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eQHealth Solutions
Reassessment Request Form 
	PARTICIPANT INFORMATION

	Recipient ID # (RIN): __________________________

Participant Name: ____________________________

                                                    (First)                          (MI)                             (Last)                                               
	Sex: ____  Age: _____  Date of Birth: ____/_____/____
Patient Account # (if applicable): __________________

	PROVIDER INFORMATION

	Hospital IL Medicaid #: _______________________

Hospital Name: ______________________________


	Physician IL Medicaid #: ________________________

Physician Name:  _______________________________

                                                        (First)                          (MI)                             (Last)                                      Physician Telephone #: (_____) ______-________

	REQUEST INFORMATION

	Request Date: _____/_____/_____

Request Method:   (  Fax
(  Mail
	Requested By:       (  Hospital  
(  Physician     

Requestor Name:  _____________________________   

	
	Requestor Telephone #: (____) _____-_____ Ext. ____

	  REASSESSMENT INFORMATION


Date of Notice:  _____/_____/_____    

 Date of Admission:  ______/______/______       Date of Discharge:   _______/______/_____


Clinical or Technical Coding Rationale for Disagreement: 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Is additional information being submitted?  (  Yes    (   No

	An approved request for Certification of Admission and/or Continued Stay does not guarantee payment.  When an approval is given, it is the provider’s responsibility to verify the patient’s eligibility on the date of service and to confirm the patient’s continuing need for service.


For eQHealth Use Only:


Tracking #: ___________________  URC #: _______________  TAN: ________________  Final Letter Date: _____________













