STATE OF NEW YORK
INSURANCE DEPARTMENT
ONE COMMERCE PLAZA
ALBANY, NY 12257
(800) 342-3736 Fax (518) 474-2188

PROVI DER PROVPT PAYMENT COMPLAI NT FORM

Narme of Provi der Conpl ai nt agai nst (Insurer or HMO
Addr ess Addr ess
City State Zip City State Zip

Cont act / Phone

Pati ent Nane | D nunber

Date of Service Cl ai m nunber (if avail abl e)

Date(s) claimsubnitted Has an appeal been filed for this clain? |If
so when?

Type of coverage (i.e. HMO, Indemity, Medicaid, Self-funded, Medicare) -* see #2 bel ow

The I nsurance Departnent investigates insurance conplaints against |icensed insurance
entities. You will receive a witten acknow edgenent with your file nunmber(s) by nmail
Thi s Departnent cannot: act as your |awyer, give |legal advice, reconmend, or rate

i nsurers.

Before contacting this Departnent regarding an alleged pronpt pay violation, please do

the foll ow ng:

1) Contact the insurer or HMO to verify that the clai mwas received.

2) Make every effort to determne the type of coverage. |If the patient is covered by a
sel f-funded plan or Medicare this Departnent |acks jurisdiction to assist.

3) Review your records to ensure claimhas not been paid or denied.

4) If the insurer or HMO has requested additional docunentation and you have not supplied
it, the claimis not delinquent and should not be subnmitted as a conplaint.

n order to process your conplaint this Department requires:

I
A. A legible copy of the HCFA 1500 or UB 92 formfor each claim Do not send originals!
B. When sending in nunerous claimforns, please group themby insurer or HMO and
al phabetize by patient.
C. Do not send duplicate conplaints. Once you have filed a conplaint, do not re-submt

it with another batch even if it is still outstanding.

http://www.ins.state.ny.us
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