Claim and Authorization
Reconsideration
Training

2021 | Molina Healthcare of Ohio

0
® a
]| Bovrhie



Authorization and Claim Reconsiderations:
Claim Reconsideration Request Form Requirements

As of Aug. 1, 2019, claim disputes or authorization reconsiderations submitted on an
incorrect form, or submitted on a form that is not filled out completely, will be returned

unworked. This change is based on the Jan. 2019 update Molina made to the authorization
and claim reconsideration processes.

ENIEE R RS NG Citie il © Must be submitted for any dispute that is related to
Form a claim denial that is not due to an authorization

Authorization Reconsideration * Must be attached to any request involving an
Form authorization denial or update
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Authorization and Claim Reconsiderations:

The appropriate form will be required to process the reconsideration.
« Request for Claim Reconsideration Form
 Authorization Reconsideration Form

These forms have been updated and are available on our website under the “Forms” tab.
Please be sure you are accessing the current version of the form on our website or your
request will be returned unworked.

» For more information regarding our Authorization and Claim Reconsideration
processes please see the reference guides on our website on the “Manual Tab”
under the section titled Quick Reference Guides & FAQs.

» These guides are specific to each line of business.

» Please confirm the line of business the member is eligible under and reference
the correct guide for the reconsideration process and appeal rights.
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https://www.molinahealthcare.com/providers/oh/medicaid/forms/PDF/MHO_Claim_Reconsideration_Form.pdf
https://www.molinahealthcare.com/providers/oh/medicaid/forms/PDF/oh-denial-reconsideration.pdf

Authorization and Claim Reconsiderations:
Claim Reconsideration Process (Not Related to an Authorization)

Submit a claim reconsideration only when disputing a payment denial, payment amount or
code edit. Claim reconsiderations are applicable for disputes unrelated to clinical appeals
or reconsiderations associated with pre-service and post-service authorization.

Primary insurance Explanation of Benefits (EOB), corrected claims, and itemized
statements are not accepted via claim reconsideration. Please refer to the

Corrected Claims submission process guidelines.

VAN

The Claim Reconsideration Request Form (CRRF) must be filled out entirely and
include the claim number, or it will not be processed and the provider will be
notified. Paper submissions received by mail will not be processed and the

provider will be notified.
J

The form and supporting documents can be submitted through our Provider
Portal or the form can be faxed to (800) 499-3406
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Provider Online Resources:

Provider Manual

For Molna Mambars About Molna
Dental Manual 6
. . . . * BB MOLINA
Provider Online Directories [] | Bt

Provider Portal

Preventive & Clinical Care Guidelines
Prior Authorization (PA) Information
Advanced Directives

Claims Information

Claims Reconsiderations

Pharmacy Information
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Login to our provider portal

Check ehigibility, claims and more
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Password:

Foraot Your Passwoard? | Register now
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Your Opinion Matters to Molina

Email ws to shars your commants:
cancerns of ideas. Your feedback ks

impaortant 10 us. Let us know what
weTe dolng well and what we can do
ta improva.

HIPAA

Fraud, Waste and Abuse Information
Frequently Used Forms
Communications & Newsletters
Member Rights & Responsibilities
Contact Information

www.MolinaHealthcare.com/OhioProviders
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http://www.molinahealthcare.com/OhioProviders

Authorization Reconsiderations

Authorization Reconsideration Process

As a reminder, on Jan. 1, 2019, Molina Healthcare updated the
Authorization Reconsideration process.

Pre-service and post-service authorization reconsiderations have been
combined into a single process, and claims reconsiderations now
follow a separate process.

