
DO NOT USE THIS FORM FOR A RECONSIDERATION REQUEST.  
USE THE “RECONSIDERATION REQUEST FORM”. 
    

SuperiorHealthPlan.com 
SHP_20195192B 

Claim Appeal Form 
 

This form must be completed in its entirety. In order to consider your request, you must provide an explanation 
of your appeal and submit supporting documentation for the appeal. Any appeal request received with an 
incomplete form and/or missing documentation cannot be reviewed and will be returned to you for completion. 
 

Provider Name Provider Tax ID 

Provider NPI Date of last Explanation of Payment 

Superior Claim Number* Dates of Service* 

Member Name* Member ID* 

*Required fields 
 
Where more than one of claim number, DOS, member name, or member ID applies for the same appeal reason, please 
include this information as an attachment. 
 
Reason for the appeal: 

� Claim was denied for no authorization, but authorization number _____________________was obtained. 
� Claim was denied for no authorization, but no authorization is required for this service. 
� Claim was denied for no authorization, however authorization was not obtained due to member's eligibility or 

medical condition. 
� Claims was denied for Member not eligible, but member was eligible on DOS (attach eligibility information). 
� Claim was not paid per the terms of my contract with Superior HealthPlan (attach relevant reimbursement 

section). 
� Claim denied as non-covered benefit (attach supporting documentation as proof the service is a covered 

benefit). 
� Claim was denied “Past Timely Filing” (attach proof of timely filing). 

o Note: If the past timely filing deadline denial falls on a weekend or holiday, the provider may request a 
reconsideration (see Reconsideration Request Form, Attachment N within Provider Manual). 

� Claim was paid the incorrect amount (include calculation of expected payment and supporting information) 
� Claim denied based on Superior HealthPlan’s payment policy (attach medical records to support services 

provided). 
o Note: Payment policies can be found at 

https://www.superiorhealthplan.com/providers/resources/clinical-payment-policies.html 
� Other. Please explain (and provide supporting documentation): 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

Please ensure sufficient detail is provided to assist us in the review of your appeal. 
 
Mail completed forms and all attachments to:  
Superior HealthPlan  
Claims Reconsiderations & Disputes Department  
PO BOX 3000 
Farmington, Missouri 63640-3800 
 
Contact name & number of person requesting the appeal: _________________________________________________ 

https://www.superiorhealthplan.com/providers/resources/clinical-payment-policies.html



Accessibility Report



		Filename: 

		SHP_20195192-Claims-Appeal-Form-P-05082019.pdf






		Report created by: 

		


		Organization: 

		





[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 2


		Failed manually: 0


		Skipped: 2


		Passed: 28


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Passed manually		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Skipped		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
