


Cardholder ID

Contract ID

Plan ID

Claim Number

Contracted or non-
contracted provider

Date the request
was received
(MM/DD/YY)

Diagnosis

Issue Description -- List type of service (e.g., SNF/HH/PT/OT)
and level of service (e.g., inpatient/outpatient/ER/urgent care);

Date denied
(MM/DD/YY)

Date written
notification
provided to
enrollee
(MM/DD/YY)

Date written
notification
provided to
provider
(MM/DDI/YY)

Did the non-contract
provider bill the
enrollee?
(Y/N)

If the non-contract
provider billed the
enrollee, the amount ($)
billed

If the non-contract
provider billed the
enrollee, the amount
($) the enrollee paid

Date enrollee paid
amount reimbursed to
enrollee
(MM/DD/YY)

Amount enrollee paid
reimbursed to
enrollee

Date affected non-contract providers
were provided a description of the
appeals process and notice
containing the elements cited in
MMCM Ch. 13, Sec 40.2.3
(MM/DD/YY)
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