This change impacted claim reconsiderations and authorization
reconsiderations received on or after Jan. 1, 2019.
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Authorization Reconsiderations: Medicaid and Marketplace
Pre-Service and Post-Service Authorization Reconsiderations Recourses

You can ask for one Member Appeal represented by the provider

You can ask for one Authorization Reconsideration

A member appeal can be

requested within 60 calendar | — You can a}sk for one Peer-to-
days of the date on the An Authorization Peer Review
authorization denial letter. If | Reconsideration can be

your patient wants you to submitted within 30 calendar | The treating provider can
appeal on his or her behalf, |days of the date on the request a Peer-to-Peer
your patient must tell us this |authorization denial letter. Review with the physician
in writing using the Requests may be submitted |reviewer within 5 calendar
Authorized Representative |whether a Peer-to-Peer is days of the date on the
Form posted at requested or not. authorization denial letter.
vc\;vr\]/yvizl)\ﬂoll_rgjaHealthcare.com/ * Requests may be  Call Molina Healthcare
IOTTOVICETS. submitted through the Utilization Management at
Provider Portal or fax (855) 322-4079 from 8:30
a.m. to 5 p.m., Monday to
Friday.

* Include 2 possible dates

. S and times a licensed
Molina Healthcare Medicaid and Marketplace professional is available to

Provider recourses for a denied authorization request. conduct the review with a
Molina Medical Director.
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http://www.molinahealthcare.com/OhioProviders

Authorization Reconsiderations: Medicare and MyCare Ohio
Pre-Service and Post-Service Authorization Reconsiderations Recourses

Molina Healthcare Medicare and MyCare Ohio Provider recourses for a
non-approved/denied authorization request.

You can ask for one Peer-to-Peer Review

The treating provider can request a Peer-to-Peer Review with the
physician reviewer within 5 calendar days of the date on the authorization
non-approval/denial letter, or up to the date of discharge.

Call Molina Utilization Management at (855) 322-4079 from 8:30 a.m. to 5
p.m., Monday to Friday.

Include 2 possible dates and times a licensed professional is available to
conduct the review with a Molina Medical Director.
\. J

‘4 4

NOTE: Due to regulatory requirements, for Outpatient decisions a Peer-to-Peer is a
consultation only, a determination cannot be overturned.
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Authorization Reconsiderations: Medicare and MyCare Ohio
Pre-Service and Post-Service Authorization Reconsiderations Recourses

Molina Healthcare Medicare and MyCare Ohio Provider recourses for a

non-approved/denied authorization request.

Inpatient Only

: You can ask for one Authorization Reconsideration (Due to regulatory

requirements, for outpatient decisions an authorization reconsideration is
not available.)

\ J

g An Authorization Reconsideration can be submitted within 30 calendar days A
of the date on the authorization non-approval letter, or until the claim is
processed.

Requests may be submitted after the Peer-to-Peer is completed, or if a
Peer-to-Peer was not requested within the stated timeframe.

~
~
~
~

Requests may be submitted through the Provider Portal or fax
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Authorization Reconsiderations: Medicare and MyCare Ohio
Pre-Service and Post-Service Authorization Reconsiderations Recourses

Molina Healthcare Medicare and MyCare Ohio Provider recourses for a
non-approved/denied authorization request.

You can ask for one Member Appeal represented by the provider

- N
A member appeal can be requested within 60 calendar days of the date on
the authorization denial letter.

*\ y,
~

g If your patient wants you to appeal on his or her behalf, your patient must
tell us this in writing using the Authorized Representative Form posted at
www.MolinaHealthcare.com/OhioProviders.
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http://www.molinahealthcare.com/OhioProviders

Authorization Reconsiderations
Quick Reference Guide

The grid below summarizes your options by type of authorization by line of business.

Outpatient Inpatient

Provider Peer- Provider

Peer- Authorization Rep. fo- Authorization Rep.

to-Peer | Reconsideration | Member Reconsideration Member

Peer

Appeal Appeal
Medicaid/

Marketplace Yes Yes Yes Yes Yes Yes
Medicare/

MyCare Ohio Yes* No Yes Yes Yes Yes

*As noted in the slide above, due to regulatory requirements, for Outpatient decisions
a Peer-to-Peer is a consultation only, a determination cannot be overturned.

