
REQUEST FOR PAYMENT  
(CLAIM) APPEAL – 
Non Contracted Providers

Incomplete submissions will be returned unprocessed. 

Contact Information 

If you have any questions please contact Provider Services — HMO: (844) 918-0114,  
PPO: (844) 915-0234 (TTY: 711); October 1 – March 31, 8 a.m. - 8 p.m. EST,  
7 days a week and April 1 – September 30, 8 a.m. - 8 p.m. EST, Monday – Friday. 

This form may be sent to us by fax at (888) 656-7783 or mail to Mass Advantage,  
ATTN: MPD-1100UR, PO Box 64806, St. Paul, MN 55164-0811.					   

1.	 General Information

	 _______________________________________	 ________________________________________
	 Today’s Date (mm/dd/yyyy)		  Health Plan Name		

2.	 Provider Information 	

	 __________________________________________________________________________________
	 Provider Name

	 _______________________________________	 ________________________________________
	 Contact Name		  National Provider Identifier (NPI)

	 __________________________________________________________________________________
	 Provider Address (include Suite #)

	 _______________________________________	 _____________   	    _______________________
	 City		  State		  Zip

 	 ________________________	 _______________________	 ___________________________	
	 Phone Number	 Fax Number		  Email	
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3.	 Member/Claim Information 	

	 ______________________________________	 ________________________________________
	 Member Name		  Member ID

	 __________________________________________________________________________________
	 Date(s) of Service (mm/dd/yyyy)

	 ______________________________________	 ________________________________________
	 Claim Number		  Denial Code	

4.	 Review Type				  

	� As a non-participating provider, you have the right to ask us for a payment 
reconsideration because we, Mass Advantage, denied your claim. You have 65 days  
from the date of denial to ask us to reconsider our decision. If you have missed this 
deadline, you may still submit this form and ask for an extension. Your written appeal 
request must include the reason why you could not file the request for reconsideration 
within 65 days of the denial notification.

	� In order for your appeal to be processed, the Waiver of Liability form (attached),  
must be completed.	
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WAIVER OF LIABILITY  
STATEMENT 

Contact Information 

For more information, please contact Member Services — HMO: 1-844-918-0114,  
PPO: 1-844-915-0234 (TTY: 711); October 1 – March 31, 8 a.m. - 8 p.m. EST,  
7 days a week and April 1 – September 30, 8 a.m. - 8 p.m. EST, Monday – Friday. 

This form may be sent to us by fax at (888) 656-7783 or mail to Mass Advantage,  
ATTN: MPD-1100UR, PO Box 64806, St. Paul, MN 55164-0811.	 	 	

__________________________________________	 ________________________________________
Enrollee’s Name		  Enrollee ID Number

_____________________________________________________________________________________
Provider

__________________________________________	 ________________________________________
Dates of Service		  Health Plan	

I hereby waive any right to collect payment from the above-mentioned enrollee for the  
aforementioned services for which payment has been denied by the above-referenced  
health plan. I understand that the signing of this waiver does not negate my right to request 
further appeal under 42 CFR §422.600.	

__________________________________________	 ________________________________________
Signature		  Date
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