~ TECQ Foundation

Managed by TECQ PARTNERS

Provider Delegate Dispute Resolution Request

THIS FORM IS TO BE USED AFTER THE PROVIDER HAS EXHAUSTED ALL ATTEMPTS WITH THE DELEGATE

Instructions: Please complete the below form. Fields with an asterisk (*) are required. Be specific when
completing the DESCRIPTION OF THE DISPUTE AND EXPECTED OUTCOME. Do not use this form if submitting
corrections. Provide additional information to support the description of the dispute. Delegate documentation
should be included with submission including denial letters, remittance advice, authorizations.

A COPY OF THE CLAIM PREVIOUSLY PROCESSED IS REQUIRED.

How to Submit:

By mail, send to: TECQ Foundation, Attn: Provider Dispute, 8278 Bellaire Blvd., Suite B, Houston, TX 77036

PROVIDER INFORMATION:

*Provider Name: |

Provider Address: | | | | |

Street Address City Zip

*Tax ID#: :l *NP”*:l:l Checkif [] Contracted Provider

Delegate: [] Non Contracted Provider

CLAIM INFORMATION:

*Member Name: | | Date of Birth (MM/DD/YYYY):
*Member ID#: | | *Member Acctit: | |
Delegate Claim#: | | Scan Claim#: | |
*Service From Date (MM/DD/YYYY): :l *Service To Date (MM/DD/YYYY): |:|
*Original Claim Amount Claim Amount | Expected Additional |
Billed: | Paid: Payment:
DISPUTE TYPE:
CONTRACTED UNDERPAYMENT NON CONTRACTED1st LEVEL PAYMENT DISPUTE ~ [_ICAP DEDUCT REQUEST
CONTRACTED RETRO AUTHORIZATION REQUEST NON CONTRACTED 2nd LEVEL PAYMENT DISPUTE (SEE BELOW)
CONTRACTED AUTHORIZATION DENIAL NON CONTRACTED MEDICAL NECESSITY DENIAL
CONTRACTED RISK DISPUTE NON CONTRACTED RISK DISPUTE
[ ]OUTOF AREA | |HEALTH PLAN RISK [] OUT OF AREA [ | HEALTH PLAN RISK

*DESCRIPTION OF DISPUTE:

EXPECTED OUTCOME:

CAP DEDUCT REASON: INCLUDE ALL COMMUNICATIONS

[ ]IPARISK [ ] HOSPITAL RISK WITH DELEGATE AMOUNTTO CAP:
*Contact Name Title *Phone (xxx) XXX-XXXx
Email *Date MM/DD/YYYY *Fax (XXX) XXX-XXXX

SCAN Health Plan confidential and proprietary information. ©2022 SCAN Health Plan. All rights reserved.
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