
 

PROCEDURE WHEN FILING A PART D GRIEVANCE  

Please fill out and sign the attached Grievance Form. Be specific and include as much 
information as possible about the reason the bill or service should be reviewed by VISTA or 
about the nature of your dissatisfaction regarding our staff or providers.  If you have medical 
reports or other documentation that has not been reviewed previously by VISTA, please 
forward with the form for consideration.  

If you are filing a grievance on behalf of a VISTA member, it will be necessary to submit a 
signed statement from the member prior to consideration of the grievance.  

If you have any question(s) regarding this form or the grievance process, please call the 
Customer Service Department at 1-866-VISTA-FL (1-866-847-8235), TDD 1-888-444-7352, 
Monday through Friday from 8:00am to 6:00pm. Detailed information about the grievance 
/appeal process is included in your Evidence of Coverage.  

Send the completed form and any attachments to:  

Grievance & Appeal Administrator 
VISTA 

1340 Concord Terrace 
Sunrise, Florida 33323 

 
Thank you for taking your time to advise us of your concerns.  
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GRIEVANCE FORM 

 
TODAY’S DATE:  
DATE OF INCIDENT:  
ADDRESS:  

 

 



 
MEDICAL RELEASE FORM 

 

 
PLEASE BRING THIS TO YOUR NEW PRIMARY CARE PHYSICIAN UPON YOUR INITIAL VISIT. 

 
MKT084 


