Nursing Facility

Request for Expedited Payment - December 2008
Please send this form to the Department of Human Services (DHS) to request an expedited payment for services provided from December 1, 2008 through December 31, 2008.  This amount is an estimated payment and may be different than the actual amount you bill for December 2008.  This request does not represent the submission of claims.  You must also submit claims on the UB-04 for services provided in December 2008.
Provider Name:



     
Mailing Address:



     
Oregon Medicaid Number:


     
National Provider Identification (NPI):
     
Federal Tax ID:



     
Your Name (Authorized Representative):
     
Your Phone Number:


     
Your Email Address:


     
Amount Requested (Check One):

 FORMCHECKBOX 
 DHS to calculate the amount based on October 2008 payment

 FORMCHECKBOX 
 Other Amount      
Deliver payment by the following method (Check One): 

 FORMCHECKBOX 
  Mail to address above:  

Attention: 
     

 FORMCHECKBOX 
  Mail one time to the following address:  



Attention:  
     


Address:  
     
Terms for Transitional Payments
I understand that:

a) Funds will be offset and recovered beginning with the DHS next payment cycle.

b) If I and/or my business stop providing billable services for the OHP, I will reimburse DHS any overpayment that may occur.

c) I understand the state/federal health care program will recoup to the fullest extent of the law.

I have read and agree to the above terms.

  Authorizing Signature



Title




Date
FAX; OR SCAN AND EMAIL A SIGNED COPY OF THIS FORM TO:
Attn: Terry Layman

FAX: (503) 945-6873, or EMAIL: terry.layman@state.or.us






