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Authorized Representative for Managed Care Grievances 

Complete this form to appoint an individual, organization, or provider to act on your behalf during the 
grievance process. This form shall be completed by the Medicaid member or their parent, if the 

member is a minor. The member and the authorized representative must both sign this form. 

Legal documentation such as a court order establishing legal guardianship, or a power of attorney can 
be submitted instead to designate a representative. 

Member Information 
 

First and Last Name 
      

Date of Birth 
      

Case Number 
      

Medicaid ID Number 
      

Telephone Number 
      

Parent’s Name, if appellant is minor (under age 18) 
      

Provide Detailed Explanation of What is Being Submitted for a Grievance  
      

By signing this form, I understand: 

▪ I authorize my Authorized Representative to act on my behalf during my grievance and to have 

access to all protected health information regarding my grievance and agree that this information 

may be disclosed to other persons in connection with this grievance. 

▪ This authorization is at my request. I have the right to refuse to sign this form and that it is strictly 

voluntary. 

▪ My signature does not waive my right to represent myself. 

▪ This authorization automatically expires at the end of the grievance process or if I revoke this 

permission in writing. I can revoke this authorization by sending a written request by mail or fax  to 

the appropriate entity below.  

Signature of Member or Parent, if member is a minor Date Signed 
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Member Representative Information 
 

Authorized Representative First and Last Name 
      

Organization or Provider Business Name 
      

Representative Mailing Address 
      

City 
      

State 
      

ZIP Code 
      

Representative Email Address 
      

Representative’s Relationship to Member 
      

Representative Telephone Number 
      

By signing this form, the Authorized Representative understands: 

As a condition of serving as an authorized representative, I agree to abide by relevant 

state and  federal laws concerning conflicts of interest and confidentiality of information. 

IMPORTANT NOTE: This form is not valid for appellants who are mentally unable to sign. If the 

member is mentally unable to sign this form, the person acting on their behalf must submit legal 

proof of guardianship with the grievance. 
 

Signature of Authorized Representative Date Signed 

      

Managed Care Plan Contact Information:  

Wellpoint Iowa, Inc.  
Grievances and Appeals 

Department 
PO Box 62429 

Virginia Beach, VA  23466-2429 
FAX: (844) 400-3465 

Iowa Total Care 
Grievances and Appeals 

Department 
1080 Jordan Creek Pkwy, Ste 400S  

West Des Moines, IA 50266 
FAX: (833) 809-3868 

Molina Healthcare 
Appeals and Grievances 

PO Box 93010 
Des Moines, IA 50393 
FAX: (833) 832-1922 

Delta Dental of Iowa 
 Attn: DWP Appeals and  Complaints 

PO Box 9040 
Johnston, IA 50131-9040 

FAX:  (888) 264-0195 

DentaQuest  
Attn: Complaints, Grievances & Appeals 

P.O. Box 8206 
Des Moines, IA 50301 

FAX: 262-387-3704 
Email: cgateam1@dentaquest.com 

 

mailto:cgateam1@dentaquest.com

