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INTRODUCING:  
UNIVERSAL PROVIDER REQUEST FOR CLAIM REVIEW FORM

The Massachusetts Health Care Administrative Simplification Collaborative*, a multistakeholder group committed to 
reducing health care administrative costs, is proud to introduce the updated Universal Provider Request for Claim 
Review Form and accompanying Reference Guide. This standard form may be utilized to submit a claim to a health plan or 
MassHealth for additional review. An accompanying Reference Guide provides valuable information in one location.

The following organizations are now accepting this form:

·	 Blue Cross Blue Shield of Massachusetts

·	 WellSense Health Plan

·	 Fallon Health

·	 Harvard Pilgrim Health Care

·	 Health New England

·	 MassHealth

·	 Mass General Brigham Health Plan

·	 Tufts Health Plan

*Participants of the collaborative include: HealthCare Administrative Solutions, Inc., the Employers Action Coalition on Healthcare, 
Massachusetts Association of Health Plans, Massachusetts Health Data Consortium, Massachusetts Hospital Association, 
Massachusetts Medical Society, Blue Cross Blue Shield of Massachusetts, Harvard Pilgrim Health Care, Tufts Health Plan, Mass 
General Brigham Health Plan, Fallon Health, Health New England, WellSense Health Plan, MassHealth (adhoc), UniCare, 
Wellpoint, United Healthcare, Partners HealthCare, Winchester Hospital, North Adams Regional Health Center, Jordan Hospital, 
Harrington Hospital, Baystate Medical Center, and Atrius Health.

HealthCare Administrative Solutions (HCAS) provides access to the Request for Claim Review Form and Reference Guide on its website for the convenience of health plans and 
their participating providers. HCAS makes no guarantee regarding the materials and disclaims any responsibility for their accuracy, completeness, or compliance with health plan 
policies and procedures. Further, it is the responsibility of each provider who completes the form to submit it to a health plan(s) or MassHealth according to its specific policies and 
procedures, and HCAS disclaims any responsibility for making or communicating such information to health plans or MassHealth.
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REFERENCE GUIDE — REQUEST FOR CLAIM REVIEW

Organizations that Utilize the Request for Claim Review

                                

             

                            

This guide will help you to correctly submit the Request for Claim Review Form. The information provided is not  
meant to contradict or replace a payer’s procedures or payment policies. If there are any inconsistencies between  
these guidelines and the respective payer’s provider manual, regulations, or other plan requirements, the payer’s  
provider manual, regulations, or other plan requirements govern and shall take precedence over information  
contained in this reference guide. For up-to-date details, please consult the respective payer’s provider manual, 
regulations, or other plan requirements. Please direct any questions regarding this guide to the plan to which you  
submit your request for claim review.

Please note that failure to abide by the following may affect your compliance with a payer’s individual policies.
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TERMINOLOGY/DEFINITIONS USED IN THIS DOCUMENT

Contract Terms Belief that processed claim was not paid in accordance with contract terms/rates resulting in 
either an under- or overpayment

Coordination of Benefits •	 Resubmission of a claim previously denied for other primary insurance with supporting 
documentation from other payer

•	 A reply to a request for other insurance information

Corrected Claim Original claim denied as the claim requires an attribute correction (e.g., incorrect member, 
incorrect member ID number, incorrect date of service, incorrect/missing procedure/diagnosis 
code/location code, incorrect count, and modifier added/removed)

Duplicate Claim •	 A first-time claim submission that denied for or is expected to deny for duplicate filing

•	 Original claim or service lines within a claim that denied as a duplicate

Filing Limit •	 A first-time claim submission that denied for or is expected to deny for untimely filing

•	 When the member did not identify himself or herself as a payer’s member  
(misidentified member)

•	 A rereview of a claim denied for insufficient filing limit documentation

Payer Policy — Clinical Provider believes that the final claim payment was incorrect because of an associated  
clinical policy

Payer Policy — Payment Provider believes that the final claim payment was incorrect because of global 
reimbursement or (un)bundling of billed services (e.g., claim editing software).

Precertification/Notification or 
Prior-Authorization Denials

•	 A claim denied because no notification or authorization is on file.

•	 A claim denied for exceeding authorized limits.

Referral Denial •	 A claim submission denied for a missing/invalid PCP referral that is greater than 90 days 
from the date of service and within 180 days from the original denial. (Note: Claims denied 
for a missing/invalid PCP referral that are within 90 days from the date of service may be 
corrected and resubmitted as a first time claim submission via paper or EDI.)

•	 A claim for a POS member paid at the out-of-network rate due to invalid/missing PCP 
referral information on the claim form.

•	 A rereview of a claim denied for a missing/invalid PCP referral that is within 180 days from 
the original denial date.

Request for Additional  
Information

•	 A first-time claim submission that is denied for additional information.

•	 An unlisted procedure code not submitted with supporting documentation.

•	 A procedure code that was denied or not submitted with operative notes, anesthesia 
notes, pathology report, and/or office notes.

Retraction of Payment Provider requests a retraction of entire payment or service line (e.g., member on claim was 
not your patient or service on claim was not performed).

Other A review request not covered by any aforementioned category; please provide specific 
background and documentation in support of a request.

MassHealth Final Deadline 
Appeal*

A MassHealth final deadline appeal must satisfy all the requirements of MassHealth 
regulations at 130 CMR 450.323, including meeting the criteria at 130 CMR 450.323(A) and 
including the required documentation specified in 130 CMR 450.323(B) to substantiate the 
contention that the claim was denied or underpaid due to a MassHealth error.

