
Provider Name: Contact Person:

Provider Number: Contact Number: 

Quarter Ending Date:

MEDICARE CREDIT BALANCE CORRECTION FORM
Please remove the following Medicare Beneficiary Account(s)  
from the Credit Balance Report for the quarter ending:

1. Name

Medicare # ICN # DOS CR BAL $

Please remove from report for reason stated:

2. Name

Medicare # ICN # DOS CR BAL $

Please remove from report for reason stated:

3. Name

Medicare # ICN # DOS CR BAL $

Please remove from report for reason stated:

4. Name

Medicare # ICN # DOS CR BAL $

Please remove from report for reason stated:

5. Name

Medicare # ICN # DOS CR BAL $

Please remove from report for reason stated:

Signature:

Officer or Administrator of Provider:

Title:

Date:

Revised March 20, 2018  ●  © 2018 Copyright, CGS Administrators, LLC.


	Text Field 3: 
	Text Field 5: 
	Text Field 4: 
	Text Field 6: 
	Text Field 7: 
	Text Field 8: 
	Text Field 9: 
	Text Field 10: 
	Text Field 11: 
	Text Field 12: 
	Text Field 13: 
	Text Field 14: 
	Text Field 20: 
	Text Field 19: 
	Text Field 18: 
	Text Field 17: 
	Text Field 16: 
	Text Field 15: 
	Text Field 26: 
	Text Field 25: 
	Text Field 24: 
	Text Field 23: 
	Text Field 22: 
	Text Field 21: 
	Text Field 32: 
	Text Field 31: 
	Text Field 30: 
	Text Field 29: 
	Text Field 28: 
	Text Field 27: 
	Text Field 38: 
	Text Field 37: 
	Text Field 36: 
	Text Field 35: 
	Text Field 34: 
	Text Field 33: 
	Text Field 40: 
	Text Field 39: 
	Text Field 41: 
	Text Field 42: 


