
 

 

                   
 

                           
 
 

 

 

                       
   

    

  

                                                                                
 

 

 

 

   
 

       

   

   

                            
 

  

  

  

  

  

 
 

 
 
 
 
 

                                                                                                                                                                                                                                                                                                       

 
Today’s Date: 

 
/ / 

                  
            

             
 

 
 

      

 

PROVIDER INFORMATION 

 
  

Contact Person's Name 

   

Contact's Phone: 

 

( ) -

Provider 

 

Group 

 

Name 

 Provider 

 

Name 

 

(First 

 

and 

 

Last) 

Provider 

 

NPI 

       

Provider TIN: 

  

Provider Phone 

 

( ) -

  

Provider Fax: 

 

( ) -

 
PATIENT/MEMBER INFORMATION 

 
  

Member Last Name 
 

  
Member First Name 

 

  
Member Dates of Service

 

   
Member Date of Birth 

 
/ / 

  
Molina Member ID 

 

 
CLAIM INFORMATION 

 
  

Line of Business (check one)
  

☐  Medicaid
 

 
Claim Information (services)

    

    
Claim Number (one per form) 

 Original 
 
Claim 

 
Amount 

 
Billed 

 

  
Date(s) of Service: From

 
/ / 

  
Date(s) of Service: To 

 
/ / 

    
APPLICABLE REASON (Mark all applicable and attach supporting documentation) 

 
    

☐ Service Is Not a Duplicate
     

☐ Coordination of Benefits (COB) Related
 

    
☐ Processed Under Incorrect Provider/Tax ID

    
☐ Processed Under Incorrect Member ID

 
   

☐ Payments: Over/ Underpayments: $
      

☐  National Correct Coding Initiative (NCCI) Edit
 

  
☐ Timely Filing Limit

  
☐ Eligibility Issue

 ☐ Authorization, PA Now On File
   

☐ Retrospective Medical Review
 

  
☐ Other (Please explain):

 

  
Additional Information: 

 

     

 MHIL Claims Dispute Request Form 

 
              

• Requests must be received within 90 days of date of original remittance advice. Please allow 30 days to process requests.
• Please submit this completed form and any supporting documentation to Molina Healthcare of Illinois.
• Documentation and proof to support your request is required. Incomplete or mailed forms will not be processed.
• Please refer to the Molina Provider Manual for time frames and additional information.
• You are strongly encouraged to submit via the Availity Essentials provider portal: provider.molinahealthcare.com.
• As a secondary option, you may fax this completed form to (855) 502-4962.
• This form is not for corrected claims.
• Please send corrected claims as a normal claim submission electronically or via the Provider Portal.

 
       

☐  MMP/Duals ☐  Medicare ☐  Marketplace

☐  Par / ☐  Non-Par

☐ Coding / Bundling Edits

Resolution (Molina use only): 

02/2024

☐ By checking this box, I acknowledge that the fax number provided is HIPAA compliant and can receive the dispute resolution outcome.

CONFIDENTIALITY NOTICE: This communication, 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 communication is 
prohibited and may be unlawful. If you have received this communication in error, please notify the sender immediately and destroy the original documents. Thank you.

https://provider.molinahealthcare.com

	MHIL Claims Dispute Request Form



Accessibility Report


		Filename: 

		NVClaims_Reconsideration_Request_Form_R.pdf




		Report created by: 

		

		Organization: 

		




[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.


		Needs manual check: 2

		Passed manually: 0

		Failed manually: 0

		Skipped: 0

		Passed: 30

		Failed: 0




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Needs manual check		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Needs manual check		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Passed		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top
	Provider Name First and Last: 
	Patient Last Name: 
	Patient First Name: 
	Molina Member ID: 
	Other Please explain: 
	Provider Group Name: 
	Contact Person Name: 
	Phone Number 1: 
	Phone Number 2: 
	Phone Number 3: 
	Phone Number 11: 
	Phone Number 12: 
	Phone Number 13: 
	Phone Number 21: 
	Phone Number 22: 
	Phone Number 23: 
	Month: 
	Date: 
	Year: 
	Month1: 
	Date1: 
	Year1: 
	Month11: 
	Date11: 
	Year11: 
	Month21: 
	Date21: 
	Year21: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box5: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Provider NPI: 
	Original Claim Amount Billed: 
	Provider TIN: 
	Patient's Dates of Service: 
	Par: Off
	Non-Par: Off
	Medicaid: Off
	MMP/Duals: Off
	Medicare (MAPD): Off
	Marketplace (Exchange): Off
	Molina Issued Orignal Claim ID Number: 
	Check Box4: Off
	Additional Information: 
	HIPAA: Off


