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New Hampshire Medicaid 
Fee-For- Service Program
P.O. Box 2003
Concord, NH 03302
)
                New Hampshire Medicaid Program

                 Paperwork Attachment Coversheet
	
 (
Please use this form when submitting a claim or service authorization electronically that requi
res an attachment. This form 
must be submitted along with the corresponding paper attachments. I
f this form is not attached to your documentation your request CANNOT be processed.
  
NOTE: This form should not be used for Adjustment Requests or Provider Inquiries. 
)

Claim TCN (17 digits in length) or Service Authorization ID (If known please enter here)

____________________________________________________________________________________


Provider Name ______________________________________________________________________


Billing NPI or Medicaid Provider ID Number ______________________________________________ 


Member Name _______________________________________________________________________


Member ID Number ___________________________________________________________________   


First Date of Service    ________________________________________________________________


Last Date of Service	 ________________________________________________________________


Document Description ________________________________________________________________

____________________________________________________________________________________


Number of pages including this cover sheet ______________________________________________





 (
RETURN THIS DOCUMENT WITH ATTACHMENTS TO:
NH Medicaid
 
Business Services
P.O. Box 2003
C
oncord, New Hampshire 03302-2003
Claims Attachments FAX to (888) 495-4544
Service Authorizations Attachments FAX to (888) 496-8419
)
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