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How to File an INDEPENDENT HEALTH CARE PROVIDER Complaint with the 

Maine Bureau of Insurance 

 

This form is for an independent health care provider to file a complaint with the Maine Bureau of 

Insurance.  (If you have a complaint related to your own insurance coverage, please complete the 

appropriate form at File a Complaint/Dispute | PFR Insurance (maine.gov).  If you have any questions on 

this process, please contact Kim E. Davis at kim.e.davis@maine.gov for assistance. 

 

Attention:  Complaints involving a consumer who has been harmed should be filed by the 

consumer only.  Consumers can contact the Bureau if they need help determining next steps.     
 

Please complete both sides of the last two pages of this form.  The complaint form, signed by the 

health care provider or health care provider representative (i.e. billing clerk, office manager or 

other office staff) authorizes the Bureau to investigate your complaint and provides basic 

information that we will use. If additional space is needed, please use a separate sheet of paper.  

 

Once completed, detach the complaint form and mail to: 

 

Maine Bureau of Insurance 

Attn: Health Care Provider Complaints 

34 State House Station 

Augusta ME 04333 
 

You may also file a complaint electronically by visiting File a Complaint/Dispute | PFR 

Insurance (maine.gov) additional documentation can be sent by e-mail 

to insurance.pfr@maine.gov or directly to the claims investigator who is assigned your case, 

after they have contacted you; or by fax to (207)-624-8599. 

 

What to Include in Your Complaint 

 

Please Provide Us with Details: 

• Tell us what happened, who was involved, and why you think the company is wrong. 

• Have you tried to resolve this problem?  If so, please provide us with details of the 

efforts you have made. 

• What do you want the company to do? 

When filing your complaint, please be sure to attach any copies (not originals) you have of 

documents related to the issue, such as: 

http://www.maineinsurancereg.org/
https://www.maine.gov/pfr/insurance/consumers/file-a-complaint-dispute
mailto:kim.e.davis@maine.gov
https://www.maine.gov/pfr/insurance/consumers/file-a-complaint-dispute
https://www.maine.gov/pfr/insurance/consumers/file-a-complaint-dispute
mailto:insurance.pfr@maine.gov


• Letters, e-mails and other communications between you and the company concerning 

your complaint.  

• Records explaining how the carrier provider submission and payment system works. 

• A copy of your provider contract. 

• Any additional information related to the complaint that you think we should know. 

 

How the Bureau of Insurance Handles Your Complaint 
 

When we receive your completed complaint form, your complaint will be reviewed and assigned 

to an investigator who will contact you by mail or by email.  We will write to the company 

summarizing your complaint. We will ask the company to send us a written response to the 

issues you raised and to any supporting documentation you submitted to us.   

 

By law, any person or company we license must respond to us within 10 business days. (We 

allow the company an additional three days for mailing time.)  If we don’t receive a timely 

response, we send out a follow-up letter by certified mail. However, the company may ask for an 

extension if its response requires additional investigation.   

 

The length of our investigation into your complaint depends on how complicated the issues are. 

The investigation may require follow-up letters, emails, and phone calls. The investigator 

assigned to your complaint will advise you of our conclusions once the investigation has been 

completed.  

 

We are committed to conducting a thorough investigation on your behalf. Our duty is to enforce 

the insurance laws and regulations of this state.    

 

Independent Health Care Provider Tips: 

 

• Read your provider contract.  Make sure that you understand your contracting obligations 

and call the carrier if you have any questions. 

 

• Read and understand all instructions regarding billing, coding, and credentialing. 
 

• Keep a file with all your contractual records, including updates to instructions on claim 

submissions, payments, and other contract services. 

 

• Take notes when you talk to the company; write down the date, time, and name of the 

person you talk to whenever you call the insurance company with a question or a 

complaint about claim processing or other carrier servicing. 

 

It is Important that You Know That We Cannot: 

 

• Force the company to satisfy you if no laws have been broken. 

• Act as your lawyer or give you legal advice. 

• Make contractual decisions. 



PROVIDER COMPLAINT FORM

Provider Service Issues (Please check all that apply): 

 AUDIT  CREDENTIALING  PRIOR AUTHORIZATION

 BILLING/CODING  DENIALS  TPA/VENDOR

 CARRIER SYSTEM ISSUES  NETWORK ISSUES

 CONTRACT  PAYMENT

PLEASE WRITE CLEARLY 

1. PROVIDER INFORMATION

Practice/Practitioner’s Name: _____________________________________________________________________ 

      First                               (MI)                     Last                                             Designation 

Type of Practice:  ______________________________________________________________________________ 

Is this an individual or group practice? _____________________  If group, how many providers?______________ 

Is the practice/practitioner affiliated with a hospital or a larger provider group? ___YES or ___ NO.  Is yes, provide 

the name, address, and contact for that group: ._________________________________________________________ 

_____________________________________________________________________________________________ 

Person Filing Complaint: ________________________________________________________________________ 

(if different than provider)       First   (MI)    Last     Title 

Mailing address:_______________________________________________________________________________ 

 Street                                  City                                          State                    Zip 

E-mail address:________________________________________________________________________________

Telephone numbers: Work/Office: ___________________ Mobile: _____________________ 

2. INSURANCE COMPANY INFORMATION

Name:_______________________________________________________________________________________ 

Address:_____________________________________________________________________________________ 

 Street                                  City                                          State                  Zip 

Provider Contract Number: __________________________ 

Telephone number: ________________________________     



Details of your complaint – tell us what happened, who is involved, what the issues are, 

what you have done to resolve the issues and the name of anyone at the Maine Bureau of 

Insurance you have talked to about your complaint. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

ATTESTATION AND INDEPENDENT HEALTH CARE PROVIDER AUTHORIZATION: 

 

Your signature below confirms that all consumers have been notified if their claims are involved 

in any provider complaint and the outcome could affect their coverage. 
 

I hereby authorize the Maine Bureau of Insurance to investigate my complaint.  This 

authorization remains in effect 12 months from the date the authorization is signed or until I 

revoke it in writing.  
 

______________________________________________ Date __________________________ 

Signature of Complainant 
 

___________________________________________________ 

Printed Name of Complainant 
 

Please detach and mail this completed form to:  

Maine Bureau of Insurance 

Attn: Health Care Provider Complaints 

34 State House Station 

Augusta ME 04333 


