2 care

It pays to care at home

Claim Reconsideration Form

Instructions: This form is to be completed by providers to request a claim reconsideration for members enrolled in
a plan managed by CareCentrix. This form should only be used for claim reconsiderations; corrected claims & appeals
should not use this form.

Mail address: Send all Claim Reconsideration requests to
CareCentrix — Reconsiderations
PO BOX 30720-3720
Tampa, FL 33630

*Please be advised, Federal Express, UPS and Certified Mail cannot be delivered to a Post Office Box, therefore,
providers should send those claims to
CareCentrix — Reconsiderations
10004 N. Dale Mabry Hwy.
Suite 106
Tampa, FL 33618

Do NOT use this form if changes have been made to this claim. If changes have been made to this claim, submit
as a corrected claim, without this from and clearly mark “CORRECTED” on the claim submission. Please submit a
separate reconsideration form for each claim. Your request for reconsideration must be received by CareCentrix
within 45 days after the date of our explanation of payment (EOP), or within the period of time required by
applicable law if longer.

Patient Information

Name DOB Intake ID

Address: State Zip Code

Provider Information

Name TIN NPI

Address State Zip Code

Claim Information

Provider Invoice Number Service “From/To” Date Original Amount Billed
HCPCS/CPT and Modifiers Billed Original Amount Paid
Claim Number Authorization Numbers(s)

Please be specific when completing the description of dispute and the expected outcome, including
dollar amount if possible.

Comments:

Contact Name: Date:




