G_‘Grou p Health _
Cooperative Provider Appeal Form

of South Central Wisconsin

Member Last Name (as printed on membership card) Member First Name (as printed on membership card)

GHC-SCW Member ID # six digits) | Group Number Provider Name (person filing the appeal)

Provider Address

Phone Number Fax Number

| am the provider of the services being appealed: Yes No

This request is in regard to a member denial for coverage of the following service(s):

The service(s) being appealed have already occurred? |Yes No

This request is in regard to coverage of the following claims:

Why do you think GHC-SCW should authorize these services? Check all that apply.
_____Additional information is being provided that was not previously available for review.
There are no GHC-SCW providers who can provide this service.

I was led to believe this service was covered in full or at a different cost share.

Member failed to provide documentation showing they had coverage with GHC-SCW at
the time services were provided preventing our office from getting required prior authorization.

We were not aware that these services required prior authorization and believe they are
medically necessary and should be covered retrospectively.

Other

Please include all medical records supporting this appeal.


https://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&docid=Xak2gvVLxDFbUM&tbnid=OBk3T0Gs3q6RVM:&ved=0CAUQjRw&url=https://www.ghcscw.com/&ei=8VTaU7DYC6XJ8AHAyIGoBg&bvm=bv.72185853,d.cWc&psig=AFQjCNEWth8RD3TJuYvXCqWaTa2MHCvUHQ&ust=1406903907192863

Please document in detail why you believe the denial should be overturned (if you need additional

space please feel free to attach document).

Please mail this completed form and all appropriate documentation to:

GHC-SCW Provider Appeals
PO Box 44971
Madison WI 53744-4971

You may also fax this information to:

Fax: (608) 828-4856 Attention: GHC-SCW Provider Appeals
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