CREDENTIALING DENIAL REPORTING FORM
(DENIALS MUST BE REPORTED TO DBHS OFFICE OF QUALITY OF CARE WITHIN 24 HOURS)

[bookmark: Text3]T/RBHA NAME                                                                                  DATE:       


	(1)
PROVIDER NAME
	(2)
NATIONAL PROVIDER IDENTIFIER (NPI)
	(3)
PROVIDER ADDRESS
	(4)
PROVIDER  TELEPHONE

	(5)
REASON FOR THE DENIAL
	(6)
DATE OF THE DENIAL

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


[bookmark: _GoBack]INSTRUCTIONS:

(1) The name of the individual provider or organization that was denied credentialing/re-credentialing. 
(2) The NPI will consist of 9 numeric digits followed by one numeric check digit.
(3) The Provider Address should be the one utilized in PMMIS.
(4) The Provider Telephone number should be the one utilized in PMMIS.
(5) The Descriptive Reason for Denial, including date of notification of denial to provider.  
(6) The Date of the Denial or Revocation.  

Send to:  BHSQMO@azdhs.gov and Office Chief of DBHS Office of Quality of Care within 24 hours of credentialing denial

Effective: 10/01/2014