For additional information read the:

» Medicaid and Marketplace Authorization and Claim Reconsideration Guide available on the
“Manual” on our Medicaid and Marketplace websites

« MyCare Ohio and Medicare Authorization and Claim Reconsideration Guide available on the
“Manual” tab on our MyCare Ohio website.
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https://www.molinahealthcare.com/providers/oh/medicaid/forms/PDF/medicaid-and-marketplace-guide.pdf
https://www.molinahealthcare.com/providers/oh/PDF/Duals/mmp-and-medicare-guide.pdf

Provider Portal

The Provider Portal is secure and available 24 hours a day, 7 days a week
Self-service Provider Portal options include:

Online Claims
Claim Status
Submission Inquiry

Corrected Healthcare Effectiveness Data and Information Set
Claims (HEDIS®) missed service alerts for members

Member Nurse
Advice Line
Call Reports

Update
Provider
Profile

Online Claim Reconsideration
Requests

Member Eligibility
Verification and History

View Primary Care Provider (PCP) Coordination of Check Status Submit PA

Member Roster Benefits (COB) el AlgtethJIeZ;tlon Requests

It Matters

o0
Molina offers monthly “It Matters to Molina” Provider Forums, and 'll
TO MOLINA

quarterly Provider Orientations. For more training information visit
the Molina Provider Website and view the Provider Training dates and times.

Email Molina at OHProviderRelations@ MolinaHealthcare.com to sign up for the Molina
Monthly Provider Bulletin. Please include your Provider Name, TIN and email address.

« 31 MOLINA
al

HEALTHCARE



mailto:OHProviderRelations@MolinaHealthcare.com

Provider Appeal Request Form
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Provider Appeal Request Form

000000000 - Ohar Linas O Bueingss - xodliD0- MOLRA MECICAL CERTER - WEST -

Welcome:, fuimin User . webporiabesl | Log Gut

an
in MOLINA  provi

HEALTHCARE

Aug 14 2045 702 46 AN

[ Search for . Home Provider Search FAQ Training Cordact Moling Once yOU SeleCt the

| A s T T [TITIMN | Claims Status Inqury
e “Claims Status B i mrmenmeninene | [ N feature, you may
TR Inquiry.” T e | search for the claim
ST s (G Guick Member Eligibility Search i you would like to

Exeale dnslilutional Claim (LI04) Sasch by Wamesr [0 . | =0

M. i appeal.

Open 3aved Clams

What's New Coming Soon ! Foll
Crealeanage Claims Tempiate 00 URPDATENN = =
Jur 2015 = 2 D i liam ur nawy boak? — BAE
Export Clams Hepor B Exonl . 12 4 ‘dnlina Wil bagln alaowing K0-10 cns3s on o — =
a HEDIR Profla nee avaliahla f2r 525 and suilher zatian matedsts haginning A2015 Yas ) im0
- oo ipawiar! u
¥ Servce RequestSuthonzabicn suashizns® Ara ynu raady® Taka or Providar o Ha Clsare Hepoel | Henuasiatho
Rsadirasa Saresy Invaractad v lesing™
HMember Fostar Laam Mo Mol | Gee Meconeor
HEDIS Proie ﬂ
L% L Re)
; Seiwiee: MWerrbe Raaler
Reports Requestiatiotz
akic.
Links
Forms
b ADCDUNG | acls

« 31 MOLINA
al

HEALTHCARE




Provider Appeal Request Form

Claims Inquiry
Informaticn an Claims accepted inko the adudication system is curent as of Mar 21 2007 02:02: 48 &M PET ﬂ
Search .
Billng Provider: | St : Search for claim
Claim Type: " all * | Search Options: " Claim Status v | Claim Stabus: | T using avallable

search filters.

