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Date of request _______________
Level of Care (circle one)   Inpatient    Outpatient    BHRS    Other

Request for: Grievance Level One (Fax/Mail to Elena Donnelly)  Grievance Level Two (Fax/Mail to Teri Binduga)
                              External Review (Fax/Mail to Teri Binduga)
By: Provider Name___________________  Signature of Provider Representative___________________

       Address______________________________________________________________________________

Contact Name____________________________         Phone Number___________________________


On behalf of member:
Name_____________________________Date of Birth ___________________




Address________________________________





_________________________________

                 
            MA ID # ________________________________

       

            MCO- Value Behavioral Health of Pennsylvania (VBH-PA)

I ____________________________________ give my consent to the above named provider to act on my behalf for this grievance regarding this episode of care only.  This grievance relates to the (inpatient, BHRS, or outpatient) services requested on behalf of the member whose name appears above for date(s) _______________________________________________________.  


I may not separately submit a grievance concerning the services listed above unless I rescind this consent in writing with VBH-PA.  I have been advised that I may rescind this request at any time during this grievance.  I have also been advised that this consent will be automatically rescinded if the provider fails to file this grievance, or fails to continue with this grievance through the second level review process.  

If I rescind this consent in writing, I may file a grievance on my own behalf.  I may also, at any time during this grievance process, give consent again to the above named provider to act on my behalf.

Regardless of the outcome of this grievance I will not be held financially responsible.

I have read and understand, or have had read to me to my satisfaction, this consent form. 

Member Signature ___________________________
Date _________________________

Member Representative_______________________
Date _________________________

(If minor or legally incompetent)

Relationship to Member_______________________

Provider Representative ______________________
Date _________________________
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(724) 744-6300 Phone ● (855) 439-2445 Fax ● www.vbh-pa.com


[image: image1.jpg]