
Phone:  866-301-6568 ext. 5   •   Email:  info@cidmcorp.com

CID Formal Grievance

Name of party submitting grievance: _________________________________________________________

Address of party submitting grievance: _______________________________________________________

Telephone number of party submitting grievance: _______________________________________________

Summary of grievance: (please outline date, event, review number (if applicable), and parties involved)

History of any previous contact made with CID:

Description of relief sought: 

Signature: __________________________  Date: __________________________

Please mail to: Grievance Committee, PO Box 4379 Westlake Village, CA 91359

CID Appeal/Reconsideration Request
Use of this form to initiate an appeal/reconsideration of a prior non-certification 
[denial] of medical goods or services is optional.

Date:    

Name of injured worker:      

Claim number:       

Date of injury:    

Review to be appealed (date and/or review #):      

Person requesting appeal:      

Relationship to injured worker:     

Denied service(s) to be appealed: 

Basis/reason for disagreement with prior adverse determination:

Additional documents attached (Y/N): _____
Number of pages attached: _____

Written request for appeal may be mailed or faxed.

Mailing address:  CID Management
  PO Box 4379
  Westlake Village, CA 91359

Fax: 877-628-6724

PO Box 4379 | Westlake Village, CA 91359 | P: 866-301-6568 | F: 877-628-6724 | www.cidmcorp.com
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