*Please see page 15 for specific MassHealth Final Deadline Appeal information.  
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Ty
pe

 o
f R

ev
ie

w
D

oc
um

en
ta

tio
n 

Re
qu

ire
m

en
t

BC
BS

M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 P
ilg

ri
m

H
ea

lth
 N

ew
 

En
gl

an
d

M
as

s 
G

en
er

al
 B

ri
gh

am
 

H
ea

lth
 P

la
n

Tu
ft

s 
H

ea
lth

 
Pu

bl
ic

 P
la

ns
Tu

ft
s 

H
ea

lth
 

Pl
an

Co
or

di
na

tio
n 

of
 

Be
ne

fit
s

Re
qu

es
t f

or
 C

la
im

 
Re

vi
ew

 F
or

m
Y

N
Y

Y
Y

Y
Y

Y
•	

Ye
s 

—
 fo

r 
pa

pe
r c

la
im

 
ad

ju
st

m
en

ts
.

•	
N

o 
—

 fo
r 

on
lin

e 
cl

ai
m

 
ad

ju
st

m
en

ts
.

C
la

im
 F

or
m

  
(o

rig
in

al
/c

or
re

ct
ed

)
N

N
N

N
N

Y
N

N
N

Re
m

itt
an

ce
 a

dv
ic

e 
(E

O
P)

 o
r e

qu
iv

al
en

t 
el

ec
tro

ni
c 

da
ta

 (i
.e

., 
po

rt
al

 s
cr

ee
ns

ho
t, 

N
EH

EN
 o

ut
pu

t, 
et

c.
)

N
Y*

N
N

N
*

Y*
N

Y*
N

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n

N
N

N
N

N
Y

N
N

N

O
th

er
 p

ay
er

 
re

m
itt

an
ce

 a
dv

ic
e

Y
Y

Y
Y

Y
Y

Y
Y

Y

Co
m

m
en

ts
:

Co
py

 o
f P

rim
ar

y 
In

su
re

r’s
 re

m
itt

an
ce

 
ad

vi
ce

 re
qu

ire
d.

*E
O

P 
of

 th
e 

ap
pe

al
ed

 
W

el
lS

en
se

 c
la

im
 n

ot
 

re
qu

ire
d 

—
 b

ut
 w

ill
 

re
qu

ire
 O

I E
O

P

Co
py

 o
f 

Pr
im

ar
y 

In
su

re
r’s

 
re

m
itt

an
ce

 a
dv

ic
e 

re
qu

ire
d.

Co
py

 o
f 

Pr
im

ar
y 

In
su

re
r’s

 
re

m
itt

an
ce

 a
dv

ic
e 

re
qu

ire
d.

Co
py

 o
f P

rim
ar

y 
In

su
re

r’s
 

re
m

itt
an

ce
 a

dv
ic

e 
re

qu
ire

d.
*R

ef
er

 to
 th

e 
CO

B 
Po

lic
y 

w
ith

in
 

th
e 

H
PH

C 
Pr

ov
id

er
 M

an
ua

l.

*E
O

P 
of

 th
e 

ap
pe

al
ed

 H
N

E 
cl

ai
m

 
no

t r
eq

ui
re

d 
—

 b
ut

 
w

ill
 re

qu
ire

 O
I E

O
P

Co
py

 o
f P

rim
ar

y 
In

su
re

r’s
 

re
m

itt
an

ce
 a

dv
ic

e 
re

qu
ire

d.

*O
I E

O
P 

re
qu

ire
d

Co
py

 o
f 

Pr
im

ar
y 

In
su

re
r’s

 
re

m
itt

an
ce

 
ad

vi
ce

 re
qu

ire
d.

Co
rr

ec
te

d 
Cl

ai
m

Re
qu

es
t f

or
 C

la
im

 
Re

vi
ew

 F
or

m
Y

Y
Y

Y
Y

Y
Y

Y
Ye

s 
—

 fo
r 

pa
pe

r c
la

im
 

ad
ju

st
m

en
ts

.
N

o 
—

 fo
r 

on
lin

e 
cl

ai
m

 
ad

ju
st

m
en

ts
.

C
la

im
 F

or
m

  
(o

rig
in

al
/c

or
re

ct
ed

)
N

*
Y

Y
Y

Y
Y

Y
Y

Y

Re
m

itt
an

ce
 a

dv
ic

e 
(E

O
P)

 o
r e

qu
iv

al
en

t 
el

ec
tr

on
ic

 d
at

a 
(i.

e.
, 

po
rt

al
 s

cr
ee

ns
ho

t, 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
N

N
N

N
N

N
N

Ye
s 

—
 fo

r 
pa

pe
r c

la
im

 
ad

ju
st

m
en

ts
.

N
o 

—
 fo

r 
on

lin
e 

cl
ai

m
 

ad
ju

st
m

en
ts

.
O

th
er

 s
up

po
rt

in
g 

do
cu

m
en

ta
tio

n 
(c

lin
ic

al
 o

r o
th

er
)

N
N

N
N

N
Y

N
N

N

O
th

er
 p

ay
er

 
re

m
itt

an
ce

 a
dv

ic
e

N
N

N
N

N
N

N
N

N

Co
m

m
en

ts
:

*I
f n

o 
pa

ym
en

t m
ad

e 
on

 o
rig

in
al

 c
la

im
 a

nd
 

st
ill

 w
ith

in
 in

iti
al

 fi
lin

g 
lim

its
, f

ol
lo

w
 th

e 
cl

ai
m

 
re

pl
ac

em
en

t p
ol

ic
y 
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Ty
pe

 o
f R

ev
ie

w
D

oc
um

en
ta

tio
n 

Re
qu

ire
m

en
t

BC
BS

M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 P
ilg

ri
m

H
ea

lth
 N

ew
 

En
gl

an
d

M
as

s 
G

en
er

al
 B

ri
gh

am
 

H
ea

lth
 P

la
n

Tu
ft

s 
H

ea
lth

 
Pu

bl
ic

 P
la

ns
Tu

ft
s 

H
ea

lth
 

Pl
an

D
up

lic
at

e 
Cl

ai
m

Re
qu

es
t f

or
 

Cl
ai

m
 R

ev
ie

w
 

Fo
rm

Y
Y

Y
Y

Y
Y

Y
Y

Ye
s 

—
 fo

r 
pa

pe
r c

la
im

 
ad

ju
st

m
en

ts
.

