South Carolina
Department of Health and Human Services

ADJUSTMENT REQUEST

]

Adjustment/A|ternate Claim Form 1. Claim Control Number (Do not write in this area)

IPART I- PROVIDER INFORMATION |

2. Provider Name 3. NPI

4. Prov. Medicaid ID 5. Submitter ID 6. SFY 7. Reason Code

N HEERE L[]
8. Own Reference Number

[PART Il- ADJUSTMENT REASON |

MMA Clawback
Nursing Home Settlement (Interim/Final)

9. |:|A Claim adjustment that cannot be completed through the Form
130 process (describe in detail)

Non-Emergency Medical Transportation
RHC Settlement (Interim/Final)

RHC Wrap Around

Teaching Physician Supplemental

Hospital UPL Payment

Hospital Administrative Days Payment
Hospital Disproportionate Share Payment
Nursing Facility Supplemental Payment
Managed Care Maternity Kicker Payment TPL Recovery

MCO - Quality Program (describe in detail) Managed Care Incentive Program
Managed Care Capitation Adjustment AA Managed Care Risk Sharing
Program Integrity Recoupment
LARC Payment

Justification for Adjustment Reason - Details are required.

N<Xs=s<cC-d»mx3x07UTO

Z I XTI OmTmmMmMmOOw

| |B FQHC Settlement (Interim/Final) | MCO-Directed payment (describe in detail)
|G Claims paid at special MOU rates | Other Cost Settlement

| |D Graduate Medical Education Payment for MCO Patients | Rate Change

|__|[E Home Health Settlement (Interim/Final) | Receivable

IPART Ill - ACCOUNTS RECEIVABLE USE ONLY |

10. Receivable Number
HEEEEEEEEEEEEEe

11. Refund Amount 12. Refund Receipt Number

T rrrr L N

IPART IV — GROSS AMOUNT]

13. Debit Amount 14. Credit Amount

Tl T T
15. 16. 17.|:|j

Requester Signature Date Submitted Location Code

18. 19.

Authorized Signature Contact Person (print or type name)
This signature serves as an attestation that the GLA has been researched, reviewed, and
approved as appropriate by management from the program areas.

DHHS Form 115
2025



	ADJUSTMENT REQUEST
	Justification for Adjustment Reason - Details are required.

	2 Provider Name: 
	4 Prov Medicaid ID: 
	5 Submitter ID: 
	8 Own Reference Number: 
	B: 
	3 NPI: 
	6 SFY: 
	7 Reason Code: 
	Justification for Adjustment Reason Details are required 1: 
	Justification for Adjustment Reason Details are required 2: 
	Justification for Adjustment Reason Details are required 3: 
	10 Receivable Number: 
	11 Refund Amount: 
	undefined_2: 
	12 Refund Receipt Number: 
	13 Debit Amount: 
	undefined_3: 
	14 Credit Amount: 
	undefined_4: 
	undefined_5: 
	Contact Person print or type name: 
	Justification for Adjustment Reason Details are required 4: 
	Date Submitted: 
	A: 
	O: 
	P: 
	Q: 
	C: 
	D: 
	E: 
	R: 
	F: 
	N: 
	S: 
	G: 
	M: 
	T: 
	AA: 
	H: 
	L: 
	U: 
	Z: 
	I: 
	J: 
	K: 
	V: 
	W: 
	X: 
	Y: 
	Requester Signature: 
	Authorized Signature: 


