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CDAG_GRV_Impact 

Enrollee ID Contract ID Pl an ID 
Effective Date of 
Enrollment 
CCYY/MM/DD 

Is beneficiary 
currently enrolled? 

(Y/N) 

Date grievance/ complaint was received 
CCYY/MM/DD 

Time grievance/ 
complaint was received 
(HHMMSS- Military 

time) 

How was the grievance/ 
complaint received (Oral 

or Written) 

Category of the grievance/complaint; at a minimum, 
categories must include each of the following: 

Enrollment/Disenrollment; Plan  Benefits; Coverage 
Determinations, Appeals Process; Marketing; 

Confi denti al i ty/ Pri vacy; Qual i ty of Care, Expedi ted cases; 
Fraud & Abuse; Other 

Description of the grievance 

Was the grievance/ 
complaint processed 
under the expedi ted 

timeframe? 
(Y/N) 

Was a 
timeframe 
extensi on 
taken? (Y/N) 

If an extensi on was taken, di d the pl an 
notify the member of the reason(s) for 

the del ay and of thei r 
right to file an expedited grievance? 

(Y/N/NA) 

Date oral notification 
provided to enrollee 
(if no oral notification, 
please indicate N/A) 
CCYY/MM/DD 

Time oral notification provided 
to enrollee 

(if no oral notification, please 
indi cate N/A) 

(HHMMSS- Military time) 

Date written notification 
of 

resoluti on provi ded to 
enrollee 

CCYY/MM/DD 

Time written 
notification of resolution 

provi ded to 
enrollee (HHMMSS-

Military 
time) 

Brief summary of issue resolution (e.g. 
new grievance letter and reason, 

prescriber contact and outcome, coverage  
determi nati on  i ni ti ated) 

If appeal or coverage 
determination request was 

incl uded wi th the 
grievance, date of member 

outreach. 

If sponsor offered member the 
opportuni ty to fi l e an appeal , di d the 

member accept 
(Y/N/NA= Sponsor di d not offer an 

appeal ) 

Date of appeal 
(N/A Sponsor di d not offer the 

opportuni ty to fi l e an appeal or member 
decl i ned  opportuni ty) 

CCYY/MM/DD 

Descripti on of the appeal di sposi ti on 
(request approved/deni ed on 

redetermination) 

Date of appeal di sposi ti on 
CCYY/MM/DD 
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