AHS CLIENT CHANGE REQUEST FORM


	GROUP INFORMATION

	Group Name: 

	Group ID:  

	Change Request Form Prepared by:  


	Client Executive Contact:  


	Date Form Completed:  
	
	Effective Date of Change:
	

	ADMINISTRATIVE SERVICES AFFECTED BY THIS CHANGE REQUEST

	 FORMCHECKBOX 
 ENROLLMENT MANAGEMENT

	 FORMCHECKBOX 
 MEDICAL CLAIMS OPERATIONS

	 FORMCHECKBOX 
 UTILIZATION MANAGEMENT / AUTHORIZATIONS

	 FORMCHECKBOX 
 PHARMACY CLAIMS OPERATIONS

	 FORMCHECKBOX 
 LETTER / MATERIAL FULFILLMENT

	 FORMCHECKBOX 
 PROVIDER NETWORK CONTRACTING AND CREDENTIALING

	 FORMCHECKBOX 
 MEMBER CALL CENTER OPERATIONS

	 FORMCHECKBOX 
 ACCOUNT & FINANCIAL REPORTING SERVICES

	 FORMCHECKBOX 
 HRA / CARE PLAN / HEDIS SUPPORTIVE SERVICES

	 FORMCHECKBOX 
 OTHER:

	Type “other” details here:



	Is Plan or Benefit Change Documented in member material (i.e, SPD, EOC, ANOC, etc.)?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

   If yes, provide reference to current language.



	 FORMCHECKBOX 
 Claims adjustment needed for time period (specify time period):

	List all applicable fee amounts if Administrative Fees are to be charged:  

	
	From: 
	To: 

	DETAILS (Include a detailed description of the specific change being made.)
	

	

	Signature of Plan Authorized Rep.:   __________________________________  Date: ______ / ______ /  20____




Please complete the form with signature and date, scan, and return to your Client Executive for consideration and discussion regarding applicable next steps.
Ver 1.1.1
20210520

