[image: image1.jpg]SOUTH Q()UNTRY
HEALTHALLIANCE



[image: image2.emf]
Claim Recoupment or Adjustment
Fax Form
 FORMCHECKBOX 
 Claim recoupment form
 FORMCHECKBOX 
 Claim correction/adjustment form

Note: Dollars recouped or status adjustments for this claim will be reflected on a future Explanation of Payment.
Use only one form per claim.

	To:  SCHA/MMSI Recoup Request
	Date:

     

	South Country Health Alliance/MMSI                              Fax: (507) 284-9297


	Number of pages (including cover sheet)         


	From:         


	Provider Name:         


	Provider Address:         


	Contact Name:         


	Fax:       
	Phone:       

	Member Name:         


	Member Number:          

	Claim Number:         

	Date of Service:         

	Claim Amount:         

	Explanation of Recoupment or Claim Correction/Adjustment

     



	This faxed information is intended only for the use of the individual or entity to which it is addressed and contains information that is confidential. Furthermore, this information may be protected by Federal law relating to confidentiality (42 CFR Part 2) prohibiting any further disclosure.  If the reader of this message is not the intended recipient or the employee or agent responsible for delivering this message to the intended recipient, you are hereby notified that any review, dissemination, distribution, or copying of this communication is strictly prohibited.  If you have received this communication in error, please notify us immediately by telephone and return the original message to us at the above address via mail.  Thank you.


Please fax new claim form along with any supporting documentation, as appropriate, for any changes to be made (for example, addition of a modifier, code change, update to DOS, etc.).  Claim forms will not be accepted with handwritten corrections, strikeovers or erasures.
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