o‘ii MOLINA Request for Claim Reconsideration

HEALTHCARE (Requests must be received within 120 days of date of original remittance advice)

Please print this page as a cover sheet and fax documents to (614) 781-4464 or mail to: Molina Healthcare of Ohio, Inc.
Attn: Provider Services
P.O. Box 349020
Columbus, OH 43234-9020

Region: W Central [ WestCentral U Southwest [ Southeast Number of faxed pages (including cover sheet):

Provider Information:

TIN: Rendering Provider Name:
Phone: ext: Fax:

Submitted by Name: Title:

Email:

Authorization Information:
Enter Authorization Number (if applicable):

Claim Information:
Claim Number: Billed Charges: $ DOS: to

Member Name: Member Number:

Reason for Request (Please Submit Corrected Claims to Molina Healthcare, Inc. Claims Address):

For Health Plan Use Only:

Date Received: Date of Response: (turnaround within 30 days)

Resolution:

Reviewer’s Initials

CONFIDENTIALITY NOTICE: This fax transmission, including any attachments, contains confidential information that may be privileged. The information is intended only for the use of the
individual(s) or entity to which it is addressed. If you are not the intended recipient, any disclosure, distribution or the taking of any action in reliance upon this fax transmission is prohibited and may
be unlawful. If you have received this fax in error, please notify the sender immediately via telephone at 1-800-642-4168 and destroy the original documents. Thank you. (Rev.0708) MHO-0073



