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PROVIDER REQUEST FORM
☐ Reopen   ☐Payment Dispute   ☐Reconsideration   ☐Redetermination
Health Plan:  ☐CH+/Select   ☐UHC   ☐Other _____________
Provider Contracted with Health Plan:  ☐Yes    ☐No

Patient____________________________   	       Patient ID#_________________________
Provider___________________________ 	       Claim ID#__________________________
Provider TIN#______________________ 	       Date of Service______________________
Please reconsider the attached claim due to:
☐Reimbursement review 	     ☐Timely filing      ☐ Eligibility issue   ☐ Coding issue/correction
☐ Authorization/Referral review	☐Other_________________________
Documentation Submitted:
☐Remittance Advice ☐  Primary Ins. EOP    ☐Proof of timely filing  
 ☐Supporting documentation ☐HCFA/UB   
☐Other __________________________________________________________________
Additional comments or explanation:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Contact name _______________________   Phone#________________________________
Address____________________________________________________________________ 
Fax#____________________                           Date__________________________________
All requests MUST be received timely, please return this form, along with your supporting documentation to:
BHN
Attn: Claims Dept
PO Box 16423
Mesa, AZ  85211-6423
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