[image: image1.jpg]


Initial Appeal Documentation




Courtesy of Deborah L.Mack, MSN, CASC, CNOR





April, 2005


Blue Shield – Initial Appeal

Date




Blue Shield Initial Appeal Resolution Office

PO Box 272620

Chico, CA  95927-2620

Patient Name:






DOS:




Subscriber Number:





Billed Charges: ___________

Patient’s Control Number:  ____________________
Amount Paid:



Contract Allowed Amount:


            
Amount Due: 




We received an incorrect payment for services rendered to the above patient.  Please process this claim for additional payment to comply with the terms of our contract.  Below is an explanation of how we calculated the expected payment.

Please process this claim for the additional payment. I have enclosed a new claim along with a copy of the EOB and Operative Report.  If you disagree with our findings please notify us in writing within 20 days, providing any documentation you may have to support your position.  Thank you for your attention to this matter.

Sincerely,

Sally Administrator, RN

Administrator

Happy Hills Surgery Center

