DO NOT USE THIS FORM IF REQUESTING A
FORMAL APPEAL.

This form is not required, but can be submitted along
with the additional formal documentation

Return to the address below:

MedStar Health

Mailing Address:

MedStar Select and MedStar Medicare Choice
Claims Department

P.O. Box 1200

Pittsburgh, PA 15230-1200

MedStar Select and MedStar
[0 boc 0O mMD

Medicare Choice Administrative

Date:
Claim Reconsideration
Claim Information: Requestor Information:
Claim#: Name:
Member Name: Contact#:
Member |D#: Fax:
Date of Service: Email:
Date of EOB:
Type of Claim:

O] office O outpatient [1ER [0 Homecare/DME

[ Inpatient [ Radiology [ Lab [ Other:

Amount in Question: $

Provider Name:
Group/Facility Name:
TIN/NPI#:

Reason for Reconsideration Request

Explain exactly what you are requesting MedStar Select or MedStar Medicare Choice to

reconsider. Attach copy of claim, EOB, and other supporting documentation. ONLY submit MEDICAL
RECORDS if they have been requested

___ Timely Filing (Proof of timely filing required) __ Denied duplicate in error

___ Corrected Claim (including modifiers) ____Previously requested information attached
____Coordination of Benefits (COB) ____Not paid at contracted rates
____Processed PAR Provider as Out of Network ____Processed with incorrect TIN

____Denied for lack of Authorization ____Refunds/Stop payments

___OTHER:



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjOzcai5d7JAhWBTSYKHbuCDtAQjRwIBw&url=http://sitel.org/about-us/&psig=AFQjCNFRpnbbE1O3ayu53ewViMO8YSerGg&ust=1450300697239003

*Form is optional for providers to be submitted as a supplemental document with Formal Appeals
Request and is not required.



