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Submit to UCare Quality Management within 30 days after each quarter-end. Fax: (612) 884-2021 or Toll Free 1-866-283-8015 Phone: (612) 676-3298 or Toll Free: 1-877-523-1517
Mail to: Complaints, Appeals, and Grievances, UCare, PO Box 52, Minneapolis, Minnesota 55440-0052
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