MEDICAID DENIAL WORKSHEET

Consumer:
 ______________________________
SSN:
____________________________


Account #:
______________________________ 
DOB:
____________________________

Location:
______________________________
Voucher Date:_________________________

CLAIM DATA

  Date of
Service

    Reference
Reason for
    

  Service    
  Code   
    Amount   
      Number_    
   Denial      
Denial Codes

_________
_______
__________
_____________
_________
(1) Recipient not eligible





(2) Bill other available insurance
_________
_______
__________
_____________
_________
(3) Services not authorized






(4) Enrolled in HMO

_________
_______
__________
_____________
_________
(5) Services not justified





(6) Bill Medicare

_________
________
__________
_____________
_________
(7) Other



Eligibility ID per claim
____________________


ELIGIBILITY VERIFICATION (if required)

Eligibility ID per Hotline______________________
Type of Medicaid:

Months verified:
_____Regular Medicaid

___________________


_____QMB Only

___________________


_____QMB Extended

___________________


_____HMO Name
_________________________

___________________


          HMO Eff Date _______________________









          HMO #_____________________________

ADJUSTMENT   REQUESTED

_________________________________________________________________________________________

_________________________________________________________________________________________

________________________________________________________________________________________

Completed by___________________________________________
Date___________________

Manager Approval _______________________________________
Date___________________

*****************************************************************************************************************************************

CENTRAL REIMBURSEMENT USE ONLY:  (Note steps taken to correct account)

___________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Adjusted by________________________ Date__________
Reviewed by ___________________Date_______


(eff. 10/1/01)

PAGE  