Additional Search Filters

Efilet Sptanal Sedh 19 S5Hw yaur BearR
Received Date: Fram: E Ta: i Date of Service From: | Ta: i
mned Ay mruddiyyyy mmeddpyyy mmiddiyyyy
Rendering Provider: | eiec v Gender: ¥ Patient Control No:
Cowerage Type: | &l " Claims Status: o v HBL:

Search Clear Cancel

You may search for the desired claim by using any of the available search filters: claim status,
claim number, date of service, etc.
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Provider Appeal Request Form

Claims Found
Click on an underlined column header to sort or hover over a@ for help with that celumn
: Bilied Service Date  Service Date | Received
Claim D & From To Date
Select claim Select Select v Select .
0101010101 ID for desired 03212017 0FN2017 03282017 03282017 INSTITUTIONAL
11112222333 claim. OZ22M7T 03Z22017 022017 OMZEZ0T INSTITUTIOMAL
9876543210 03222m7 Q22017 QazemT 0328207 INSTITUTIONAL
0123456785 SMITH. JOHN 296700 DN142016 0 14/2018 Q282017 0AZEI0T INSTITUTIONAL
11111117337 DOE, JANE 816100 10152016 10152018 Oav2er2017 veles: e I INSTITUTIONAL
22222233222 SMITH. JOHN A3GA00  OXD020MT Da20201T AT OA2ET INSTITUTIONAL
3333333333 SMITH. JOHN 344700 | 03202017 02017 OVE2017 OARI01T INSTITUTIOMAL
4444440444 DOE, JANE 523500 0300207 03202017 OA2E201T DAZA2T INSTITUTIOMAL
5555555555 DOE, JANE 342000 | 0QZIIONT | 0022017 | OGZRI0NT 0282017 INSTITUTIONAL
1777777 SMITH. JOHN 51204  0A2NI01T  DVIRMT | DAZRDONT VZRI0MT INSTITUTIONAL
o [ o 2 3 4 .. Pagelit oid [* | M 10 ¥ perpage Showing 1-10 of 100
Print "Submission Types are only applicable to clams submetted via Web Portal

Once the search results display, click on the desired claim ID to access the claim details.
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Provider Appeal Request Form

Once routed to the “Claim Details” page, you can access the Provider Appeal Request Form
by selecting the “Appeal Claim” button.

Claim Details

General Information

Member Name: EVERDEEMN, KATNISS Claim Number:1010101010
Claim Status Category: Claim Status Effective: 8/31/2015
Claim Header Status: Denied Billed Amount($): 55.00
Rendering Provider Name: MCOLINA MEDICAL Check Number:
Rendering Provider NP1: 111111111 Service Date From: 8/31/2015
Check Paid Date: 03/14/2016 Patient Control Number: 222222222
Service Date To: 8/31/20158 Amount Paid($): 0.00

Claim Line ltems

ne Status

Claim  Service From Service To . 3 - N -
! Rev Code Service Code Modifiers Units Billed Amt . £ Status Remit Message
Line Date Date “ ” ective
Select “Appeal Claim
/31/ /317 /31/ e ot e, Claim denied ch
1 08/31/2015 08/31/2015 99232 1 58.00 b B/31/2015 made for this clam Claim denied charges.
UttOn. | line
Showing 1-1 of 1 10 v per page ‘ [« 4 Page 1 of 1 » »
y.
///
Save As Template Appeal Claim Void Claim Correct Claim View Diagnosis Code Print Claim Summary Back

Note: The “Appeal Claim” button is only available for finalized (paid, denied, etc.) claims.

« 31 MOLINA
al

HEALTHCARE




Provider Appeal Request Form

The following information will be
auto-populated:

. Provider Name

. NPI

. Federal ID

. Claim Number

. Date of Service

«  Total Billed Charges
. Address

. City/State/Zip

. Member ID

. Member Name

. Date of Birth

. Submission Date

. Receipt Date
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Provider Appeal Request Form

Instructions for filing an Appeal:

1. Fill gutthis form completely. Describe the issue(s) in as much detail as possible.

2. Attach copies of any records you wish to submit

3. The completed form will be submitted to the Maolina Healthcare Provider Appeals & Grievances department. An electronic acknowledgement will be provided
following the submission of your request.

