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	Provider Appeal Form

	
	To Submit Fax Request to: 1-888-633-4057
South Country Provider Contact Center: 1-888-633-4055



Please Note: If you are not contracted with South Country Health Alliance, a Waiver of Liability form must be submitted before your appeal request will be reviewed. By signing the Waiver of Liability, you waive any right to collect payment from the member regardless of the outcome of the appeal.

	Provider Name:
	     

	Address       
	City      
	State   
	ZIP Code      

	Date:      
	Federal Tax ID:      
	NPI/UMPI:      

	Requested by:      
	Phone Number:      

	Fax number:      
	Email Address:      


REASON FOR REQUEST: Please place an “X” next to the applicable reason(s) and attach all supporting documentation
	 
	Timely Filing
	Please attach other insurance EOB/denial, EDI acceptance reports from your clearinghouse – 997, billing system audit trail, and any other supporting documentation including claim follow up.

	 
	Coding Appeal
	Please attach supporting medical necessity documentation.

	 
	Authorization
	Previously denied authorization.  Please attach supporting medical necessity   documentation.

	 
	Reimbursement
	Claim was paid but you feel the reimbursement amount was incorrect, 
please attach necessary documentation to support modified reimbursement. 



	 
	Other
	Provide a detailed description and supporting documentation.


CLAIM INFORMATION:

	Member Name: Last, First, MI
	     

	Total $ Amount      


	SCHA Member ID #
	     
	Overpaid/Underpaid Amount      

	Date(s) of Service:
	       

	Claim(s) Number:
	     


If there are multiple claims for this appeal, please attach a complete list of claims being appealed
	Reason for Appeal:      



If documentation is not submitted with this form, claim will NOT be considered.
SCHA # 4356v3 (03/2020)
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