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J = IC. RAF / TAR CORRECTION FORM OF SAN MATEO
|
DATE OF CORRECTION TAR / RAF NUMBER
Check one: | )
LIRAF PROVIDER NUMBER
CJTAR PROVIDER NAME
Instructions for Provider PROVIDER PHONE NUMBER EXT. PROVIDER FAX NUMBER
1) Please complete the form to — — ) - __ ) [
SubMit COrrections ON & PreVio IS |y | ————————————————
submitted RAF or TAR. PATIENT NAME
2) Faxto HPSM at (650) 829-2079.
3) Incomplete or illegible forms will e e i DATE OF BIRTH
be returned. e VY N

Please check desired changes. If applicable, use the space provided to state specific information.

[l ADD MODIFIER __ __ T0 PROCEDURE CODE

[J CHANGE MODIFIER FOR PROCEDURE CODE ; NEW MODIFIER __

[] CHANGE PROCEDURE CODE:

[] CHANGE DATE OF SERVICE:
- T

[[] CHANGE PROVIDER ID#

[[] CHANGE FACILITY ID#

[] CHANGE NUMBER OF UNITS FOR PROCEDURE CODE TO

[[] OTHER CORRECTION, PLEASE EXPLAIN:

COMMENTS FOR HPSM REVIEWER:

CONTACT PERSON: SIGNATURE:

FORM.RAF-TAR.CORRECTION.082206



