
 

 

Nondiscrimination Grievance Form Instructions 

Please read these instructions carefully before completing this form. 

 

When to use this form Complete this form if you believe that Blue Cross and Blue Shield of 
Minnesota or Blue Plus has failed to provide services or discriminated in 
another way on the basis of race, color, national origin, age, disability, or 
gender. 

You may also file a grievance with the U.S. Department of Health and 
Human Services, Office of Civil Rights.  

How to complete this form This form must be completed and signed by one of the following: 

• The person making the grievance 
• The parent or legal guardian of a person making a grievance 
• The personal representative of the person making the grievance 

(e.g. power of attorney, conservator, legal guardian, executor) 

To complete this form: 

• Fill in the name, address, member identification and telephone 
number of the person filing the grievance 

• State your grievance and your preferred resolution for it 
• Sign and date the form 
• If you are making this complaint on behalf of someone else, 

state your name, address and relationship to that person 

Mail this form to  Nondiscrimination Civil Rights Coordinator  
Blue Cross and Blue Shield of Minnesota and Blue Plus  
M495 
PO Box 64560,  
Eagan, MN 55164-0560 
 

 Or 

 U.S. Department of Health and Human Services 
 200 Independence Avenue SW. 

Room 509F 
HHH Building 
Washington, DC  20201  
 

  



 

 

Nondiscrimination Grievance Form 

If you believe that Blue Cross and Blue Shield of Minnesota or Blue Plus has failed to provide services or 
discriminated in another way on the basis of race, color, national origin, age, disability, or gender, please 
complete this form to file a grievance. 

Name of Submitter: _____________________________________________________________   

Member Identification Number:  _______________________  Daytime Phone: ____________________     

Street Address: _________________________________________________________________ 

City: ________________________________________  State: ______  Zip Code ____________ 

Are you submitting this information on the behalf of another individual?         Yes       No          

If yes, please provide their information below: 

Name: ________________________________________________________________________   

Member Identification Number:  _______________________  Daytime Phone: ____________________     

Street Address: _________________________________________________________________ 

City: ________________________________________  State: ______  Zip Code ____________ 

Please provide a narrative description of the grievance or problem and your ideal resolution in the space 
provided, or attach a separate sheet (please include names, dates and other specific applicable information 
whenever possible): 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

I attest that the statements made in this grievance are true and correct to the best of my knowledge and belief. 

Name (please print): ___________________________________  Date (mm/dd/yy) _______ 

Signature: __________________________________________________________________ 

Please send this form to the Nondiscrimination Civil Rights Coordinator by mailing it to:  
Nondiscrimination Civil Rights Coordinator  

Blue Cross and Blue Shield of Minnesota and Blue Plus  
M495  

PO Box 64560,  
Eagan, MN 55164-0560 

 



 

 

 
 
NOTICE OF NONDISCRIMINATION PRACTICES  
Effective July 18, 2016 
 
Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil 
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or gender. Blue 
Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, 
or gender.  
 
Blue Cross provides resources to access information in alternative formats and languages: 

• Auxiliary aids and services, such as qualified interpreters and written information available in other 
formats, are available free of charge to people with disabilities to assist in communicating with us.  

• Language services, such as qualified interpreters and information written in other languages, are 
available free of charge to people whose primary language is not English.  

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of 
your member identification card. TTY users call 711.  
 
If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis 
of race, color, national origin, age, disability, or gender, you can file a grievance with the Nondiscrimination 
Civil Rights Coordinator  

• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator  

Blue Cross and Blue Shield of Minnesota and Blue Plus 
M495  
PO Box 64560  
Eagan, MN 55164-0560 

• or by phone at: 1-800-509-5312 

Grievance forms are available by contacting us at the contacts listed above, by calling  
1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users 
call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed 
above.  
 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for 
Civil Rights  

• electronically through the Office for Civil Rights Complaint Portal, available at: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  

• by phone at:  
1-800-368-1019 or 1-800-537-7697 (TDD) 

• or by mail at: 
U.S. Department of Health and Human Services 
200 Independence Avenue SW 
Room 509F 
HHH Building  
Washington, DC 20201  

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
 
 
 
 
Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association. 
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