N
o 

—
 fo

r 
on

lin
e 

cl
ai

m
 

ad
ju

st
m

en
ts

.
Cl

ai
m

 F
or

m
 

(o
rig

in
al

/
co

rr
ec

te
d)

N
N

N
Y

Y
N

N
N

N

Re
m

itt
an

ce
 A

dv
ic

e 
 

(E
O

P)
 o

r e
qu

iv
al

en
t 

el
ec

tr
on

ic
 d

at
a 

(i.
e.

, 
po

rt
al

 s
cr

ee
ns

ho
t, 

N
EH

EN
 o

ut
pu

t, 
et

c.
)

N
N

N
N

N
N

Y
N

N

O
th

er
 

su
pp

or
tin

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 o
r 

ot
he

r)

Y*
Y

Y
Y

Y
Y

Y
Y

Y

O
th

er
 p

ay
er

 
re

m
itt

an
ce

 a
dv

ic
e

N
N

N
N

N
N

N
N

N

Co
m

m
en

ts
:

If 
m

ul
tip

le
 s

er
vi

ce
s 

re
nd

er
ed

 o
n 

th
e 

sa
m

e 
D

O
S 

—
 

do
cu

m
en

ta
tio

n 
sh

ou
ld

 s
ho

w
 

di
ffe

re
nt

ia
tio

n 
be

tw
ee

n 
th

e 
se

rv
ic

es
 

(e
.g

., 
di

ffe
re

nt
 ti

m
es

/ 
di

ffe
re

nt
 lo

ca
tio

ns
, 

et
c.

).

If 
m

ul
tip

le
 s

er
vi

ce
s 

ar
e 

re
nd

er
ed

 o
n 

th
e 

sa
m

e 
D

O
S 

—
 

do
cu

m
en

ta
tio

n 
sh

ou
ld

 s
ho

w
 

di
ffe

re
nt

ia
tio

n
be

tw
ee

n 
th

e 
se

rv
ic

es
 

(e
.g

., 
di

ffe
re

nt
 ti

m
es

/ 
di

ffe
re

nt
 lo

ca
tio

ns
, 

et
c.

).

If 
m

ul
tip

le
 s

er
vi

ce
s 

re
nd

er
ed

 o
n 

th
e 

sa
m

e 
D

O
S 

—
 

do
cu

m
en

ta
tio

n 
sh

ou
ld

 s
ho

w
 

di
ffe

re
nt

ia
tio

n 
be

tw
ee

n 
th

e 
se

rv
ic

es
 (e

.g
., 

di
ffe

re
nt

 ti
m

es
/ 

di
ffe

re
nt

 lo
ca

tio
ns

, 
et

c.
).

Fo
r m

ul
tip

le
 

se
rv

ic
es

 re
nd

er
ed

 
on

 th
e 

sa
m

e 
D

O
S 

—
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n 
sh

ou
ld

 s
ho

w
 

di
ffe

re
nt

ia
tio

n 
be

tw
ee

n 
th

e 
se

rv
ic

es
 (e

.g
., 

di
ffe

re
nt

 ti
m

es
/ 

di
ffe

re
nt

 lo
ca

tio
ns

,
et

c.
).

If 
m

ul
tip

le
 s

er
vi

ce
s 

re
nd

er
ed

 o
n 

th
e 

sa
m

e 
D

O
S 

—
 

do
cu

m
en

ta
tio

n 
sh

ou
ld

 s
ho

w
 

di
ffe

re
nt

ia
tio

n 
be

tw
ee

n 
th

e 
se

rv
ic

es
 

(e
.g

., 
di

ffe
re

nt
 ti

m
es

/ 
di

ffe
re

nt
 lo

ca
tio

ns
, 

et
c.

).

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n.
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Ty
pe

 o
f R

ev
ie

w
D

oc
um

en
ta

tio
n 

Re
qu

ire
m

en
t

BC
BS

M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 P
ilg

ri
m

H
ea

lth
 N

ew
 E

ng
la

nd
M

as
s 

G
en

er
al

 B
ri

gh
am

 
H

ea
lth

 P
la

n
Tu

ft
s 

H
ea

lth
 

Pu
bl

ic
 P

la
ns

Tu
ft

s 
H

ea
lth

 P
la

n

Fi
lin

g 
Li

m
it

Re
qu

es
t f

or
 C

la
im

 R
ev

ie
w

 
Fo

rm
Y

Y
Y

Y
Y

Y
Y

Y
Ye

s 
—

 fo
r p

ap
er

 
cl

ai
m

 a
dj

us
tm

en
ts

.
N

o 
—

 fo
r o

nl
in

e 
cl

ai
m

 a
dj

us
tm

en
ts

.
C

la
im

 F
or

m
 (o

rig
in

al
/

co
rr

ec
te

d)
N

Y
N

N
*

Y
Y

N
N

N

Re
m

itt
an

ce
 A

dv
ic

e 
 

(E
O

P)
 o

r e
qu

iv
al

en
t 

el
ec

tr
on

ic
 d

at
a 

(i.
e.

