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	South Bend

Medical

Foundation


Billing Adjustment Request


Fax Completed Information To:  (574) 254-0339  (Candie/Melodee)

Please complete the following information for charges billed to your account that you would like South Bend Medical Foundation to credit you for services and bill a third party. All information must be provided to honor your request.

Account Number

Account Name

Change Request By

Date

	Patient Name
	Patient SSN

	Date of Service
	Sex
	Date of Birth

	Responsible Party
	Relationship (circle one)

Self    Spouse    Child    Other

	Address

	

	City
	State
	ZIP

	Insurance Name
 FORMCHECKBOX 
 Check if HMO

	Address

	

	City
	State
	ZIP

	Insurance ID #/Medicare #
or Medicaid #
	Group/Network #

	Employer Name or Group Name
	Diagnosis/ICD 9 Code(s)

	Referring Physician

	Physician M-Care UPIN #
	Physician M-Caid Auth Code 2-Digit #

	Name of Test
	$


	Patient Name
	Patient SSN

	Date of Service
	Sex
	Date of Birth

	Responsible Party
	Relationship (circle one)

Self    Spouse    Child    Other

	Address

	

	City
	State
	ZIP

	Insurance Name
 FORMCHECKBOX 
 Check if HMO

	Address

	

	City
	State
	ZIP

	Insurance ID #/Medicare #
or Medicaid #
	Group/Network #

	Employer Name or Group Name
	Diagnosis/ICD 9 Code(s)

	Referring Physician

	Physician M-Care UPIN #
	Physician M-Caid Auth Code 2-Digit #

	Name of Test
	$

	Patient Name
	Patient SSN

	Date of Service
	Sex
	Date of Birth

	Responsible Party
	Relationship (circle one)

Self    Spouse    Child    Other

	Address

	

	City
	State
	ZIP

	Insurance Name
 FORMCHECKBOX 
 Check if HMO

	Address

	

	City
	State
	ZIP

	Insurance ID #/Medicare #
or Medicaid #
	Group/Network #

	Employer Name or Group Name
	Diagnosis/ICD 9 Code(s)

	Referring Physician

	Physician M-Care UPIN #
	Physician M-Caid Auth Code 2-Digit #

	Name of Test
	$


	Patient Name
	Patient SSN

	Date of Service
	Sex
	Date of Birth

	Responsible Party
	Relationship (circle one)

Self    Spouse    Child    Other

	Address

	

	City
	State
	ZIP

	Insurance Name
 FORMCHECKBOX 
 Check if HMO

	Address

	

	City
	State
	ZIP

	Insurance ID #/Medicare #
or Medicaid #
	Group/Network #

	Employer Name or Group Name
	Diagnosis/ICD 9 Code(s)

	Referring Physician

	Physician M-Care UPIN #
	Physician M-Caid Auth Code 2-Digit #

	Name of Test
	$
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