Request for EHRIP Reconsideration Form

Today’s date: Click here to enter text.
Provider Name: Click here to enter text.
Provider NPI: Click here to enter text.
Provider Medicaid Number: Click here to enter text.
Date of receipt of payment denial notification OR overpayment notification letter OR Date of EHRIP payment in dispute: Click here to enter text.
Reason for request for reconsideration: Click here to enter text.
Please include a copy of the original denial or overpayment notice,
Signature of provider or authorized representative

______________________________________________________________

Print Name
Email: Click here to enter text.
Mailing Address: Click here to enter text.
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