,  
po

rt
al

 s
cr

ee
ns

ho
t, 

 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
N

N
Y

N
Y

Y
N

Y

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 
or

 o
th

er
)

Y*
Y

Y
Y

Y*
Y

Y
Y

Y

O
th

er
 p

ay
er

 re
m

itt
an

ce
 

ad
vi

ce
N

*
Y

N
N

N
Y

N
N

N

Co
m

m
en

ts
:

*P
ro

vi
de

r 
sh

ou
ld

 re
fe

r t
o 

th
e 

Bl
ue

Bo
ok

 fo
r 

co
m

pl
et

e 
lis

tin
g 

of
 a

cc
ep

ta
bl

e 
do

cu
m

en
ta

tio
n.

Th
e 

fo
llo

w
in

g 
ar

e 
co

ns
id

er
ed

 
ac

ce
pt

ab
le

 p
ro

of
 o

f 
tim

el
y 

su
bm

is
si

on
:

•	
EO

B 
fro

m
 p

rim
ar

y 
in

su
ra

nc
e.

•	
Pr

oo
f t

ha
t t

he
 

m
em

be
r o

r a
no

th
er

 
in

su
ra

nc
e 

ca
rr

ie
r 

w
as

 b
ill

ed
.

ED
I t

ra
ns

m
is

si
on

 
re

po
rt

 if
 c

la
im

s 
w

er
e 

su
bm

itt
ed

 
el

ec
tr

on
ic

al
ly

.

Th
e 

fo
llo

w
in

g 
ar

e 
co

ns
id

er
ed

 
ac

ce
pt

ab
le

 p
ro

of
 o

f 
tim

el
y 

su
bm

is
si

on
:

•	
Co

m
pu

te
r p

rin
to

ut
 

of
 p

at
ie

nt
 a

cc
ou

nt
 

le
dg

er
.

•	
EO

B 
fro

m
 p

rim
ar

y 
in

su
ra

nc
e.

•	
Pr

oo
f t

ha
t t

he
 

m
em

be
r o

r 
an

ot
he

r i
ns

ur
an

ce
 

ca
rr

ie
r w

as
 b

ill
ed

.

*P
ro

vi
de

r s
ho

ul
d 

re
fe

r t
o 

th
e 

FH
 

Pr
ov

id
er

 M
an

ua
l 

fo
r s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

re
qu

ire
m

en
ts

.

*P
ro

vi
de

r s
ho

ul
d 

re
fe

r t
o 

th
e 

Fi
lin

g 
Li

m
it 

Ap
pe

al
 

Po
lic

y 
w

ith
in

 th
e 

H
ar

va
rd

 P
ilg

rim
 

Pr
ov

id
er

 M
an

ua
l 

fo
r s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

re
qu

ire
m

en
ts

.

*P
ro

vi
de

r s
ho

ul
d 

re
fe

r t
o 

th
e 

M
as

s 
G

en
er

al
 B

rig
ha

m
 

H
ea

lth
 P

la
n 

Pr
ov

id
er

 
M

an
ua

l f
or

 c
om

pl
et

e 
lis

tin
g 

of
 a

cc
ep

ta
bl

e 
do

cu
m

en
ta

tio
n.

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n

Pr
ov

id
er

 s
ho

ul
d 

 
re

fe
r t

o 
th

e 
Fi

lin
g 

Li
m

it 
Ad

ju
st

m
en

ts
se

ct
io

n 
in

  
th

e 
C

la
im

s 
Re

qu
ire

m
en

ts
 

C
ha

pt
er

 o
f t

he
Tu

fts
 H

ea
lth

 P
la

n 
Pr

ov
id

er
 M

an
ua

l 
fo

r s
up

po
rt

in
g 

do
cu

m
en

ta
tio

n 
re

qu
ire

m
en

ts
.
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Ty
pe

 o
f R

ev
ie

w
D

oc
um

en
ta

tio
n 

Re
qu

ire
m

en
t

BC
BS

M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 
Pi

lg
ri

m
H

ea
lth

 N
ew

 
En

gl
an

d
M

as
s 

G
en

er
al

 B
ri

gh
am

 
H

ea
lth

 P
la

n
Tu

ft
s 

H
ea

lth
 

Pu
bl

ic
 P

la
ns

Tu
ft

s 
H

ea
lth

 P
la

n

Pa
ye

r P
ol

ic
y 

—
 

Cl
in

ic
al

Re
qu

es
t f

or
 C

la
im

 
Re

vi
ew

 F
or

m
Y

Y
Y

Y
Y

Y
Y

Y
Ye

s 
—

 fo
r p

ap
er

 c
la

im
 

ad
ju

st
m

en
ts

.
N

o 
—

 fo
r o

nl
in

e 
cl

ai
m

 
ad

ju
st

m
en

ts
.

