Claim Recovery Refund Check Form

Please mail your refund check, along with this
form and any other required documentation to:

Common Ground Healthcare Cooperative

ATTN: Claim Recovery Department

P.O. Box 1394
Dayton, Ohio 45401

Complete this form in its entirety. We require this information to reprocess your
claims in an accurate and timely manner. Provide a separate form for each refund
check and include any required documentation with your submission.

Do not use this form for submission of Appeals or Correspondence. Thank you.

Claim and Check Information

Check Enclosed

| |Yes | [ [No

Check Number

Check Amount

Total Number of Claims

Check
Number

Claim Number

Member ID

Amount of
Refund

Date of
Service

Claim Paid
Amount

Reason for Refund

Provider Information

Provider Name

Provider ID

Provider Tax ID

Provider NPI

Remittance (Remit) Address

Service Address

Alternate Remit Address
(if different than Provider Remit)

Contact Name

Contact Phone
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