Providers Name:* MOLINA MEDICAL NPL* 111111111 Federal ID:* 222222222
Request Type:  Appeal Participation Status: @ Contract () Non - Contracted
Claim Number:® 10101010101 Date of Service From:* 07/26/2015 Total Billed Charges:  226.80
mm/ddiryyy
. Autharization
CPT Code: Number:
Address: 777 MOLINA WAY City/State/Zip:  |LONG BEACH,CA,90802 Email Address:  Molina.Medical@molinahez
Contact Person:* Phone:* Fax Number:
Members|D:* 3333333333 Member Name:*  DOE, JOHN Date of Birtn:+  07/07/2007
mmiddfyyy

Specific Issue(s): Please state all details relating to your request including names, dates and places. Attach all supporting materials below to support your request.

Supporting Information

Aftachments: Aftach copies of any records you wish to submit below

Type of Attachment : | Select v
File @ Mo file chosen Upload

Upload files only when you want to add supporting documents to the claim appeal. Upload 1 file at a time.
Max size of each uploaded file should not exceed SME. Total Size of all Attachments should not exceed 20 MB.

Submitter Name:* Submission Date:  07/13/2017 ReceiptDate:  07/13/2017

ﬁppealslsubmitted after 5pm are considered to be received on the following business day. The receipt date will be captured cnce the submit button has
een selected.

() By entering my name below, I certify that I am either the submitting healthcare provider or that I am legally autherized to act on behalf of the healthcare provider
submitting this information. I certify that any and all information in any form submitted te Molina Healthcare is truthful and correct to the best of my knowledge.

Print Submit Cancel




Provider Appeal Request Form

All populated data can be updated

by backspacing and typing the
correct information into the field.

All fields with the exception of
“Member ID,” “Member Name,”
“DOB” and “Email Address” are
editable.

The “Submission Date” and
“Receipt Date” are populated
based on the time zone of the
logged in provider. These values
are set and cannot be changed.
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Provider Appeal Request Form

Instructions for filing an Appeal:

1. Fill gutthis form completely. Describe the issue(s) in as much detail as possible.

2. Attach copies of any records you wish to submit

3. The completed form will be submitted to the Maolina Healthcare Provider Appeals & Grievances department. An electronic acknowledgement will be provided
following the submission of your request.

Providers Name:* MOLINA MEDICAL NPL® 111111111 Federal ID:* 222222222

Request Type:  Appeal Participation Status: @ Contract () Non - Contractad

Claim Number:® 10101010101 Date of Service From:* 07/26/2015 Total Billed Charges:  226.80
mm/ddiryyy
. Autharization
CPT Code: Number:
Address: 777 MOLINA WAY City/State/Zip:  |LONG BEACH,CA,90802 Email Address:  Molina.Medical@molinahez
Contact Person:* Phone:* Fax Number:
Members|D:* 3333333333 Member Name:*  DOE, JOHN Date of Birtn:+  07/07/2007

mmiddfyyy

Specific Issue(s): Please state all details relating to your request including names, dates and places. Attach all supporting materials below to support your request.

Supporting Information

Aftachments: Aftach copies of any records you wish to submit below

Type of Attachment : | Select v
File @ Mo file chosen Upload

Upload files only when you want to add supporting documents to the claim appeal. Upload 1 file at a time.
Max size of each uploaded file should not exceed SME. Total Size of all Attachments should not exceed 20 MB.

Submitter Name:* Submission Date:  07/13/2017 ReceiptDate:  07/13/2017

ﬁppealslsubnaitted after 5pm are considered to be received on the following business day. The receipt date will be captured cnce the submit button has
een selected.

() By entering my name below, I certify that I am either the submitting healthcare provider or that I am legally autherized to act on behalf of the healthcare provider
submitting this information. I certify that any and all information in any form submitted te Molina Healthcare is truthful and correct to the best of my knowledge.

Print Submit Cancel




Provider Appeal Request Form

You may attach any supporting
documents that are related to the
appeal request.

Maximum file size is 125MB for
attachments.

Attachments must be submitted
in one of the following formats:
tif, .gif, .pdf, .bmp, or .jpg.

