Dispute Resolution Form

Please complete this electronic form and email it to:
cscott@ecbhlme.org  or fax to 252-514-2744
	Name:
     
Position:
     
Agency:
     
Date of Issue:
     
Submission Date:
     
	Address:
     
Office Phone:
     
Cell Phone:
     

	Related Area:

 FORMCHECKBOX 
 ECBH complaint matter
 FORMCHECKBOX 
 Contract Question
 FORMCHECKBOX 
 Clinical Home
 FORMCHECKBOX 
 Claims Processing
 FORMCHECKBOX 
 Incident Reporting
 FORMCHECKBOX 
 Authorization (state $)
 FORMCHECKBOX 
 Human Rights issue
 FORMCHECKBOX 
 Other please specify:
 FORMCHECKBOX 
 IPRS Target Pop
 FORMCHECKBOX 
 Need on-site technical assistance
     
 FORMCHECKBOX 
 CMHC problem
 FORMCHECKBOX 
 Provider to Provider Issue

	Summary of the issue (attach additional pages if necessary):

     

	What would you like to see happen?
     

	** LME USE ONLY **

 FORMCHECKBOX 
 Emergent   FORMCHECKBOX 
 Urgent   FORMCHECKBOX 
 Routine

 FORMCHECKBOX 
 Resolved by Provider Relations:

Provider Relations Representative:
      
Date:
     
Forwarded To:
     
Date:
     
By
     
Response Date:
     
Received Date
     

	Recommendations by Designated Area

Representative:
     
Date:
     
Recommendations:
     
Final Disposition (Provider Relations):
     
Provider Relations Representative:
     
Date:
     
 FORMCHECKBOX 
 Provider agrees with the disposition of issue.

 FORMCHECKBOX 
 Provider disagrees with the disposition of issue.

Explain:
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