
To: From:

Phone Number: Phone Number:

Fax Number: Fax Number:

Number of Pages:

Date: Client Claim Number:

Client Name: Contact:

TPA Name:

Payor Name:

Reinsurer:                     __________________________           Contract Year:          ______________________

Employer Group (Fiduciary):

Patient: Provider

ERISA Claim Yes No Unknown

PPO Discount Yes No Discount Amount:

Plan Docs Included Yes No

UB92 / HCFA Yes No

Itemized Bill Yes No

Payment Has Been Issued Yes No Amount: 

Requires Provider Sign Off Yes No

Claim Total: ________________              DOS: _____________________

Special Instructions

Please be advised that any/all information provided by Strategic Health Development Corporation, pertaining to this free prescreen, is proprietary information which shall not be assigned, 
subcontracted, delegated or transferred without the express written consent of Strategic Health Development Corporation.  Any other use of this information will result in a penalty of no less 
than 30%.  In addition, prescreen information represents potential savings identified based upon limited review of UB92 and itemization.  This is not a guarantee of definitive savings that may 
or may not be realized at the time of complete and finalized claim review.

This message is intended for the use of the individual or entity to which it is addressed and may contain information that is private and confidential.  If the reader of this
message is not the intended recipient, or employee responsible for delivering the message to the intended recipient, you are herby notified that any dissemination,
distribution or copying of this communication is strictly prohibited.

Prescreen Request Form
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