Attachments can be uploaded by
using the “Supporting
Information” section.
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Provider Appeal Request Form

Inginsclions bor fimg an Appeal:

1. Fill gut s form compleiely, Describe ihe ssueds) in as much delail as possibie

2. AITBCR COpied Of Ay PEOONTS Wil With I Subimil

3. The compieied form will be submitled 1o e Molna Hegthcare Provider Appaals & Grievanies deganiment An slstironit acknoelesdgamenl will b provided
Foll oo g ThE SLnmASOn of your regLess

Prowigers Mame MOLINA MEDITAL WFL 111111111 Federal I 22TTI2ITY

Request Type:  Appeal Famizipation Siatus & Caniraet Pean - Gosraced

Claim Number© 10101010101 Date of Service From+ 07/ 28/2005 ) Tatal Bllled Chasges. 226,80
iy
Aurorizaion
CFT Coda: il

Addrase.  TTT MOLINA Way CRuShedioc  LONG BEACH,CA 90802 EmaGil Address.  Maolina.Medical Pmolinahe:

Cortact Persan FPhaneg;

Attach

Fax Humber

arjarfaaar B
mmddyy

Mgy 10 3333333333 Diate of Birm

Specilic issue(s]:  Please siale all details relabng 1o you Fupporting materials beiow 1o support your request.

supporting
documents.
 u—

supporting Information
Atactmants: ARCh copies oF 3Ny records you wish o submil beiow
Twpe of Bttachment ;| Select ) 4 .

File : Choose Fie |Fio Fle chosen Unload

Upload files only when vou want o add supparting docisments te the daim appeal, Upload 1 file st & time.

Subenitier Mame. Submisaion Dae.  07/13/2007 RetepiCale.  Q7713/2017

-Lﬁnnea;sl,tbnglrte& after Spm are consldered to be recehved on the following business day. The recelpt date wil be captured crce the submit button has
e sebected,

By entering my namae below, 1 certify that | am either the submitting healthcare provider or that I am kegally authorized to act on behalf of the healthcare provider
submitting this information. I certify that any and all information in any form submitted to Molina Healthcare is truthful and comrect to the best of my knowledge.

Priml Sutsmit Cancol




Provider Appeal Request Form

Once all fields have been
completed and attachments
made, you must agree to
the terms and conditions by
typing your name into the
“Submitter Name” field.
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Provider Appeal Request Form

Instructions for filing an Appeal:

1. Fill outthis form completely. Describe the issue(s) in as much detail as possible.

2. Attach copies of any records you wish to submit.

3. The completed form will be submitted to the Molina Healthcare Provider Appeals & Grievances department. An electronic acknowledgement will be provided
following the submission of your request.

Provider's Name:*  MOLINA MEDICAL NP 111111111 Federal ID:© 222222222
Reguest Type:  Appeal Participation Status: @ Contract () Non - Contracted
Claim Number:* 10101010101 Date of Service From:* 07/26/2015 Total Billed Charges: 226,80
mmiddfyyyy
. Autharization
CPT Code: Number:
Address: 777 MOLINA WAY City/State/Zip:  |LONG BEACH,CA,90802 Email Address:  Molina.Medical@molinahez
Contact Person:” Phone: Fax Number:
Members ID:* 3333333333 Member Name:*  DOE, JOHN Date of Birth:+  07/07/2007
mmiddfyyyy

Specific Issue(s): Please state all details relating to your request including names, dates and places. Attach all supporting materials below to support your request.

Supporting Information

Attachments: Attach copies of any records you wish to submit below

Type of Attachment : | Select v

File @ Mo file chosen
Upload files only when you Enter

Max size of each uploaded fil
submitter

Upload

peal. Upload 1 file at a time.
1ents should not exceed 20 MB.

Name.

Submitter Namea:* Submission Date:  07/13/2017 Receipt Date:  07/13/2017

éppealslsubnaitted after 5pm are considered to be received on the following business day. The receipt date will be captured once the submit button has
een selected.

|| By entering my name below, I certify that T am either the submitting healthcare provider or that T am legally authorized to act on behalf of the healthcare provider
submitting this information. I certify that any and all information in any form submitted te Molina Healthcare is truthful and correct to the best of my knowledge.

