CLAIMS REPRICING 

FAX/TRANSMITTAL SHEET


DATE:
___________________________ 
# of Pages:
____________


TO:
First Source Claims Management



Fax:  (866) 358-7444      Phone:  (602) 410-7407


FROM:



Return to the Attention of:_________________________________

                                                                                            (Claim Representative)



Fax Number:



Phone Number:             
Claim Number(s): 

___________________________________________________________


         Please write Claim Number on Claim Form (middle of page, if space allows)

Balance in Account:  _____________
________% Responsible


                                                        
           $_______ Deductible 

Special Instructions:

NOTE:

Please send a copy of the final summary claim only (i.e., UB-04’s, CMS- 1500’s)  The itemized billing is not needed.
