South Carolina Department of Health and Human Services
Form for Medicaid Refunds

Purpose: This form is to be used for all refund checks made to Medicaid. This form gives the information needed to
properly account for the refund. If the form is incomplete, the provider will be contacted for the additional information.

Items 1,2 or 3, 4, 5, 6, & 7 must be completed. Attach appropriate document(s) as listed in item 8.

1. Provider Name:

2. Medicaid Legacy Provider # D I:I D D D I:I

(Six Characters)

ey AOOOOOOOO0  « raxenomy JOOOOOOOOOE

6. Reason for Refund: [check appropriate box]

D Other Insurance Paid (please complete a — f below and attach insurance EOMB)
Type of Insurance: ( ) Accident/Auto Liability ( ) Health/Hospitalization

Insurance Company Name
Policy #:
Policyholder:
Group Name/Group:
Amount Insurance Paid:

O] Medicare
() Full payment made by Medicare
() Deductible not due
() Adjustment made by Medicare

] Requested by DHHS (please attach a copy of the request)

-0 o6 o

I:l Other, describe in detail reason for refund:

7. Patient/Service Identification:

Patient Name Medicaid I.D.# Date(s) of Amount of Amount of
(10 digits) Service Medicaid Payment Refund

8. Attachment(s): [Check appropriate box]
| Medicaid Remittance Advice (required)
I:l Explanation of Benefits (EOMB) from Insurance Company (if applicable)
I:l Explanation of Benefits (EOMB) from Medicare (if applicable)

I:' Refund check

Make all checks payable to: South Carolina Department of Health and Human Services
Mail to: SC Department of Health and Human Services

Cash Receipts

Post Office Box 8355

Columbia, SC 29202-8355

DHHS Form 205 (01/08)



