
 

Member Grievance/Appeal Request Form  
 

Mail this form to:  

Molina Healthcare of Florida  

Attn: Grievance & Appeal Department  

PO BOX 521838  

Miami, Florida 33152-1838  
Toll free: (866) 472-4585  

Fax Number: (877) 508-5748  

 
Please Print  

Member’s name: _____________________________________________ Today’s date:  _________________________________  

Name of person requesting grievance, if other than the Member:  ____________________________________________________   

Relationship to the Member:  _________________________________________________________________________________  

Member’s ID #: _______________________________________  Daytime telephone  ___________________________________   

Specific issue(s):  __________________________________________________________________________________________  

 

 

 ________________________________________________________________________________________________________  

 

 

 ________________________________________________________________________________________________________  

 

 

 ________________________________________________________________________________________________________  

 

 (Attach another sheet of paper to this form if more space is needed)  

 

 

Member’s Signature ________________________________________________________  Date: ____________________  

 

If you would like assistance with your request, we can help. You can call or write to us at: 

 Molina Healthcare of Florida  

Attn: Grievance & Appeal Department  

PO BOX 521838 

Miami, Florida 33152-1838 

Toll free: (866) 472-458 

 Fax Number: (877) 508-5748  

 

 
 



 

Member Grievance/Appeal Request Form  
 

 
Instructions for filing a grievance/appeal:  

 
1. Fill out this form completely. Describe the issue(s) in as much detail as possible.   

2. Attach to this form, copies of any records you wish to submit. (Do Not Send Originals).   

3. You may present your information in person. To do this, call us at the numbers listed on this form.  

4. Call the above numbers if you need any help. We can help you in the language you speak or if you need services for the hard of 

hearing.  

5. If you will have someone else acting on your behalf, a signed consent form is needed. Please call the number above to ask for 

this form.  

6. You, and/or someone you have chosen to act on your behalf, can review your appeal file before or during the appeal process. 

Your appeal file includes all of your medical records and any other documents related to your case.  

7. Return this completed form to   

 

Molina Healthcare of Florida 

Attn: Grievance & Appeal Department 

PO BOX 521838 

Miami, Florida 33152-1838  

8. We will send a written verification of receipt of your request. It will be mailed to you within five working days after the request 

is received.   

Thank you for using the Molina Healthcare Member Grievance Process.  


