
 

Written Inquiry Form # 370-009 
Date: July 2011 

 

I n d i a n a  H e a l t h  C o v e r a g e  P r o g r a m s  

 I N D I A N A  H E A L T H  C O V E R A G E  
P R O G R A M S  I N Q U I R Y  

  

Date        For HP Internal Use                   LCN#________________________________ 
  

Provider name       Provider number       
Provider address        
   
   
    

Member name       
Member identification 
number (RID)       

Date of service       Total amount of charges       
Date billed       ICN from previous bills       
Date paid/denied         
 

Reason for inquiry       
       
       
       
       
       
       
       
 Signature 

For HP Internal Use Response 
       
       
       
       
       
       
       
  

 Signature of analyst 
   

Retain a copy for your records and send the original to: Provider Written Correspondence 
HP 
P. O. Box 7263 
Indianapolis, IN 46207-7263 
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