
Provider Complaint Form

360783.1223

Provider Name Date 

 /           /
Practice/Clinic/Facility Name 

Email Address 

Phone Number Fax Number

Physical Address 

City State ZIP Code 

NPI Tax ID

Name of Person Completing Form 

Date Incident Occurred 

 /           /
Complaint Type

Complaint Summary

How can BCBSMT resolve your issue?
Please submit form to:
Blue Cross and Blue Shield of Montana
3645 Alice Street  
Helena, MT 59601-8656

OR Email to: hcsx6100@bcbsmt.com

Blue Cross and Blue Shield of Montana, a Division of Health Care Service Corporation,  
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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