Print Submit Cancel




Provider Online Resources

The check box next to the
disclaimer at the bottom of
the form must also be
selected.
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Provider Appeal Request Form

Instructions for filing an Appeal:

1. Fill out this form completely. Describe the issue(s) in as much detail as possible.

2. Attach copies of any records you wish to submit

3. The completed form will be submitted to the Malina Healthcare Provider Appeals & Grievances department. An electronic acknowledgement will be provided
following the submission of your request.

Providers Name:* MOLINA MEDICAL NPL* 111111111 Federal ID:* 222222222
Request Type:  Appeal Participation Status: @ Contract () Non - Contracted
Claim Number:* 10101010101 Date of Service From:* 07/26/2015 Total Billed Charges:  226.80
mmiddiyyyy
. Autharization
CPT Code: Number:
Address: 777 MOLINA WAY City/State/Zip:  LONG BEACH,CA,90802 Email Address:  Molina.Medical@molinahez
Contact Person: Phone:* Fax Number:

07/07/2007

MembersiD:® 3333333333 Member Name:*  DOE, JOHN Date of Birth:*
mmiddhyyyy

Specific Issue(s): Please state all details relating to your request including names, dates and places. Attach all supporting materials below to support your request.

Supporting Information

Altachments: Attach copies of any records you wish to submit below

Type of Attachment : | Select v
File @ No file chosen Upload

Upload files only when you want to add supperting documents to the claim appeal. Upload 1 file at a time.
Max size of each uploaded file should not exceed SMB. Total Size of all Attachments should not exceed 20 MB.

Submitter " jubmission Date:  07/13/2017 Receipt Date: | 07/13/2017

ad to be received on the following business day. The receipt date will be captured once the submit button has

(] By entering my-. - =dbmitting healthcare provider or that I am legally authorized to act on behalf of the healthcare provider
submitting this information. [ certify that any and all information in any form submitted to Molina Healthcare is truthful and correct to the best of my knowledge.

Print Submit Cancel




Provider Appeal Request Form

The Provider Appeal request
is considered complete once
the “Submit” button has
been selected at the bottom
of the form.

MOLINA

HEALTHCARE

Provider Appeal Request Form

Instructions for filing an Appeal:

1. Fill outthis form completely. Describe the issue(s) in as much detall as possible

2. Aftach copies of any records you wish to submit.

3. The completed form will be submitted to the Malina Healthcare Provider Appeals & Grievances depariment. An electronic acknowledgement will be provided
following the submission of your request

Provider's Name:

Request Type:

Claim Number:

CPT Code:

Address:

Contact Person:

Member's ID:

Specific Issue(s):

MOLINA MEDICAL NPL* 111111111 Federal ID: 222222222
Appeal Participation Status: @ Contract () Non - Contracted
10101010101 Date of Service From 07/26/2015 Total Billed Charges: 226.80
mmJddfnyyy
Autharization
Number:

777 MOLINA WAY City/State/Zip:  |LONG BEACH,CA,50802 Email Address:  Molina.Medical@molinahez

Phone: Fax Number:

07/07/2007
mmiddhyyyy

3333333333 Member Name:*  DOE, JOHN Date of Birth:

Please state all details relating to your request including names, dates and places. Attach all supporting materials below to support your request.

Supporting Information

Attachments: Attach copies of any records you wish to submit below

Type of Attachment : | Select v
File @ No file chosen Upload

Submitter Name:

|| By entering my name belo
submitting this information.

Print

Appeals submi*
been selectr

Upload files only when you want to add supporting documents to the claim appeal. Upload 1 file at a time.
Max size of each uploaded file should not exceed SMB. Total Size of all Attachments should not exceed 20 MB,

D17 Receipt Date:  07/13/2017

owing business day. The receipt date will be captured once the submit button has

the . or that I am legally authorized to act on behalf of the healthcare provider

ftify that any ana-anntormation-in-any TormrsubmiTteato Molina Healthcare is truthful and correct to the best of my knowledge.

