HealthSystems of Mississippi
MYPAC Reconsideration Request Form

YOUTH’S INFORMATION PROVIDER INFORMATION

Youth’s Name: (Please Print) MYPAC MS Medicaid #:

ms medicaid# || L JL I I ] ENEEEEEEE

MYPAC Provider Name: (Please Print)

Check if Medicaid # applied for: I:I Enter HSM Pseudo #:

rism pseuco | JL I I L]

Date of Birth: I:”:I/I:“:‘/I:“:‘
Sex: I:I Age: I:“:‘

For HSM Use Only: I:I Telephone Request

Time of Request: I:”:II:”:I I:I a.m. I:I p.m.

REQUEST INFORMATION

Request Date: Requester’s Information: (Please Print) Attending Physician Information: (Please
HR/ENEN Prin)
Method: Name: (First, Last) Name: (First, Last)

|:| Fax

[ ] Mail
Requested By: Telephone Number: MS Medicaid #:

[ ] MYPAC Provider

( ) -
|:| Beneficiary/Representative Ext.
RECONSIDERATION INFORMATION

Date of denial notification: _/_ _/_ Date of Admission: | | _/_ _/_ L

Rationale/medical reason for disagreement:

Is additional information being submitted? |:| Yes |:| No

MISSISSIPPI MEDICAID DISCLAIMER STATEMENT

HEALTHSYSTEMS OF MISSISSIPPI’S CERTIFICATION DETERMINATION DOES NOT GUARANTEE MEDICAID
PAYMENT FOR SERVICES OR THE AMOUNT OF PAYMENT FOR MEDICAID SERVICES. ELIGIBILITY FOR AND
PAYMENT OF MEDICAID SERVICES ARE SUBJECT TO ALL TERMS AND CONDITIONS AND LIMITATIONS OF THE
MEDICAID PROGRAM.
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