. 

 
To use the formal grievance procedure, a beneficiary can send his or her 
grievance in writing to Health Alliance Member Services. We will respond to the 
beneficiary to let him or her know how we have addressed the concern as 
expeditiously as the enrollee’s case requires, based on the enrollee’s health status, 
but no more than 30 days after the date the health plan receives the written or 
oral grievance. Grievances filed orally may be responded to orally unless the 
enrollee requests a written response or the grievance concerns quality of care. 
Grievances in writing will be responded to in writing. 
 
In some instances, we need additional time to address concerns. If additional time 
is needed, we keep the beneficiary informed of how the grievance is being 
handled. Whether the formal (written) or informal (telephone) grievance 
procedure is used, we must keep track of all appeals and grievances in order to 
report data to CMS and to our beneficiaries, upon request. 
 
Complaints about a decision regarding payment for or provision of covered 
services that beneficiaries believe are covered by Original Medicare and should 
be provided or paid for by Health Alliance must be appealed through the Health 
Alliance Medicare appeals procedure. 
 

 


