Appeal Form Instructions ND

NOTE: The appeal form must be completed in its entirety. An incomplete form will be denied as an invalid
appeal request.

Authorized representative instructions
1. Include or attach any additional information you think will help a favorable decision to be made on your
adverse determination. If you need assistance completing this form, please call the number on the back of the
policy holder’s ID card.
2. Return completed forms by:
— Fax: 701-277-2209
— Mail; Blue Cross Blue Shield of North Dakota
P.O. Box 1570
Fargo, ND 58107-1570

Provider instructions

1. Include or attach any additional information you think will help a favorable decision to be made on your adverse
determination. Requests submitted without documentation will be denied as an invalid appeal. Please note, the
appeal form should not be used to submit a claim correction or as a venue for submitting medical records or
EOBs. If you need assistance completing this form, please call Provider Services at 800-368-2312.

2. Return completed forms by:

— Fax:701-277-2209

— Mail: Blue Cross Blue Shield of North Dakota
P.O. Box 1570
Fargo, ND 58107-1570
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Provider BlueCard Claim Appeal Form ND

Submission instructions: This form is for provider use only. Incomplete or disallowed submissions will be returned.
Nothing in this form creates the right to appeal where none exists under an applicable law or agreement.

Today's Date (MM/DD/YYYY)*: * Denotes a required field
Provider Information

Provider Name* Contact Name*

NPI* Contact Phone*

Contact Email Contact Fax

Contact Address*

Member/Claim Information
Member Name* Claim Number*

Member ID (including prefix)* Denial Code(s)*

Date(s) of Service (MM/DD/YYYY)*

Type of Appeal

Check one of the following reasons for denial or claimed underpayment, and attach ALL supporting documentation, including any
necessary member authorization.

[ ] Contract Term(s): Original claim was not paid or processed in accordance with contract terms.

[ ] Coordination of Benefits: Original claim denied or closed pending receipt of additional information from another insurer or
other reason related to COB.

] corrected Claim: Previously processed claim was denied for a defect and/or error and requires a correction.
Please specify the correction to be made:

[ ] Duplicate Claim: Orignal claim denied as duplicate to a previously finalized claim.
[ ] Timely Filing: Original claim denied for untimely filing (and proof of timely filing is attached).

[ ] Precertification/notification or Prior Authorization: Original claim denied or Provider received reduced payment for failure
to notify or preauthorize services or exceeding authorized limits (and proof of valid notification/authorization is attached).

[ ] Medical Necessity: Original claim was denied as a result of medical necessity/utilization review decision.

[ ] Referral Denial: Original claim denied as invalid or missing a required referral.

[ ] Request for Additional Information: Original claim denied due to missing or incomplete information (and missing
information or identification of such information in previously submitted records is attached).

[ ] other Type of Denial/Claimed Underpayment:

Brief Explanation:
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