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Provider dispute and claim reconsideration form 
 
Please complete the information below in its entirety and mail with supporting documentation to: 

Aetna Better Health of Illinois 
P.O. Box 982970  
El Paso, TX 79998-2970 

 
Select the appropriate reason 

□ Incorrect denial of claim or claim line(s) □ Incorrect rate payment 

□ Coordination of benefits □ Consent form denial 

□ Code or modifier issue □ Itemized bill 

□ Other 

 
Your claim reconsideration must include this completed form and any additional information 
(proof from primary payer, required documentation, CMS or Medicaid references as needed, 
etc.). Incomplete or missing information may result in your claim reconsideration being returned 
or decision upheld. 
 

Provider name:  

Provider NPI:  

Submitter’s name:  

Provider phone number:  

Date(s) of service:  

Claim number(s):  

Member name:  

Member ID #:  
 
Please indicate the specific reason for your request and any pertinent details below: 

 
Signature of sender: ________________________________________________ Date: ___________________________ 
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