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P.O. Box 11740 
Eugene, Oregon 97440-3940 

You can get this letter in another 
language, large print, or another  
way that is best for you. You ca 

 n  
also have a language interpreter .  
Call 1-877-600-5472 (TTY/TDD 

  711) 

Complaint or Grievance Form 

If you are very unhappy with Trillium, your healthcare services, or your provider, you can 
complain or file a grievance with us by filling out this form.  

Today’s Date: ___________________________________________________ 

Your Name: ___________________________________________________ 

Your Phone Number:  ___________________________________________________ 

Member’s Name (if you are not the member): ________________________________ 

Member’s OHP ID number or Date of Birth:  ________________________________ 

What happened? When did it happen? Who was involved? 

_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 

_________________________________________________________________________ 

What do you want us to do about this? 

_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 

_________________________________________________________________________ 
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We must solve it and call or write you in 5 workdays from the date we got the complaint. If we 
can’t solve it in 5 workdays, we will send you a letter within 5 workdays to explain why. We 
may take up to 30 days to address your complaint. We will not tell anyone about your 
complaint unless you ask us to. 

We need the member’s permission to look into this grievance. This permission must be in 
writing.  

Please sign this form if you want us to investigate this complaint. 

If you are a representative signing either for the member or on behalf of the member, include 
documents showing that you may act on behalf of the member. Contact us if you need have 
questions about getting the documents.  

I, _________________________________________
 Print Name or Representative Name 

 want __________________________ 

to act for me in my Grievance. 

________________________________________           _________________________ 
Signature of Member (or Member Representative) Relationship to Member 

Date: ______________________ 

For more information or to ask for this information in another language or format, please call 
Member Services Toll Free: 1(877) 600-5472 or TTY: 1(877) 600-5473. 

Trillium Member Services is available to answer your call directly 8 a.m. to 5 p.m., Monday 
through Friday (except on holidays). 

Our automated system is available anytime for self-service options, including after hours, 
weekends, and holidays. Voice messages are reviewed and responded to within one business 
day. Member Services also has free language interpreter service available for non-English 
speakers.  

Send your completed form to: Trillium Community Health Plan (TCHP), PO Box 11740, 
Eugene, OR 97440-3940 
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Do you think Trillium Community Health Plan (Trillium) has treated you unfairly? 
Trillium must follow state and federal civil rights laws. It cannot treat people unfairly in any 
of its programs or activities because of a person’s: 

• Age
• Color
• Disability

• Gender identity
• Marital status
• National Origin

• Race
• Religion
• Sex

• Sexual orientation

You have a right to enter, exit, and use buildings and services. You have the right to get 
information in a way you understand. Trillium will make reasonable changes to policies, 
practices, and procedures by talking with you about your needs. 

To report concerns or to get more information, please contact Member Services at 541-485-
2155; Toll Free: 1-877-600-5472; TTY: 1-877-600-5473, Monday through Friday, 8:00 a.m. to 
5:00 p.m. You can leave a message at other times, including weekends and federal holidays. 
We will return your call the next business day. The call is free. 

You have a right to file a civil rights complaint with these organizations: 

U.S. Department of Health and Human Services Office for Civil Rights (OCR) 
Web: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf 
Phone: (800) 368-1019, (800) 537-7697 (TDD) 
Email: OCRComplaint@hhs.gov 
Mail: Office for Civil Rights, 200 Independence Ave. SW, Room 509F, HHH Bldg., 
Washington, DC 20201 

Oregon Health Authority (OHA) Civil Rights 
Web: www.oregon.gov/OHA/OEI | Email: OHA.PublicCivilRights@state.or.us 
Phone: (844) 882-7889, 711 TTY 
Mail: Office of Equity and Inclusion Division, 421 SW Oak St., Suite 750, 
Portland, OR 97204 

Bureau of Labor and Industries Civil Rights Division 
Phone: (971) 673-0764 
Email: crdemail@boli.state.or.us 
Mail: Bureau of Labor and Industries Civil Rights Division, 800 NE Oregon St., 
Suite 1045, Portland, OR 97232 

https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
mailto:OCRComplaint@hhs.gov
http://www.oregon.gov/OHA/OEI
mailto:OHA.PublicCivilRights@state.or.us
mailto:crdemail@boli.state.or.us
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You can get this letter in another language, large print, or 
another way that is best for you. You can also have a language 
interpreter. Call 1-877-600-5472 (TTY/TDD 711).
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