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Claim Action Request Form
This form is available in electronic format for typing your information.  Go to anthem.com > Providers > Colorado > Answers@Anthem > Download Forms > Claim Action Request Form
Date (mm/dd/yyyy):      
	Requestor Information

	Provider Name:
	     

	Provider # TIN:
	     
	NPI:       

	Office or Practice Name:
	     

	Contact Name:
	     
	Signature:      

	Telephone:
	     

	Fax:
	     

	Address:
	     

	City:       
	State:       
	ZIP:       


	Claim Information

	Patient Name:
	     

	Patient ID #:
	(include prefix or suffix if applicable)      

	Claim Number:
	     

	Date(s) of Service:
	     

	Billed Amount:
	     

	Process Date:
	     


	Action Requested

(Please include a copy of the remittance notice and a corrected claim, if necessary.)

	[image: image1.jpg] FORMCHECKBOX 
 Authorization/Referral #
 FORMCHECKBOX 
 Billed/Allowed Amount (attach copy of manufacturer’s invoice)*
 FORMCHECKBOX 
 COB     

 FORMCHECKBOX 
 Date of Service    
 FORMCHECKBOX 
 Denied as Duplicate     

 FORMCHECKBOX 
 Diagnosis Code*   
 FORMCHECKBOX 
 Number of Units
 FORMCHECKBOX 
 Patient Responsibility*     

 FORMCHECKBOX 
 Place of Service 
 FORMCHECKBOX 
 Procedure Code/Modifier*     
 FORMCHECKBOX 
 Other*     

	Explain:      



* May require information that substantiates your request, i.e., statement from the physician, operative report, office notes, supporting medical documentation, etc.
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