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Grievance Form 

Complete this form if you believe Blue Cross Blue Shield of North Dakota has failed to provide services or 
discriminated in another way on the basis: 

� Race 

� Ethnicity 

� Color 

� National origin 

� Disability 

� Sex, gender 

� Gender identity 

� Sexual orientation 

� Religion 

� Religious beliefs 

� Medical condition, including current or past history of a mental health and substance 
use disorder 

� Sources of payment for care 

� Existence of an Advance Directive or age, in admission, treatment, or participation in its programs, 
services, and activities 

Use this form to write and submit your grievance. 

Who can submit this form? 

This form must be completed and signed by one of the following: 

� You 

� Your legal guardian 

� Your personal representative 

� Your authorized representative 

You may submit this form by: 

� Mail or drop off: Civil Rights Coordinator, 4510 13th Ave. S., Fargo ND 58121 

� Fax: 701-282-1804 

� Email: CivilRightsCoordinator@bcbsnd.com (Communication by unencrypted email presents a risk.) 

For questions, you can call the Civil Rights Coordinator at 701-297-1638. 
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What happens when this form is received by the Civil Rights Coordinator? 

The Civil Rights Coordinator (or her/his designee) will investigate the grievance. This investigation: 

� May be informal 

� Will be thorough 

� Will provide all interested persons an opportunity to submit evidence relevant to the grievance 

The Civil Rights Coordinator will issue a written decision on the grievance: 

� It will be based on the evidence 

� It will include a notice to the person who filed the complaint. This will include a notice of the right to 
pursue further administrative or legal remedies. 

Personal Information 
Name Date of Birth 

Address 

City State Zip 

Identification (ID) Number (found on the front of your insurance card) Daytime Phone Number 

Email Address (if available) 

If you are submitting this grievance on behalf of someone else, please complete their 
information below. 
Name 

Address 

City State Zip 

Identification (ID) Number (found on the front of your insurance card) Daytime Phone Number 

Your relationship to this individual 

Signature Date 
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Details of the Grievance 
Date of Event 

Please describe the grievance you have and the desired outcome you are seeking. You may include 
other papers that show proof of your grievance by including them on a separate attachment. 

List any accommodations or requests you have if we need to contact you about this grievance: 

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