Fillable Adjustment Request Form

A fillable form contains fields that you can complete on your computer, once you open the
document. The blue shaded area indicates a fillable field.

S Rhode Island Executive orﬁfze of Health and Human Services — Medicaid Program —
HEALTH & HUMAN Claim Adjustment Request Form Hewlett Packard
Enterprise

ALL FIELDS ARE MANDATORY - the elaim adjustment request form will be retumed fo the provider if incomplete. Claim fype must be same for all.

Provider Name - Provider
John Smith MD S ‘123456?890
Maili NoJStreat - Ci - State Zi
Mailing 123 Main St “Providence | *=*R1 | #* 02901
Datail Recipisnt From To Adjustmant -
IGN {15 charactars) Number* Medicaid ID DOs* DOS* n Glaim Fisld Updatse/Changs
1234567 89123456 3 1000555555 01/01/2016 | 01/01/2016 054 Change TPL payment amount fo $100.00
123456789654321 | 5 |1000654321|04/23/2016 |04/23/2016 | 0s3 j Change billed amount to $500.00
Sekct hd
Sekct hd
**Please enter "ALL" if request is to adjust entire claim. Applicable Adjustment Rezson Codes
Reason Cods | Financial Reason Gode Description Reason Code | Financial Reason Gods Description
00 Wrong dates of senice 054r* Provider wrong TPL payment™
02 Wrong patient status 065 Dirug unit dose adjustmant
02 Adjusied wrong tooth number'surface 06T Change in recipient aligibility
[ Incorrect Medicars paid amount, co-insideductible L] Recipient has Medicare coverage
050 Provider Wrong Proc/Drug code L] Recigient has verfied other insurance
051 Provider wrong procedure modifier arh Provider Change in Ownership
052 Provider wrong units of service 087 Adjust Wrong Units and Billed Amount
053 Provider wrong submitted charge 160 Refro rate, liabiity change

*Adjusiments for dafes-ofservice =365 days are not allowed when @ new olaim will be submitted for increased refmbursement without 2 primary payer EOB dated within 90 days.
*0ust aftach primary payer explanation of benefits for Adjustment Reason Gode 054

Print, sign and mail to:

RI MEDICAID PROGRAM * Hewlett Packard Enterprises P.O. BOX 2010 * WARWICK, RI 02887-2010

Requestor (FrantName) pary Smith ™ Office Manager

Providen Authorizad Agent Signature: HPE Use Only
HPE Examiner

Date: 1512512016 n

PRODG0 Werskon Mumber 1.3 11132015

“Claims can be replaced electronicaify if srhmitted within one cafendar year. This process makes COMECHions and resubmissions quick and easy. Please coMtact your provider representative for
mave information.

Once the document is completed, you can save to your computer before printing, by using the
options under the File tab found at the top of your computer screen.

File Edit View [ILEERN Help
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a This file includes fillable form fields.
You can print the completed form and save it to your device or Acrobat.com.

Forms must contain an original signature and be mailed to:
Hewlett Packard Enterprise
PO Box 2010
Warwick, RI 02887
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