C
la

im
 F

or
m

 (o
rig

in
al

/
co

rr
ec

te
d)

N
N

N
N

N
N

N
N

N

Re
m

itt
an

ce
 A

dv
ic

e 
(E

O
P)

 o
r e

qu
iv

al
en

t 
el

ec
tr

on
ic

 d
at

a 
(i.

e.
, 

po
rt

al
 s

cr
ee

ns
ho

t, 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
N

N
N

N
N

N
N

N

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 o
r o

th
er

)

Y
Y

Y
Y

Y
Y

Y
Y

Y

O
th

er
 p

ay
er

 re
m

itt
an

ce
 

ad
vi

ce
N

N
N

N
N

N
N

N
N

Co
m

m
en

ts
:

Pa
ye

r P
ol

ic
y 

Cl
in

ic
al

 =
 

In
di

vi
du

al
 C

on
sid

er
at

io
n 

(e
.g

., M
ed

ic
al

 Te
ch

no
lo

gy
 

de
ni

al
s)

Pa
ye

r P
ol

ic
y 

C
lin

ic
al

 =
 

In
di

vi
du

al
 C

on
si

de
ra

tio
n 

(e
.g

., 
M

ed
ic

al
 T

ec
hn

ol
og

y 
de

ni
al

s)

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n

Pa
ye

r P
ol

ic
y 

—
 

Pa
ym

en
t

Re
qu

es
t f

or
 C

la
im

 
Re

vi
ew

 F
or

m
Y

Y
Y

Y
Y

Y
Y

Y
Ye

s 
—

 fo
r p

ap
er

 c
la

im
 

ad
ju

st
m

en
ts

.
N

o 
—

 fo
r o

nl
in

e 
cl

ai
m

 
ad

ju
st

m
en

ts
.

C
la

im
 F

or
m

  
(o

rig
in

al
/c

or
re

ct
ed

)
N

N
N

N
N

N
N

N
N

Re
m

itt
an

ce
 A

dv
ic

e 
(E

O
P)

 o
r e

qu
iv

al
en

t 
el

ec
tr

on
ic

 d
at

a 
(i.

e.
, 

po
rt

al
 s

cr
ee

ns
ho

t, 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
N

N
N

N
N

N
N

N

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 o
r o

th
er

)

Y
Y

Y
Y

Y
Y

Y
Y

Ye
s 

—
 fo

r p
ap

er
 c

la
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ad

ju
st

m
en

ts
.

N
o 

—
 fo

r o
nl

in
e 

cl
ai

m
 

ad
ju

st
m

en
ts

.
O

th
er

 p
ay

er
 re

m
itt

an
ce

 
ad

vi
ce

N
N

N
N

N
N

N
N

N

Co
m

m
en

ts
:

Ex
am

pl
e:

 In
cl

us
iv

e 
se

rv
ic

e 
de

ni
al

s
Ex

am
pl

e:
 In

cl
us

iv
e 

se
rv

ic
e 

de
ni

al
s

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio
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ev
ie

w
D
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en
ta

tio
n 

Re
qu

ire
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en
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M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 P
ilg

ri
m

H
ea

lth
 N

ew
 

En
gl

an
d

M
as

s 
G

en
er

al
 B

ri
gh

am
 

H
ea

lth
 P

la
n

Tu
ft

s 
H

ea
lth

 
Pu

bl
ic

 P
la

ns
Tu

ft
s 

H
ea

lth
 P

la
n

Pr
ec

er
t/

 
N

ot
ifi

ca
tio

n/
 

A
ut

ho
ri

za
tio

n 
D

en
ia

l o
r 

Re
du

ce
d 

Pa
ym

en
t

Re
qu

es
t f

or
 C

la
im

 
Re

vi
ew

 F
or

m
Y

Y
Y

Y
Y

Y
Y

Y
Ye

s 
—

 fo
r p

ap
er

 
cl

ai
m

 a
dj

us
tm

en
ts

.
N

o 
—

 fo
r o

nl
in

e 
cl

ai
m

 a
dj

us
tm

en
ts

.

C
la

im
 F

or
m

 
(o

rig
in

al
/c

or
re

ct
ed

)
N

Y
N

N
N

Y
N

N
N

Re
m

itt
an

ce
 A

dv
ic

e 
(E

O
P)

 o
r e

qu
iv

al
en

t 
el

ec
tr

on
ic

 d
at

a 
(i.

e.
, 

po
rt

al
 s

cr
ee

ns
ho

t, 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
Y

N
N

N
Y

Y
N

N

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 o
r o

th
er

)

N
*

Y
Y

Y
Y

Y
Y

Y
Y

O
th

er
 p

ay
er

 
re

m
itt

an
ce

 a
dv

ic
e

N
N

N
N

N
Y

N
N

N

Co
m

m
en

ts
:

Th
is 

ap
pe

al
 p

ro
ce

ss
 is

 to
 

re
qu

es
t a

n 
ad

ju
st

m
en

t 
fo

r c
la

im
s, 

w
hi

ch
 h

av
e 

be
en

 d
en

ie
d 

fo
r P

re
ce

rt
/

Au
th

or
iza

tio
n 

an
d 

a 
va

lid
 

Pr
ec

er
t/

Au
th

or
iza

tio
n 

is 
no

w
 o

n 
fil

e.
 A

pp
ea

ls 
to

 
ov

er
tu

rn
 a

 d
en

ie
d 

Pr
ec

er
t/

Au
th

or
iza

tio
n 

or
 re

qu
es

t 
Pr

ec
er

t/
Au

th
or

iza
tio

n 
fo

llo
w

s 
th

e 
Cl

in
ic

al
 A

pp
ea

ls 
pr

oc
es

s 
as

 o
ut

lin
ed

 in
 th

e 
Bl

ue
Bo

ok
 

an
d 

w
ou

ld
 n

ot
 fa

ll 
un

de
r t

hi
s 

re
vi

ew
 p

ro
ce

ss
 fo

r c
la

im
s. 

If 
th

e 
pr

ec
er

t w
as

 a
pp

ro
ve

d 
or

 in
iti

at
ed

 a
fte

r t
he

 c
la

im
s 

w
as

 p
ro

ce
ss

ed
. F

ol
lo

w
 o

ur
 

re
pl

ac
em

en
t c

la
im

 p
ro

ce
ss

. 
Fo

r B
lu

eC
ar

d 
m

em
be

rs
, f

ol
lo

w
 

gu
id

el
in

es
 fo

r t
he

 st
at

e 
w

he
re

 
m

em
be

r’s
 P

CP
 is

 lo
ca

te
d.

