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[bookmark: _GoBack]PROVIDER RESOLUTION FORM
Instructions: Please complete each field on the form. Missing information could result in the form being returned or cause a delay in completion of the appeal.  All information requested below is located on your Claims On File report as well as your CSI Explanation of Benefits.  A copy of the claim is REQUIRED for consideration.

Provider Name:  ___________________________________		Date Submitted:  _________________________
Provider Contact Name:  ____________________________		Contact Number:  ________________________
Provider Contact Email Address:  ___________________________________________________
Patient Name:  ___________________________________________________
CSI Patient ID#:  ___________________________________		CSI Claim #:  ____________________________
Date of Service:  ___________________________________		Service Type:  ___________________________

TYPE OF REQUEST (CHOOSE ONE)
· Claim not paid per contract		Contract Rate Expected:  ____________________
· Visit denied in error			Date of Service (if known):  _______________________________
· Timely File (MUST PROVIDE PROOF OF FILING)
· Take Back (Detailed Reason must be provided): _____________________________________________________
___________________________________________________________________________________________
	___________________________________________________________________________________________	
· Other Request _______________________________________________________________________________
Please submit all completed forms along with copy of claim and supporting documentation via email to agencyclaims@optioncare.com to the attention of our Appeals department.
 
Please note:  any appeal past the payer timely filing limit for appealing the claim will be returned and the claim will remain denied
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