Submit Cancel




Email Confirmation

Upon submission, you will receive an email confirmation, which serves as an electronic
acknowledgement letter.

v G Email
g:hjuu.' Clarns Appeals Co nfi rmation

Dear [MOLIMA CENTER WEST]:

On [##CURRENTDATE], we received your request appealing the action taken for the following claim(s) 012345678310 . We w? p Afour request and provide a decision when a resolution has been reached.

If vou have any additional questions please call the Provider Contact Center. -
Sincerely,

Provider Inquiry, Research & Resolution
Molinag Healthcare

Upon receipt of the message, you will be prompted to do a one time registration with the
provider’'s email address to view the message. A password will be required for all messages
received thereafter.

Secure email

You have received a secure message

message

Read your secure message by opening the attachment, securedoc.html. You will be prompted to open (view) the file or ¢
in a Web browser. To access from a mobile device, forward this message to mobile@res.cisco.com to receive a mabile login URL.

Jest results, save the file first, then open it

If you have concerns about the validity of this message, contact the sender directly.
First time users - will need to register after opening the attachment. For more information, click the following Help link.

Help - https://res.cisco.com/websafe/help?topic=RegEnvelope -

About Cisco Registered Email Service - https://res.cisco.com/websafe/about

* BB MOLINA
al
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Commitment to Provider Satisfaction

Molina Healthcare of Ohio is committed to increasing our Provider Partners’ satisfaction by
obtaining your feedback.

Some of the ways we do this include:

« Dedicated Provider Services Representatives in each region of the state for training
and questions

* An annual Provider Satisfaction Survey

« It Matters to Molina program that includes monthly forums and an information page on
the Provider Website including surveys for providers to share feedback

.‘i. It Matters Your Opinion Matters to Molina

TO MOLINA Email us to share your comments,
concerns or ideas. Your feedback is
Take our “|t Matters to Molina Suggestion Box” survey important to us. Let us know what
on the It Matters to Molina Page of our Provider we're doing well and what we can do
Website, under the “Communications” tab. to improve.

Please share your feedback with us so we can continue

to provide you with excellent customer service!

MOLINA

HEALTHCARE



mailto:OHProviderRelations@MolinaHealthcare.com
https://www.surveymonkey.com/r/FP2PSLQ
https://www.molinahealthcare.com/providers/oh/medicaid/comm/ItMatterstoMolina.aspx

Resources

Molina has designated email addresses based on provider types to help get your questions
answered more efficiently or to connect you to training opportunities.

 Behavioral Health questions:
BHProviderServices@MolinaHealthcare.com

* Hospital or hospital-affiliated physician group questions:
OHProvider.ServicesHospital@MolinaHealthcare.com

« MyCare Ohio LTSS and Ancillary questions:
OHMyCarelL TSS@MolinaHealthcare.com

* Nursing Facilities questions:
OHProviderServicesNF@MolinaHealthcare.com

* Physician practice questions: .
OHProviderServicesPhysician@ MolinaHealthcare.com

 General questions: .
OHProviderRelations@ MolinaHealthcare.com QueSt|o ns

Coordination of Benefits (COB) or Member Enroliment updates:

Medicaid members MHOEnrollment@MolinaHealthcare.com

Medicare members MPEnrollmentOH@MolinaHealthcare.com

MyCare Ohio Opt-In members OHMMP _EnrolimentAccountingMHI@ MolinaHealthcare.com
MyCare Ohio Opt-Out members OptOut. OHMMP@MolinaHealthcare.com

o 2% MOLINA
al
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mailto:BHProviderServices@MolinaHealthcare.com
mailto:OHProvider.ServicesHospital@MolinaHealthcare.com
mailto:OHMyCareLTSS@MolinaHealthcare.com
mailto:OHProviderServicesNF@MolinaHealthcare.com
mailto:OHProviderServicesPhysician@MolinaHealthcare.com
mailto:OHProviderRelations@MolinaHealthcare.com
mailto:MHOEnrollment@MolinaHealthcare.com
mailto:MPEnrollmentOH@MolinaHealthcare.com
mailto:OHMMP_EnrollmentAccountingMHI@MolinaHealthcare.com
mailto:OptOut.OHMMP@MolinaHealthcare.com
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