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Fax#:	 _________________________

Practice Name:  ____________________

Provider Name:  ____________________

	


Date:	________________________
700 Children’s 									Fax #	___________________________
Columbus, OH 43205								Provider Name:	____________________  
Phone:  (614) 355-9860  								__________________________________                                                                                                     Fax:  (614) 355-3185 								

ATTN: Provider Relations Specialist
Please complete this form and return to PFK with either a copy of the HCFA or EOB claim form to (614) 355-3185.  Forms can also be emailed to PFKProviderRel@nationwidechildrens.org	

Proof forms must be received by PFK prior to November 1, 2018
	
* Indicates REQUIRED field
Patient Name (printed) as listed on Insurance card*:					Patient DOB*:

________________________________________________________________		______________________

Managed Care Plan name*:  _________________________________________________

Managed Care Member ID*: _________________________________________________

Is Medicaid the Secondary Payor? Yes _______ 	No _______

Please provide ALL date(s) of service in the appropriate table(s) below:
[image: ]

Office use only:


[bookmark: _GoBack]

Physician Signature (required) 	_________________________________________
Confidential Notice:  this facsimile message, from NCH, Ohio, including and attachments, is for the sole use of the intended recipients(s) and may contain confidential and privileged information... The recipient is responsible to maintain the confidentiality of this information and to use the information only for authorized purposes pursuant to NCH confidentiality policies. If you are not intended recipient (or authorized to receive information for the intended recipient), you are hereby notified that any review, use, disclosure, distribution, copying, printing, or action taken to reliance on the contents of this facsimile is strictly prohibited. If you have received this communication in error, please notify us immediately by reply facsimile and destroy all copies of the original message.
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Well Child Checks

Age 15 Months (6)

       /       /        /       /        /       /        /       /        /       /        /       /

Age 3-6 Years (1)

       /       /

Adolescent (1)

       /       /

Dates of Service
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