[image: image1.jpg]" Arizona Health Care Cost Containment System





Date:       
REQUESTOR

	Name:
	     
	Phone#:
	     

	E-mail Address:
	     
	Fax#:
	     


CONTRACTOR
	Name & AHCCCS ID:
	     


RECIPIENT

	Name:
	     

	AHCCCS ID#:
	     
	Linked ID#:
	     


RI CASE 
	Case Type:
	
	Case#:
	     
	*CRN:
	     

	Form Type:
	 FORMDROPDOWN 

	DOS:
	     
	Thru:
	     

	Encounter CN1 Indicator:
	 FORMDROPDOWN 


	Subcap Code:
	 FORMDROPDOWN 


	RI CRN Status in PMMIS:
	 FORMDROPDOWN 


	Encounter CRN Status Date in PMMIS:
	     


*If more than one CRN: Attach Excel worksheet with all the information requested above.
DETAIL THE REASON FOR YOUR REQUEST
	     


Documentation attached  Y  FORMCHECKBOX 
  or N  FORMCHECKBOX 
         Number of pages:     
Total Value of Action Request $     (outcome expected $.10 or $10,000) 

Information Validated prior to submission for review

Due to Grievance  Y  FORMCHECKBOX 
  or N  FORMCHECKBOX 
      Date of Plan Grievance Decision:       
AHCCCS Reviewer:          Date:____________
Findings:  

Reinsurance Action Request Form
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