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Medicaid Fraud and Abuse Complaint Form



Office of Medicaid Program Integrity



	Provider/Recipient Name:



	Provider Number:

              or
Recipient Number: 

Provider Tax ID: 

Recipient’s Health Plan Number: 




	Address: 



	City:

St:
 Zip:



	Phone: 

	Date of Complaint: 



	Describe the suspected fraudulent or abusive activities (including background, persons involved, events, dates and locations).  Be sure to include the who, what, when, where, why and how of the situation:





	Submit original to:
Program Administrator, Intake Unit


Medicaid Program Integrity

Agency for Health Care Administration

2727 Mahan Drive, MS#6


Tallahassee, Florida  32308

1-888-419-3456
	Name of Complainant:  

Address: 

Phone No. 



