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595 Center Avenue, Suite 100 | Martinez, CA 94553 | Main Number: 925-313-6000 contracostahealthplan.org
Member Call Center: 877-661-6230 | Provider Call Center: 877-800-7423 | Se Habla Espafiol

Date:

Claim #(s):
Provider Name:
Provider Address:
TIN:

Dear Provider,

We received your dispute regarding the claim listed above. Please complete this form, mail to address below, and we will
review your dispute.

Contra Costa Health Plan

Care Plus: Attn: Claims Department Provider Disputes

595 Center Avenue, Suite 100, Martinez, CA 94553

Medicare Waiver of Liability Statement

Member ID#

Member Name:

Service Date(s):

Provider Name:

By signing below, I give up (“waive”) any right to collect payment from the enrollee (above) for the item, service or
Part B drug furnished to the enrollee that the enrollee's health plan has denied. T understand that signing this waiver
doesn't negate my right to appeal under 42 CFR §422.600.

Signature Print

Date Phone

Confidentiality Notice: The materials sent with this transmission are private and confidential. The information contained in the material is
privileged and intended only for the use of the individual(s) or entity named above. If you are not the intended recipient, be advised that
unauthorized use, disclose, copying, distribution, or taking of any action in reliance on the contents of this information is strictly prohibited.
If you have received this information in error, please immediately notify us by telephone to arrange the return of the documents



