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Date:       
Requestor’s Name:       
Phone #:       
E-mail Address:       
Fax #:       
Contractor Name and AHCCCS Plan ID:       ,       

RI Case Type:       
RI Case Number:       
Recipient Name:       
AHCCCS ID #:        
Linked ID #:       

CRN:       
DOS:         thru        
Form Type:       
RI CRN Status in PMMIS:       
ENCOUNTER CLM STAT DATE in PMMIS:       

Encountered CN1 Indicator:       
Subcap Code:       
Detail the reason for your action request:       

     

     

     

Due to Grievance  Y  FORMCHECKBOX 
  or N  FORMCHECKBOX 

Date of Plan Grievance Decision:       
Total Value of Action Request $          (outcome expected $.10 or $10,000) 

Information Validated prior to submission for review
Documentation attached  Y  FORMCHECKBOX 
  or N  FORMCHECKBOX 

Number of pages:       
AHCCCS Reviewer:            Date:       

Findings:       

     

     

     

     

     

Reinsurance Action Request Form
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