NEW YORK STATE DEPARTMENT OF HEALTH o e .
Office of Medicaid Management Med]ca]d Com pl.al nt

Complainant Information:

Name Date

Address: Street & #

City State Zip
Email Address Telephone ( )

« If you are a Medicaid provider: Provider ID

« If you are a Medicaid recipient: CID# Case #
Summary of Complaint:

Complaint Against a Medicaid Provider

Provider or Facility Name

Address: Street& #

City State Zip

Provider ID (if known) Telephone ( )

Complaint Against a Medicaid Client

Client First Name Last Name

Address: Street & #

City State Zip
Telephone ( )
CID# Case#
SSN DOB/Age
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