




 
What happens after the Department receives 

my complaint? 
1st Within two weeks of filing, you should receive an 
acknowledgement letter stating: 

• Your file number 
• The name of the compliance examiner in charge of investigating your 

complaint 

2nd The Department will send a copy of your complaint to the company or 
other appropriate party and ask for an explanation of their position. 

3rd Your examiner will review all responses received to assure the problem 
has been properly addressed. This may result in more letters or phone 
calls between the examiner and the company and other parties. 

4th Your examiner will send you a letter with the investigation results: 
• If no evidence of a violation is found, the examiner will so advise 

and explain why the investigation is being closed 
• If your examiner is not satisfied with the company’s response, 

the investigation will continue 
• If we feel the law has been violated, the Department will pursue 

administrative action to correct and punish the wrongdoing 
 

How will I know how the investigation is going? 
• An investigation usually takes about 60 days, depending on the complexity 

of the case. 

• If you have any new information, put it in writing. Include your file number and 
send it to your examiner. 

For more information, free copies of our publications, or answers to insurance-related questions, 
contact the Louisiana Department of Insurance at 1-800-259-5300 or 225-342-5900 in Baton Rouge 
or write Department of Insurance, P.O. Box 94214, Baton Rouge, LA 70804-9214. Our internet 
address is http://www.ldi.state.la.us and our email address is public@ldi.state.la.us. 

 

http://www.ldi.state.la.us/
mailto:public@ldi.state.la.us


Louisiana Department of Insurance 
P.O. Box 94214, Baton Rouge, LA 70804-9214 

Statewide, call toll free, 1-800-259-5300. Outside Louisiana, call (225) 342-5900   
 
 

PLEASE TYPE OR PRINT CLEARLY 
 
 

Section I 
 

Your Name:__________________________________________________           Daytime Telephone: 

Address:_____________________________________________________           Home 
 
City:_______________________ State:_______Zip: _________________           Work 
 
Insured:_____________________________________________________            Email
 
Claimant:____________________________________________________ 
                                              (If same indicate “same”) 
 
Social Security #______________________________________________ 
 
 
Age Group:                 Under 25                         25-49                    50-64                        65+ 
 

 
Section II 

 
 

1.        What type of coverage does this involve? 
 

(A)       Auto                     Fire/Homeowners                       Worker’s Compensation                       
 
      Life                      Health                                          Medicare Supplement       
      
      Other:_____________________________________________________________________ 
 
                                                                                                                                                                       

(B)       If involving group insurance, please provide the name of the employer 
 

___________________________________________________________________________ 
 
 

      2.        Who is the complaint against? (FULL and EXACT name of the company, broker and/or agent). 
 
           ____________________________________________________________________________ 
 
                            
           Address (if known)______________________________________________________________ 
            
           _____________________________________________________________________________ 
      

Section I

Section II
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