
Effective May 23, 2008 

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

List no more than 10 claims per request. 
Mail completed adjustment request forms to the following address:  

HP – Adjustment/Finance Department 

P.O. Box 7265 

Indianapolis, IN  46207-7265 

 

(1) Provider NPI Number:       

Provider Name/Address:       

(2) Program (3) Type Of Adjustment 

 Medicaid  Underpayment Adjustment 

 590  Overpayment Adjustment (Deduct from future payments) 

Phone Number: (   )   -      CSHCS  Refund Adjustment (Check attached)      

Contact Person:        Arch              Check number:      

Complete blocks 4 – 10 for each pharmacy claim to be adjusted.  If all information is not complete, this request will be returned. 

(4) Claim Number (5) Member ID (6) Dispense Date (7) Amount Paid (8) Current Information (9) Corrected Information (10) Explanation Of Adjustment 

                                          

                                          

                                          

                                          

                                          

                                          

                                          

                                          

                                          

                                          

(11) Signature: 
 

(12) Date: 



Effective May 23, 2008 

 

A completed adjustment request form is required for each claim adjustment request.  In addition, a copy of the RA and a copy of the corrected claim 

will help facilitate the adjustment process, but these are not required documents.  If the adjustment request is for a crossover claim, please attach a copy 

of the Medicare EOMB.  If the request is for an adjustment to the spenddown deductible amount, please attach a copy of the 8A form. 

 

 

1. PROVIDER NPI NUMBER Enter the ten-digit billing provider NPI number. 

 PROVIDER NAME/ADDRESS Enter the current billing name and address. 

 CONTACT PERSON Enter a contact name. 

 PHONE NUMBER Enter a current phone number. 

2. PROGRAM Check the appropriate box of the program the claim is associated with. 

3.   REASON FOR ADJUSTMENT Check the appropriate box for the reason of the adjustment request. 

4. CLAIM NUMBER (ICN) Enter the ICN of the claim to be adjusted.  This can be found on the RA.  Please use the most current ICN for the claim 

to be adjusted. 

5. MEMBER ID NO. Enter the member’s 12-digit identification number (RID). 

6. DATE OF SERVICE Enter the From and Thru Dates of Service as billed on the claim. 

7. AMOUNT PAID Enter the Paid Amount of the claim to be adjusted. 

8. CURRENT INFORMATION Enter the current information from the claim that needs to be adjusted. 

9. CORRECTED INFORMATION Enter the information that the claim needs to be adjusted to. 

10. EXPLANATION OF 

ADJUSTMENT 

Give a clear explanation for the requested adjustment or refund. 

11. SIGNATURE Enter the signature of an appropriate person such as a physician or billing clerk. 

12. DATE Enter the date the request is submitted. 

 


