MEDICARE BALANCED BILLIING COMPLAINT FORM
If you believe that you are a Medicare beneficiary who has been Medicare Balance Billed by a health care practitioner, we must receive the following documentation to determine if Balance Billing has occurred:
Your Name:_______________________________________________ Telephone #: (_____) ____________

Address:__________________________________________________

City:_____________________________________________________

Zip Code:_________________________

Name of the healthcare provider/supplier:____________________________________________________________

Address:______________________________________________________________________________________

City:___________________________________________________   Zip Code_____________________________

Telephone number:(_____) _________________________

  X   Copies of all applicable billing statements.

  X   A waiver of confidentiality (enclosed).


If you file a complaint with us your name will be kept confidential from the general public but it may be 

necessary to identify you to the health care practitioner in question during the course of our investigation.  

Please sign the enclosed Waiver of Confidentiality and return the completed form to us.         

  X   A copy of the Explanation of Your Medicare Benefits (EOMB)
Please mail, electronically mail or fax these above form and documentation to:

Ohio Department of Health, Provider and Consumer Services Section

2nd Floor

246 North High Street

Columbus, Ohio 43215-2412

Fax: (614) 728-9169

e-Mail address:  www.DNR@gw.odh.state.oh.us
      OTHER:                  

On request only:

      Proof of your annual family income.


Your family consists of all individuals related by blood, marriage or adoption that reside in the same 

residence as you.  Proof of income can be a copy of your last year's tax return or a signed statement 

of your income with accompanying documentation.
                                   
As soon as we receive the above information from you, we will proceed with our investigation of your complaint.  If you have any questions regarding this correspondence, you may call our office at (800) 899-7127.

Sincerely,

Lucille Raabe, Section Chief,
Provider and Consumer Services Section

Ohio Department of Health
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