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Guidelines for Providers Filing a Complaint with  

the Indiana Department of Insurance 

 

Who We Are  -  The Consumer Services Division of the Department of Insurance stands ready to assist you in resolving insurance 
problems with companies licensed in Indiana.  Contracts of insurance are governed by the state in which the contract is sold.  Typically 
for an individual policy you would contact the state of residence of employer/group.  Not all companies are licensed in Indiana; 
complaints should be directed to the Department of Insurance in the state where the company is licensed and the policy sold 
(i.e. BC/BS of IL - contact Illinois, BC/BS of KY – contact Kentucky).  The Department is an administrative agency of State 
Government and cannot act in the capacity of a court.  But we will thoroughly investigate your problem, advise you whether the 
company has acted according to the terms of the policy and within the confines of law, and if they have not, will take appropriate action.  
Example of problems to ask our assistance on: non-payment or continuous late payment of claims, down-coding of claims without 
notice, payment of non-network provider fee instead of usual and customary.  Please note: The Indiana Department of Insurance 
has no jurisdiction over self-funded employer group health plans.  Problems with self-insured plans must be addressed by 
the Federal Department of Labor.  The Indiana Department of Insurance has no jurisdiction over Medicare or Medicaid 
problems.  We do not accept these complaints and will return them. 

Claims Payment – THE DEPARTMENT CANNOT ACT AS YOUR COLLECTION SERVICE.  However, we do expect companies to 
take prompt action on claim, to fully investigate all pertinent facts concerning the claim, and make all insurance settlement offers in 
good faith.  Before you ask us for assistance, attempt to solve your issues with the insurer.  Please note: if the claim involves 
Worker’s Compensation, direct your complaint to the Worker’s Compensation Board, 402 W. Washington St. Rm. W196, 
Indianapolis, IN 46204, unless there has been an award. 

What We Need From You – In order to efficiently address your concerns, please follow these guidelines. 

• The provider or the patient can file a complaint with the Department 

• A separate complaint should be filed for each patient involved; complaints received that deal with more than one patient will 
be returned to you. 

• All requests for assistance must be in writing and should include: 

o A cover letter describing the problem and how you think the problem should be resolved. 
o Complete name/address of insurance company (i.e. United American Insurance Co.- not just United). 
o A copy of the patient’s insurance card. 
o Policy information (insured’s name, patient’s name, group/member/policy numbers). 
o Information on claims involved (claim number, date of service, date filed with insurance). 

 
What Next – When your complaint is received at the Department it will be assigned a case number and you will receive an 
acknowledgement letter.  You should refer to the case number when contacting the Department about the case.  The Department will 
notify the insurance company of the complaint and ask for their explanation of the problem.  Insurers have 20 business days from 
receiving the complaint to respond.  The Department will review the complaint information and the company’s explanation to determine 
whether the company is justified in their actions or not.  We will then suggest the appropriate resolution to the problem and take the 
administrative action when appropriate.  The Department will communicate with you throughout the investigation. 

 

Send Written Complaints To: 

Indiana Department of Insurance     
Attn: Consumer Services Division 
311 W. Washington Street 
Indianapolis, IN  46204-2787 
 
 
 
Fax:  317-234-2103 
Phone:  317-232-2395 
Website:  www.in.gov/idoi 

 
Fax:  317-234-2103 
Phone:  317-232-2395 
Website:  www.in.gov/idoi 
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Indiana De           Indiana Department of Insurance – Provider Complaint Form 

 

 
Provider’s Name:  ___________________________________ 
Provider’s Address: __________________________________ 
                  City: ____________________ Zip Code_________ 
Contact Person:  ____________________________________ 
    Title:  ____________________________________ 
 

 
Specialty: __________________________________________ 
Phone: (______)____________________________________ 
Fax: (______)_______________________________________ 
Email: ____________________________________________

Complaint Type:   
 

  No Pay     Late Pay Coding        Other: _____________________________________ 

Complaint is Against:  
  Insurer  

  Third Party Administrator 

PLEASE SUPPLY ALL COMPLETE NAMES AS LISTED ON THE INSURANCE CARD. 

Insurer/TPA Name:      _______________________________________________________________________________________ 

Insurer/TPA Address:  _______________________________________________________________________________________ 

            City:   ______________________________________ State:  _____________  Zip Code:  _____________________ 

Network Name:           ________________________________________________________________________________________ 

Name of Employer:     ________________________________________________________________________________________ 
 

 

Name of Insured:  ___________________________________________________________________________________________ 
Group ID Number:  _______________________________  Member ID Number:       ______________________________________ 
Name of Patient:  ________________________________  Relationship to Insured:  ______________________________________ 
Patient’s Address:  __________________________________________________________________________________________ 
        City:  __________________________  Zip Code:  ____________  Phone Number:  (_____)______________________ 
Date of Service:    ____________________________________  Dates of claim filing:  ____________________________________ 

Claim was filed:    On Paper      Electronically                        Amount of claim(s):  $___________________________________ 

Was Claim Clean:    Yes                No      If no, what additional information was requested:  ______________________________ 
_________________________________________________________________________________________________________ 
Date of additional information being requested:  _____________  Date information was provided:  ___________________________ 

Partial payment received:     Yes  Amount $_______________  Reason given for this amount:  ___________________________ 

                No 

Dates of attempts to collect payment:  (Include contact dates, method of contact, and name of representative contacted.)  
_________________________________________________________________________________________________________________________ 
 

Please include a brief summary of the reason for the complaint, and any additional information you believe will be helpful to the review 
of your complaint:  ___________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 

 
 
Fax completed forms to:  (317) 234-2103  With the attention to Consumer Services or Mail to:  Indiana Department of 
Insurance—Attn: Consumer Services, 311 W. Washington St., Indianapolis, IN  46204 


