MEDICAID CLAIM INQUIRY FORM
ONE INQUIRY FORM PER CLAIM FORM,

SUBMIT ADJUSTMENT REQUEST ON ADJUSTMENT REQUEST FORM.

DXC Technology
P.O. Box 8036

Little Rock, Arkansas  72203

1.  Provider ID Number/Taxonomy Code:
3.  Beneficiary Name (first, last)____________________
_______________________________________
2.  Provider Name and Address:
4.  Beneficiary ID_______________________________

5.  Billed Amount
6.  RA Date


7.  Date(s) of Service


8.  ICN (Claim Number)

THE ABOVE INFORMATION IS USED FOR MAILING PURPOSES, PLEASE COMPLETE
9.  Provider Message/Reason for Inquiry:







10.  Provider Signature
Phone
Date

RESERVED FOR DXC Technology RESPONSE
Dear Provider:

This claim has been resubmitted for possible payment.

DXC Technology can find no record of receipt of this claim as indicated above.  Please resubmit.

This claim paid on ____________ in the amount of $ ____________.

This claim was denied on _____________ with EOB code.

This claim denied on ________ with EOB code 952, “Service requires primary care physician referral.”

This claim denied on ________ with EOB code 900, “Pricing of this procedure includes related services.”

This claim denied on ________ with EOB code 280, “Recipient has other medical coverage, bill other insurance first.”

This claim was received for payment after the 12 month filing deadline.
OTHER:




DXC Technology 
REPRESENTATIVE SIGNATURE                                                                                       DATE                               
HP-CI-003  (Rev. 4/07)

Instructions for completing the Medicaid Claim Inquiry Form:
To inquire about a claim, the following items on the Medicaid Claim Inquiry Form must be completed.  In order to answer your inquiry as quickly and accurately as possible, please follow these instructions:

A. Submit one Claim Inquiry Form (HP-CI-003) for each claim inquiry.

B. Include supporting documents for your inquiry.  (Use claim copies, AEVCS transaction printouts, RA copies and/or medical documents as appropriate).

C. Provide as much information as possible in Field 9.  This information makes it possible to identify the specific problem in question and to answer your inquiry.

	Field Name and Number
	Instructions for Completion

	1. Provider ID Number/Taxonomy Code
	Enter provider ID number and taxonomy code.  If requesting information regarding a clinic billing, indicate the clinic’s provider number.  

	2. Provider Name and Address
	Enter the name and address of the provider as shown on the claim in question.

	3. Beneficiary Name (First, Last)
	Enter the patient’s name as shown on the claim in question.

	4. Beneficiary ID
	Enter the 10-digit Medicaid identification number assigned to the patient.

	5. Billed Amount
	Enter the amount the Medicaid Program was billed for the service.

	6. RA Date
	Enter the date of the Medicaid RA on which the claim most recently appeared.  

	7. Date(s) of Service
	Enter the month, day and year of the earliest date of service or the date range.

	8. ICN (Claim Number)
	Enter the 13-digit claim control number assigned to the claim by Medicaid.  If the claim in question is shown on a Medicaid RA, this number will appear under the heading “Claim Number.”

	9. Provider Message/Reason for Inquiry 
	State the specific description of the problem and any remarks that may be helpful to the person answering the inquiry.

	10. Provider Signature, Phone and Date
	The provider of service or designated authorized individual inquiring must sign and date the form.


NOTE:
The lower section of the form is reserved for the response to your inquiry.
