Yamhill 77‘

Provider Reconsideration Req uest COMMUNITY CARE

Timely Filing and Claim Payment/Pricing request please send via email to
yamhillclaims@ayin.com
Please fax to 503.765.9675 or email provider.appeals@yambhillcco.org
Questions call 971.345.5933 or email provider.appeals@yambhillcco.org

IMPORTANT INFORMATION:
Claim Denials:

¢ Submission must be received within 60 days from the date of the claim denial. Late requests are not accepted.

e Claims denied for No Prior Authorization are not accepted as reconsiderations, you must utilize the member appeal
process. If no PA was ever completed you can utilize the prior authorization process more information on this
process is located on our website here https://yamhillcco.org/providers/policies-and-forms/

Preauthorization Denials:

e You must utilize the member appeal process please see our website for more information and the form here

https://yamhillcco.org/members/benefits-and-rights/

Incomplete forms will not be accepted.

Member Information

Last Name: First Name:
OHP ID #: DOB:

Contact Information
Name: Phone: Fax:
Requesting Provider: TIN#:
Servicing Provider/Facility: TIN#:

Reconsideration Request Type:

O Claim Denial Timely Filing Claim Number:
O Claim Payment/Pricing Claim Number:
O Other: Claim Number:

Reason for your reconsideration request (Attach any documentation pertinent to your request):

Provider Reconsiderations will be processed within 60 days from the date of receipt.
Please be patient, we will send a fax to you with the results of your request.
Multiple duplicated faxes or calls hinder the process, to request an update email provider.appeals@yambhillcco.org.

IMPORTANT NOTICE: This message is intended for the use of the person or entity to which it is addressed and may contain information that is privileged, confidential and exempt from
disclosure under applicable law. If the reader of this message is not the intended recipient, or the employee or agent responsible for delivering it to the intended recipient, you are hereby
notified that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED. If you have received this message by error, please notify us immediately and destroy

the related message.
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