U
se

 th
is

 a
pp

ea
l 

pr
oc

es
s 

to
 re

qu
es

t 
ad

ju
st

m
en

t o
f 

cl
ai

m
s 

de
ni

ed
fo

r n
o 

Pr
ec

er
t/

 
A

ut
ho

riz
at

io
n 

w
he

re
 a

 v
al

id
  

Pr
ec

er
t/

 
A

ut
ho

riz
at

io
n 

is
 

no
w

 o
n 

fil
e.

 T
hi

s 
pr

oc
es

s 
is

 a
ls

o 
to

be
 u

se
d 

fo
r d

en
ie

d 
cl

in
ic

al
 a

pp
ea

ls
 

re
la

te
d 

to
 P

re
ce

rt
/ 

A
ut

ho
riz

at
io

n
an

d 
Le

ve
l o

f C
ar

e 
ap

pe
al

s.

U
se

 th
is

 a
pp

ea
l 

pr
oc

es
s 

to
 re

qu
es

t 
ad

ju
st

m
en

t o
f 

cl
ai

m
s 

de
ni

ed
fo

r n
o 

Pr
ec

er
t/

 
A

ut
ho

riz
at

io
n 

w
he

re
 

a 
va

lid
 P

re
ce

rt
/ 

A
ut

ho
riz

at
io

n 
is

 
no

w
 o

n 
fil

e.
 T

hi
s 

pr
oc

es
s 

is
 a

ls
o 

to
be

 u
se

d 
fo

r d
en

ie
d 

cl
in

ic
al

 a
pp

ea
ls

 
re

la
te

d 
to

 P
re

ce
rt

/ 
A

ut
ho

riz
at

io
n

an
d 

Le
ve

l o
f C

ar
e 

ap
pe

al
s.

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n
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f R

ev
ie

w
D

oc
um

en
ta

tio
n 

Re
qu

ire
m

en
t

BC
BS

M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 P
ilg

ri
m

H
ea

lth
 N

ew
 

En
gl

an
d

M
as

s 
G

en
er

al
 B

ri
gh

am
 

H
ea

lth
 P

la
n

Tu
ft

s 
H

ea
lth

 
Pu

bl
ic

 P
la

ns
Tu

ft
s 

H
ea

lth
 P

la
n

Re
fe

rr
al

 D
en

ia
l

Re
qu

es
t f

or
 C

la
im

 R
ev

ie
w

 F
or

m
Y

N
/A

 (R
ef

er
ra

ls
 n

ot
 

re
qu

ire
d)

Y
Y

Y
N

/A
 (

W
e 

do
n’

t r
eq

ui
re

 
re

fe
rr

al
s.)

Y
Y

Ye
s 

—
 fo

r p
ap

er
 c

la
im

 
ad

ju
st

m
en

ts
.

N
o 

—
 fo

r o
nl

in
e 

cl
ai

m
 

ad
ju

st
m

en
ts

.
C

la
im

 F
or

m
 (o

rig
in

al
/c

or
re

ct
ed

)
N

N
/A

N
Su

bm
it 

co
rr

ec
te

d 
cl

ai
m

.
Y

N
/A

N
N

N

Re
m

itt
an

ce
 A

dv
ic

e 
(E

O
P)

 o
r e

qu
iv

al
en

t 
el

ec
tro

ni
c 

da
ta

 (i
.e

., p
or

ta
l s

cr
ee

ns
ho

t, 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
N

/A
N

N
N

N
/A

Y
N

N

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 o
r o

th
er

)
Y

N
/A

Y
N

N
N

/A
Y

Y
Y

O
th

er
 p

ay
er

 re
m

itt
an

ce
 a

dv
ic

e
N

N
/A

N
N

N
N

N
N

N

Co
m

m
en

ts
:

If 
th

e 
cl

ai
m

 is
 

de
ni

ed
 fo

r n
o 

re
fe

rr
al

 a
nd

 th
e 

pr
ov

id
er

 o
bt

ai
ne

d 
th

e 
re

fe
rr

al
 a

ft
er

 
th

e 
cl

ai
m

 is
 d

en
ie

d,
 

th
ey

 s
ho

ul
d 

no
t 

ap
pe

al
. F

ol
lo

w
 

th
e 

BC
BS

M
A

 
re

pl
ac

em
en

t 
cl

ai
m

 p
ro

ce
ss

. 
Fo

r B
lu

eC
ar

d 
m

em
be

rs
, f

ol
lo

w
 

th
e 

gu
id

el
in

es
 fo

r 
th

e 
st

at
e 

w
he

re
 

m
em

be
r’s

 P
C

P 
is

 
lo

ca
te

d.

Co
rre

ct
ed

 c
la

im
 

sh
ou

ld
 b

e 
su

bm
itt

ed
 

w
ith

 re
fe

rri
ng

 
ph

ys
ic

ia
n’

s 
na

m
e 

 
an

d 
N

PI
 n

um
be

r

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n
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 o
f R

ev
ie

w
D

oc
um

en
ta

tio
n 

Re
qu

ire
m

en
t

BC
BS

M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 P
ilg

ri
m

H
ea

lth
 N

ew
 

En
gl

an
d

M
as

s 
G

en
er

al
 B

ri
gh

am
 

H
ea

lth
 P

la
n

Tu
ft

s 
H

ea
lth

 
Pu

bl
ic

 P
la

ns
Tu

ft
s 

H
ea

lth
 P

la
n

Re
qu

es
t f

or
 

A
dd

iti
on

al
 

In
fo

rm
at

io
n

Re
qu

es
t f

or
 C

la
im

 R
ev

ie
w

 F
or

m
Y

Y
Y

Y
Y

Y
Y

N
Ye

s 
—

 fo
r p

ap
er

 c
la

im
 

ad
ju

st
m

en
ts

.
N

o 
—

 fo
r o

nl
in

e 
cl

ai
m

 
ad

ju
st

m
en

ts
.

