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Participating Provider Claims Dispute Form

	Provider Name:
	

	Telephone:
	

	Fax:
	

	Date of Service:
	

	Member Name:
	

	Member RID#:
	

	Disputed Service(s):
	

	Form completed by:
	

	Date:
	


	Describe the disputed claim. Your description should include, but not be limited to the following items: reason given for denial and position statement that explains why this claim should be paid. Please attach a copy of the Explanation of Benefits and/or denial letter, as well as any documentation that you believe may be relevant to support this request. 


Please send completed form to:

MDwise Hoosier Alliance 

Attn: Claims Disputes 

200 Stevens Drive, Suite 350

Philadelphia, PA 19113-1570
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