Empire State Medical, Scientific and Educational Foundation, Inc.

100 Weatheridge Drive • Camillus, NY  13031 

Phone:  1-800-437-2234 • Fax:  315-468-1483

APPLICATION FOR DISPUTE RESOLUTION REVIEW

**Complete All Sections Legibly**

Patient Name:













Mailing Address:













City






State


Zip

Patient Social Security #:



  Medical Record #:






Date(s) of Service in Question:












Requestor’s Name:













Title/Department:













Facility/Company:












Mailing Address:













City






State


Zip

Phone:  (       )





Fax:  (       )






Health Care Provider (if different than Requestor):









Mailing Address:













City






State


Zip

Contact Person:






  Phone:  (       )






Primary Payor/Insurance Carrier:











Contact Person:






   Phone:  (       )






Mailing Address:













City






State


Zip

Insured’s name (if different from patient):










Insured’s ID #:




  Insured’s Claim/Reference #:




  

Secondary Payor/Insurance Carrier:











Contact Person:






  Phone:  (       )






Mailing Address:













City






State


Zip

Insured’s name (if different from patient):










Insured’s ID #:




  Insured’s Claim/Reference #:




  

Please indicate which payor is involved in the dispute:  [  ] Primary   [  ] Secondary

Please indicate the payor category (circle one):

Commercial  •  Blue Cross/Blue Shield  •  Medicare HMO  •  Other







Is a check for the review fee of $400 (fee increase effective 2/1/07) attached (made payable to ESMSEF, Inc.):  

[  ] Yes   [  ] No         OR

Deduct the review fee from your prepaid DRA account?:  [  ] Yes   [  ] No

PLEASE INDICATE THE ISSUE IN DISPUTE:

[  ] DRG discrepancy – Please indicate which grouper various you are using:______________

[  ] Admission Denial
[  ] Length of Stay Denial

[  ] Other (Explain in detail):


























DESCRIBE IN DETAIL THE ISSUE IN DISPUTE.  FOR DRG DISPUTES, INDICATE CLEARLY THE CODES/DRG BILLED BY THE PROVIDER.  FOR UR ISSUES, INDICATE CLEARLY THE # OF DAYS BEING DENIED.  (Attach additional pages if necessary):

Signature of Requestor





Date

Return completed application, a copy of the medical record and the non-refundable review fee ($400) to:

Empire State Medical, Scientific and Educational Foundation, Inc.

Attn:  DRA Department

100 Weatheridge Drive

Camillus, NY  13031

315-468-2561

*Upon receipt of this completed application and review feel, the Foundation will notify all relevant parties (provider, payor) that a dispute has been requested.  The Foundation will allow these parties twenty (20) days to submit comments relevant to the dispute.

**This application may be reproduced for future use**

Empire State Medical, Scientific and Educational Foundation, Inc.

100 Weatheridge Drive • Camillus, NY  13031 

Phone:  1-800-437-2234 • Fax:  315-468-1483

MEMORANDUM

TO:

Director of Medical Records

FROM:

Duane Cady, M.D.



V.P. for Medical Affairs

RE:

Request for Medical Records

DATE:



The following case has been referred to the Empire State Medical, Scientific and Educational Foundation, Inc. (Foundation) by the health care provider and/or payor for resolution of a payment dispute for services provided.  Please provide all requested documentation (as applicable) so that the dispute may be resolved.

PATIENT NAME:





 

MEDICAL RECORD #:





  SOCIAL SECURITY #:



 

DATE(S) OF SERVICE:







The following items should be received by our office within thirty (30) days from the date of this request:

[*] UB



[*] Face Sheet


[*] Operative Report

[ ] Itemized Bill


[*] History & Physical

[*] Pathology Report





[*] Discharge Summary

[*] Laboratory Reports

[*] All provider and 

[*] Physician’s progress notes
[*] Radiology Reports (xray, CT, MRI, etc.)

    payor correspondence
[*] Physician’s orders

[*] Nurses progress notes





[*] Consultation Reports

[*] PT/OT/Speech Therapy Records





[*] ER Report


[*] Medication Records





[*] Labor & Delivery (as applicable)





[*] Newborn Assessment/Special Care nursery notes (as applicable)

[*] Other:




























*ESMSEF does NOT reimburse for medical record copy costs incurred during the course of resolving payment disputes for discharges occurring 1/1/97 and later.

01/07  s:/wp51/doc/DRA application-commercial                                                                                                     Pg 1 of 3