C
la

im
 F

or
m

 (o
rig

in
al

/c
or

re
ct

ed
)

N
N

N
N

N
Y

N
N

N

Re
m

itt
an

ce
 A

dv
ic

e 
(E

O
P)

 o
r e

qu
iv

al
en

t 
el

ec
tro

ni
c 

da
ta

 (i
.e

., p
or

ta
l s

cr
ee

ns
ho

t, 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
N

N
N

N
Y

N
N

N

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 o
r o

th
er

)
Y

Y
Y

Y
Y

Y
Y

Y
Y

O
th

er
 p

ay
er

 re
m

itt
an

ce
 a

dv
ic

e
N

N
N

N
N

Y
N

N
N

Co
m

m
en

ts
:

In
cl

ud
e 

ca
se

 
nu

m
be

r w
he

n 
in

di
ca

te
d 

on
 th

e 
ap

pe
al

 le
tt

er
.

C
la

im
 n

um
be

r 
an

d 
su

pp
or

tin
g 

do
cu

m
en

ta
tio

n

Re
tr

ac
tio

n 
of

 
Pa

ym
en

t
Re

qu
es

t f
or

 C
la

im
 R

ev
ie

w
 F

or
m

Y
Y

Y
Y

Y
Y

Y
Y

Ye
s 

—
 fo

r p
ap

er
 c

la
im

 
ad

ju
st

m
en

ts
.

C
la

im
 F

or
m

 (o
rig

in
al

/c
or

re
ct

ed
)

N
N

N
N

N
N

N
N

N

Re
m

itt
an

ce
 A

dv
ic

e 
(E

O
P)

 o
r 

eq
ui

va
le

nt
 e

le
ct

ro
ni

c 
da

ta
 (i

.e
., 

po
rt

al
 

sc
re

en
sh

ot
, N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
*

Y
N

N
N

Y
N

*
N

Y

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 o
r o

th
er

)
N

*
Y

N
*

N
*

N
Y

N
*

N
N

O
th

er
 p

ay
er

 re
m

itt
an

ce
 a

dv
ic

e
N

*
Y

N
N

N
Y

N
N

N

Co
m

m
en

ts
:

*I
f f

or
 o

th
er

 
in

su
ra

nc
e 

(O
I),

 
O

I E
O

P 
m

us
t 

be
 in

cl
ud

ed
. 

O
th

er
w

is
e,

 fo
llo

w
 

th
e 

BC
BS

M
A

 
re

pl
ac

em
en

t c
la

im
 

pr
oc

es
s. 

Re
qu

es
t m

us
t 

in
di

ca
te

 re
as

on
  

fo
r r

et
ra

ct
io

n.

*P
le

as
e 

sp
ec

ify
 

re
as

on
 fo

r 
re

tr
ac

tio
n.

*P
le

as
e 

sp
ec

ify
 

re
as

on
 fo

r r
et

ra
ct

io
n.

Pl
ea

se
 s

pe
ci

fy
 

re
as

on
 fo

r 
re

tr
ac

tio
n.

Pl
ea

se
 s

pe
ci

fy
 

re
as

on
 fo

r 
re

tr
ac

tio
n.

*R
eq

ue
st

 m
us

t i
nd

ic
at

e 
re

as
on

 fo
r r

et
ra

ct
io

n.
 

If 
fo

r o
th

er
 in

su
ra

nc
e 

(O
I),

 O
I E

O
P 

m
us

t b
e 

in
cl

ud
ed

.

Re
qu

es
t m

us
t 

in
di

ca
te

 re
as

on
 

fo
r r

et
ra

ct
io

n.

Pl
ea

se
 s

pe
ci

fy
 re

as
on

 
fo

r r
et

ra
ct

io
n.
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Ty
pe

 o
f R

ev
ie

w
D

oc
um

en
ta

tio
n 

Re
qu

ire
m

en
t

BC
BS

M
A

W
el

lS
en

se
CC

A
FH

H
ar

va
rd

 P
ilg

ri
m

H
ea

lth
 N

ew
 

En
gl

an
d

M
as

s 
G

en
er

al
 B

ri
gh

am
 

H
ea

lth
 P

la
n

Tu
ft

s 
H

ea
lth

 P
ub

lic
 P

la
ns

Tu
ft

s 
H

ea
lth

 P
la

n

O
th

er
Re

qu
es

t f
or

 C
la

im
 R

ev
ie

w
 

Fo
rm

Y
Y

Y
Y

N
Y

Y
N

N
/A

C
la

im
 F

or
m

  
(o

rig
in

al
/c

or
re

ct
ed

)
N

Y
N

N
Y

Y
N

N
N

/A

Re
m

itt
an

ce
 A

dv
ic

e 
 

(E
O

P)
 o

r e
qu

iv
al

en
t 

el
ec

tr
on

ic
 d

at
a 

(i.
e.

,  
po

rt
al

 s
cr

ee
ns

ho
t, 

 
N

EH
EN

 o
ut

pu
t, 

et
c.

