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CLAIM RECONSIDERATION FORM

* This form is to be used when a claim is submitted beyond the timely filing period *
	Date:


	     

	Provider Name:


	     

	NPI/UMPI:


	     

	Federal Tax ID:


	     

	Address:


	     


PLEASE SEND TO ADDRESS BELOW:

SOUTH COUNTRY HEALTH ALLIANCE/MMSI
PO Box 4014
Rochester, MN  55901

Fax:  507-433-1150 
CLAIM INFORMATION:

	Member Name:


	     

	SCHA Member I.D Number


	     

	Date(s) of Service:


	     

	Claim(s) Number, if applicable:


	     


Check-Box Reminders:  Both the Claim and Documentation are required for Reconsideration.
(Provider must provide proof of timely claim submission- examples: acceptance notice from your clearinghouse – 997, billing system audit trail, Primary Payers EOB).  


 FORMCHECKBOX 

Claim


 FORMCHECKBOX 

Remittance Advice or EOB when Applicable


 FORMCHECKBOX 

Appropriate Documentation Attached for Review
	Requested by:


	     

	Phone Number:


	     


If documentation is not submitted with this form, claim will not be considered.

Version date 5/1/2012
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