
Adj01(08/24/09)

Claim Adjustment
Request Form VPHP01 

Virginia Premier Claims PO Box 5286 Richmond, VA 23220  
   Phone (804) 819-5151  Provider Name: ________________________________ 
   Toll Free (800)727-7536 

Fax Number: (804) 819-5174 Provider NPI Number: ___________________________ 

Insured’s Medicaid ID#: ________________________ Claim Filed on:    CMS 1500    UB 04

       Date Sent:  _____________________________________ 

Patient Name:  ________________________________ Acct Number: ___________________________________ 

Please Return To: 

Name: ______________________________________  Referring Provider: _______________________________ 

Telephone: __________________________________ Referral/Authorization #: __________________________ 

Provider Name and Address: ____________________ Dates of Service: _________________________________ 

____________________________________________ Claim Number: __________________________________ 

____________________________________________ Charge Amt: ____________________________________ 

OR Fax Number: _____________________________ Place of Treatment:     Office     Inpt Hospital     Home 

               Otpt Hospital       ER      Other: __________________  

Reason for Request: 

   Adjustment         Why Rejected     Special Consideration        Retraction/Overpayment    Other ____________________ 

Please describe problem and requested action 

Response: 

Reply By: ____________________________________ Reply Date: ______________________________________ 

DEDICATED TO YOUR HEALTH AND WELL-BEING

Enclosed is your Virginia Premier Health Plan (membership) card. Present your card whenever you receive
medical attention or �ll a prescription.

REMEMBER THESE KEY POINTS
CALL YOUR DOCTOR

Before you use ANY services, please call your primary care physician’s o�ce at the number listed on the
front of your Virginia Premier card.

TALK TO YOUR PRIMARY CARE PHYSICIAN IF YOU NEED A SPECIALIST

Your primary care physician will coordinate all of your medical care. If you require a specialist, your
primary care physician will send you to one.

YOUR PRIMARY CARE PHYSICIAN WILL PROVIDE CARE FOR YOU 24 HOURS A DAY

If you feel ill when your primary care physician’s o�ce is closed,call the telephone number listed on the
front of your card or if unable to contact your physician, please call VPHP Nurse Line 1-800-256-1982.In a
life threatening emergency, call 911 or go to the nearest emergency room �rst and then inform your primary
care physician within 24 hours.

SHOULD YOU RECEIVE A BILL FROM A PROVIDER FOR AN AUTHORIZED SERVICE

Please, send the bill with your member I.D. number with an explanation to:
Claims Department

Virginia Premier Health Plan, Inc, P.O. Box 5207, Richmond, VA 23220-0208

If you have any questions or problems, call our Member Services Department:
Richmond (804-819-5151) or (1-800-289-4970) Tidewater (757-461-0064) or (1-800-828-7953)

Roanoke (540-344-8838) or (1-888-338-4579).

(save this card for future reference)

Name:
DOB:
ID#:
E�ective:

PCP SPC RXS

MC/09/05

RxBin#: 003858
RxPCN#: A4
RxGroup#: V7HA

Virginia Premier Health Plan, Inc.

Reason for Request:  
❑ Reconsideration of TRIAGE Payment for the Hospital Visit (Note: medical records must be attached for consideration).
❑ Adjustment    ❑ Why Rejected    ❑ Special Consideration    ❑ Retraction/Overpayment    ❑ Other  _________________
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