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Please complete the relevant sections below according to your request type. 

mailto:amendment_request@carelon.com


Page 2 of 3 

Medicare ID:

Medicaid ID:
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☐ Other (specify)


	Organizations Name: 
	Date of Request: 
	Provider ID: 
	Tax Identification Number TIN: 
	NPI: 
	Practice Address  Street: 
	Practice Address  City: 
	Practice Address  State: 
	Contact Name: 
	Contact Email: 
	Contact Phone number: 
	CPTHCPCS Codes Include all relevant procedure codes: 
	Description of the service or procedure: 
	Modifiers if any: 
	undefined_2: 
	undefined_25: 
	undefined_5: 
	Check Box2: Off
	undefined_29: 
	Check Box1: Off
	Check Box3: Off
	Check Box4: Off
	Check Box 7: Off
	Check Box 8: Off
	Check Box 9: Off
	Check Box 10: Off
	Check Box 11: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 18: Off
	Check Box 19: Off
	Check Box 20: Off
	Check Box 21: Off
	Text1: 
	Text2: 
	undefined_6: 
	undefined_7: 
	undefined_8: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	undefined_9: 
	undefined_14: 
	undefined_15: 
	undefined_13: 
	undefined_16: 
	undefined_17: 
	undefined_18: 
	undefined_19: 
	undefined_20: 


