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Viant Submission Form

Please fax to:  630.649.5416
Submitter Contact Information
	Organization Name
	Your Name

	Your Phone Number
	Your Email


Claim Information – If Copy of Claim is Not Attached Please Supply the Following
	Provider Tax
	Provider Name(s)
	Provider’s State
	Total Claims

	Viant Claim Number(s)
	Claim/Tracking Number(s)

	Patient Name(s)
	Date(s) of Service
	Total Charge(s)


Cause for Appeal
	· Claim Denied as Duplicate in Error

· Claim Denied as Non-Participating in Error

· Corrected/Additional Information Provided
· Not Able to Correct Error Made on WEB Claim

· Provider is Balance Billing Patient
	· Provider is Disputing Participation in Network

· Provider is Disputing Rate or Allowable

· Request Copy of Original EOR

· Request Status of Claim
· Other (please explain below)


Please Attach the Following if Available

	· Copy of Claim
	· Explanation of Benefits
	· Explanation of Repricing
	· Provider Correspondence


Comments / Special Handling Instructions
	