)

N
N

N
N

N
Y

N
N

*
N

/A

O
th

er
 s

up
po

rt
in

g 
do

cu
m

en
ta

tio
n 

(c
lin

ic
al

 
or

 o
th

er
)

Y
Y

Y
Y

Y
Y

Y
N

*
Y

O
th

er
 p

ay
er

 re
m

itt
an

ce
 

ad
vi

ce
Y

Y
N

Y
Y

Y
Y

Y
Y

Co
m

m
en

ts
:

D
ep

en
de

nt
 u

po
n 

th
e 

re
as

on
 fo

r t
he

 
ap

pe
al

/r
ev

ie
w

D
ep

en
de

nt
 

up
on

 th
e 

re
as

on
 fo

r t
he

 
ap

pe
al

/r
ev

ie
w

D
ep

en
de

nt
 u

po
n 

th
e 

re
as

on
 fo

r t
he

 
ap

pe
al

/r
ev

ie
w

D
ep

en
de

nt
 u

po
n 

th
e 

re
as

on
 fo

r t
he

 
ap

pe
al

/r
ev

ie
w

D
ep

en
de

nt
 u

po
n 

th
e 

re
as

on
 fo

r t
he

 
ap

pe
al

/r
ev

ie
w

D
ep

en
de

nt
 u

po
n 

th
e 

re
as

on
 fo

r t
he

 
ap

pe
al

/r
ev

ie
w

D
ep

en
de

nt
 u

po
n 

th
e 

re
as

on
 fo

r t
he

 a
pp

ea
l/

re
vi

ew

*E
O

P 
is

 p
re

fe
rr

ed
. A

dd
iti

on
al

 
do

cu
m

en
ta

tio
n 

is
 n

ee
de

d 
de

pe
nd

en
t u

po
n 

th
e 

re
as

on
 

fo
r t

he
 a

pp
ea

l/r
ev

ie
w

.

D
ep

en
de

nt
 u

po
n 

th
e 

re
as

on
 fo

r t
he

 
ap

pe
al

/r
ev

ie
w

M
as

sH
ea

lth
M

as
sH

ea
lth

 F
in

al
 

D
ea

dl
in

e 
A

pp
ea

l
Re

qu
es

t f
or

 C
la

im
 R

ev
ie

w
 F

or
m

Ye
s

M
as

sH
ea

lth
 F

in
al

 D
ea

dl
in

e 
Ex

ce
ed

ed
 A

pp
ea

ls
 o

f E
rr

on
eo

us
ly

 D
en

ie
d 

or
 U

nd
er

pa
id

 C
la

im
s 

ar
e 

go
ve

rn
ed

 b
y 

M
as

sH
ea

lth
 

Re
gu

la
tio

ns
 a

t 1
30

 C
M

R 
45

0.
32

3.
 A

ll 
su

ch
, a

pp
ea

ls
 m

us
t b

e 
su

bm
itt

ed
 to

 th
e 

Fi
na

l D
ea

dl
in

e 
A

pp
ea

l U
ni

t w
ith

in
 3

0 
da

ys
 

af
te

r t
he

 d
at

e 
on

 th
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REQUEST FOR CLAIM REVIEW FORM
COMPLETE ALL INFORMATION REQUIRED ON THE REQUEST FOR CLAIM REVIEW FORM.  

INCOMPLETE SUBMISSIONS WILL BE RETURNED UNPROCESSED.

Please direct any questions regarding this form to the plan to which you submit your request for claim review.

Today’s Date (MM/DD/YY): Health Plan Name:

*Denotes required field(s)

PROVIDER INFORMATION

*Provider Name: *Contact Name:

*National Provider Identifier (NPI): *Contact Phone Number:

Contact Fax Number: Contact Email Address:

*Contact Address:

MEMBER/CLAIM INFORMATION

*Member ID: *Member Name:

*Member’s Date of Birth (MM/DD/YY): *Facility Name:

*Date(s) of Service (MM/DD/YY):

*Claim Number: *Denial Code:

*REVIEW TYPE

Enter an X in one box, and/or provide a comment below to reflect the purpose of the review submission.

Contract Term(s): The provider believes the previously processed claim was not paid in accordance with negotiated terms.

Coordination of Benefits: The requested review is for a claim that could not fully be processed until information from another insurer 
has been received.

Corrected Claim: The previously processed claim (paid or denied) requires an attribute correction (e.g., units, procedure, diagnosis, 
modifiers, etc.). Please specify the correction to be made: �

Duplicate Claim: The original reason for denial was due to a duplicate claim submission.

Filing Limit: The claim whose original reason for denial was untimely filing.

Payer Policy, Clinical: The provider believes the previously processed claim was incorrectly reimbursed because of the payer’s  
clinical policy.

Payer Policy, Payment: The provider believes the previously processed claim was incorrectly reimbursed because of the payer’s 
payment policy.

Precertification/Notification or Prior-Authorization or Reduced Payment: The request for a claim whose original reason for denial 
or reimbursement level was related to a failure to notify or pre-authorize services or exceeding authorized limits.

Referral Denial: The claim whose original reason for denial was invalid or missing a primary care physician (PCP) referral.

Request for Additional Information: The requested review is in response to a claim that was originally denied due to missing or 
incomplete information (NOC codes, home infusion therapy).

Retraction of Payment: The provider is requesting a retraction of entire payment or service line (e.g., not your patient, service not 
performed, etc.).

MassHealth: The MassHealth provider has received a Final Deadline Exceeded error message. MassHealth providers must only use this 
review type to submit claims for review to MassHealth. Use of this form for submission of claims to MassHealth is restricted to claims 
with service dates exceeding one year and that comply with regulation 130 CMR 450.323.

Other:

Comments (Please print clearly below.):

Attach all supporting documentation to the completed Request for Claim Review Form.
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