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Claim Adjustment/Review Request
Provider Contact Information



Date:
Provider Name:





Provider Number:
Contact Name:





E-mail:
Phone: (      )


ext.



Fax: (      )
Member Information 




Patient Account #:
Member Name:





Member #:
Claim Number:





Date of Service:
Coding Correction/Review
Please send form to: Physicians Plus Insurance Corporation, 
Attn: Coding Department, 2650 Novation Parkway, Madison, WI 53713 or fax to (608) 327-0330.
□ Corrected diagnosis, procedure code or modifier (supporting documentation/notes required)
Comments________________________________________________________________________
□ Description of unlisted/miscellaneous code (supporting documentation required) Comments________________________________________________________________________
□ Code bundling denial (attach supporting documentation) Comments:_______________________________________________________________________
□ Corrected/Changed charge amount (reason for request is required) Comments________________________________________________________________________

□ Non-covered procedure denial Comments________________________________________________________________________
Other Correction/Review
Please send form to: Physicians Plus Insurance Corporation, 
Attn: Adjustment Department, PO Box 269017, Plano, TX 75026-9017 or fax to (972) 767-3516.
□ Corrected date of service  _______________________________________________________________

□ Proof of authorized service ______________________________________________________________
□ Corrected place of service _______________________________________________________________

□ Proof of timely filing   ___________________________________________________________________
□ Meets emergent care criteria _____________________________________________________________

□ Corrected patient information ____________________________________________________________

□ Corrected provider information: __________________________________________________________


□ Other _________________________________________________________________________________
If more than one change is requested per claim, put all the requested changes on ONE form and send it to Physicians Plus Insurance Corp. at the MADISON address in the first box above.
Claim Department Comments: 
Plan Comments: 
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