PROVIDER DISPUTE RESOLUTION REQUEST

INSTRUCTIONS:

1) Please complete the form below. Fields with an asterisk (*) are always required. Forms with incomplete field(s)
may be returned and delayed processing.

2) Be Specific when completing the DESCRIPTION OF DISPUTE and EXPECTED OUTCOME.

3) Provide additional information to support the description of the dispute. Do not include a copy of a claim that was
previously processed.

4) Mail the completed form to the following Address:

Verda Health Plan of Texas Verda Health Plan of Arizona

PO Box 189 PO Box 189

La Verne, CA 91750 La Verne, CA 91750
*Provider Name *Provider Tax ID#
* Provider Address Contracted — O Yes O No
Provider Type:

OPhysician Mental Health O Hospital OASC/Outpatient Services
OSNF ODME 0ORehab OHome Health OAmbulance
OOther Professional (Please specify type of other)

*Claim Information:
OSingle  OMultiple “Like” Claims (Complete attached spreadsheet) Number of claims

*Patient Name: *Date of Birth:

*Verda Health ID Number *Subscriber 1D *Original Claim number
*Service From/To Date Original Claim Amount *Original Claims Amount Paid: $
*Dispute Type:

O Claim O Appeal of medical necessity/Utilization management decision
O Contract Dispute O Seeking resolutions of a billing determination
O Dispute request for reimbursement of overpayment O Other

*Description of dispute: (Indicate reason for dispute and reasoning: (Additional paper can be
attached if necessary)

*Expected outcome (Please provide by Claim if multiple.)

Contact Name (please print)) Title Area Code and Phone Number

Signature Date Email address Area Code and Fax Number

O Check here if additional
information is attached




PROVIDER DISPUTE RESOLUTION | REQUEST, Continued
INSTRUCTIONS (for use with mutltiple like Claims only)
* Please complete the form field below. Fields with an asterisk (*) are required. Forms with incomplete fields may be returned and delay processing.

* Be specific when completing the DESCRIPTION OF DISPUTE OUTCOME.
* Provide additional information to support the description of the dispute. Do not include a copy of a claim that was previously processed.

* For routine follow-up status, please call

* Mail the completed form to the follwing addess

NUMBER

* PATIENT NAME

*LAST

*FIRST

*DATE OF BIRTH

* SUBSCRIBER
ID/CIN NUMBER

*ORIGINAL
CLAIMS #

*SERVICE DATE

FROM

T0

*ORIGINAL CLAIM
AMOUNTBILLED

*ORIGINAL CLAIM
AMOUNT PAID

*EXPECTED OUTCOME

10

11

12

O Check here if additonal information is attached:

(Please do not staple information)

FOR VERDA HEALTH PLAN USE ONLY

CASE #

PROVIDER #




