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Appeal or Grievance Form
If you have a complaint or appeal related to your Humana plan or any aspect of your care, we want to hear about
it and see how we can help. You can use this form to tell us what happened and how you’re feeling. Please provide
complete information, so we can get your issue to the associate who can help you best.

This form, along with any supporting documents (such as receipts, medical records, or a letter from your doctor) 
may be sent to us by mail or fax:

Address: Humana Grievance and Appeals Department Fax Number: 888-556-2128
P.O. Box 14165
Lexington, KY 40512-4165

Who is the member?

Member name (first and last)

Humana member ID number Member birthdate (MM/DD/YY)

Person acting on member’s behalf (if someone other than the member)

Street address City

State ZIP code Phone number (with area code)

 2   What was the issue?
First, help us understand what this was about:

A medication

A medical service (or medical equipment)

An issue not related to a specific medical service or medication

For a specific medical service or medication, please provide the details:
Service or medication

Provider (Physician, Facility, Prescriber)

Have you already received the medical service or medication?

Yes No
Service date (MM/DD/YY) Claim number (if you have one)
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2   What was the issue? (Continued) 

What should we know about this issue? Please be as specific as possible about what happened and who was 
involved. Include any dates of service or contact with Humana employees, healthcare providers or pharmacies. If 
you run out of room, feel free to write on the back or add an extra page. 

What additional information can you share? Please attach copies of any supporting 
information or documents that we should review, such as receipts for medications or services 
already paid for, medical records, or a letter from your provider. 

What documents have you attached?: 

Receipt(s) 
Medical Bill(s) 
Medical Records 

Letter from your provider None 
Other  

Does your appeal need to be expedited? Expedited appeals are only appropriate for 
services that haven’t been rendered yet and if you and your provider believe that 
waiting for a standard decision could seriously harm your life, health or ability to regain 
maximum function. To process an expedited appeal, we’ll need your provider to share a 
statement indicating why your request should be expedited. 

Please check this box if you need an expedited decision within 72 hours, and you have 
a supporting statement from your provider. 



Y0040_GHHJX8LENa_C

Do you need to appoint a representative?

Skip this section if you are the member acting on behalf of yourself.
If you are not the member and aren’t sure if you’re authorized to work with Humana on the member’s behalf,
please complete this section with the member. (Note: If you are a provider or legal representative, you will need to 
complete a separate Appointment of Representative Form that can be found here.)

Member’s Medicare ID Number or HICN (on Member’s Medicare card)

Representative name (first and last) Relationship to member

Street address City

State ZIP code Phone number (with area code)

4   Sign and Submit

Member Signature (or prescribing physician) Date

Authorized Representative Signature (if you filled out section 3) Date

Thanks for taking the time to inform us of this issue. We’ll be in touch with you if we have any questions, and we’ll 
get back to you as soon as we complete our investigation of the issue.
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Important  
At Humana, it is important you are treated fairly. 
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, 
national origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, 
marital status, religion, or language. Discrimination is against the law. Humana and its subsidiaries 
comply with applicable federal civil rights laws. If you believe that you have been discriminated against 
by Humana or its subsidiaries, there are ways to get help. 

• You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

• You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html.

• California residents: You may also call the California Department of Insurance toll-free hotline
number: 1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 1-877-
320-1235 (TTY: 711)
Humana provides free auxiliary aids and services, such as qualified sign language 
interpreters, video remote interpretation, and written information in other formats to 
people with disabilities when such auxiliary aids and services are necessary to ensure an 
equal opportunity to participate. 
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Multi-Language Insert 
Multi-language Interpreter Services 

English: We have free interpreter services to answer any questions you may have 
about our health or drug plan. To get an interpreter, just call us at 1-877-320-1235 
(TTY: 711). Someone who speaks English can help you. This is a free service. 
Spanish: Tenemos servicios de intérprete sin costo alguno para responder 
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos. 
Para hablar con un intérprete, por favor llame al 1-877-320-1235 (TTY: 711). Alguien 
que hable español le podrá ayudar. Este es un servicio gratuito. 
Chinese Mandarin: 

1-877-320-1235 ( : 711)

Chinese Cantonese: 
1-877-320-1235 ( : 711)

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot 
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan 
o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-877-320-1235 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita
ng Tagalog. Ito ay libreng serbisyo.
French: Nous proposons des services gratuits d’interprétation pour répondre à 
toutes vos questions relatives à notre régime de santé ou d’assurance-médicaments. 
Pour accéder au service d’interprétation, il vous suffit de nous appeler au 
1-877-320-1235 (TTY: 711). Un interlocuteur parlant Français pourra vous aider.
Ce service est gratuit.
Vietnamese: Chúng tôi có d ch v  thông d ch mi  tr  l i các câu h i v  

 s c kh e và  trình thu c men. N u quí v  c n thông d ch viên xin 
g i 1-877-320-1235 (TTY: 711) s  có nhân viên nói ti ng Vi t giúp  quí v .  là 
d ch v  mi n phí. 
German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu 
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie 
unter 1-877-320-1235 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen. 
Dieser Service ist kostenlos. 
Korean: 

1-877-320-1235 (TTY: 711) 



Russian: 
      

-877-320-
-  

:Arabic                         
             .                  
       711) (TTY: .1-877-320-1235              . 

     . 
Hindi:                     

    .      ,   1-877-320-1235 (TTY: 
711)   .           .     .
Italian: È disponibile un servizio di interpretariato gratuito per rispondere a 
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete, 
contattare il numero 1-877-320-1235 (TTY: 711). Un nostro incaricato che parla 
Italianovi fornirà l’assistenza necessaria. È un servizio gratuito. 
Portuguese: Dispomos de serviços de interpretação gratuitos para responder 
a qualquer questão que tenha acerca do nosso plano de saúde ou de medicação. 
Para obter um intérprete, contacte-nos através do número 1-877-320-1235 
(TTY: 711). Irá encontrar alguém que fale o idioma Português para o ajudar. 
Este serviço é gratuito. 
French Creole: Nou genyen sèvis entèprèt gratis pou reponn tout kesyon ou ta 
genyen konsènan plan medikal oswa dwòg nou an. Pou jwenn yon entèprèt, jis rele 
nou nan 1-877-320-1235 (TTY: 711). Yon moun ki pale Kreyòl kapab ede w. Sa a se 
yon sèvis ki gratis. 
Polish: 

leków. Aby  z pomocy    polski,  
pod numer 1-877-320- tna. 
Japanese

1-877-320-1235 TTY 711


