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Code Requests Form
*Please complete and email to: OMS.referencefile@maine.gov
Date:            /         /                                       


Requester Name: _____________________________
Check the box to indicate code action requested:

Add New       Delete       Revise  
Code: ___________________   

Modifier: ___________________
Code and Narrative for Requested Change:  (If you have claims that were denied because the code requested needs an addition or revision, include denial examples with the Transaction Control Number (TCN).)

__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Please describe where the request originates from; include provider name, National Provider Identifier (NPI), provider type and/or specialty:
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Comments/Additional Information:
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Internal Staff Only: 

Please provide edit history screen shots of denied lines and only include provider file information and benefits.
Check the old procedure code look-up to complete the following questions:
Was this code covered under MeCMS:

Yes        No  
Was a Prior Authorization (PA) required

Yes        No  
Limits: _______________

Age requirements: ___________________

Effective dates/end dates: _________________
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Explanation of Approval/Denial Decision:
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Fiscal Impact: ________________________________________________________________________
Authorized Signature: __________________________________________
Do not write below this line.  To be completed by authorized personnel only.
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